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PANEL  DISCUSSION  ON  THE  MEDICAL  PROFESSION'S 
PRESENT-DAY  HEALTH  PROBLEMS 


Dr.   Paul   F.   Whitaker    (Kinston),   Moderator:   In 

view  of  the  multiple  problems  that  face  the  medical 
profession  at  all  times,  and  the  controversial  nature 
of  the  plans  offered  for  their  solution,  I  think  it 
fitting  that  President  Robertson  and  other  officials 
of  the  Society  have  arranged  a  discussion  of  prob- 
lems peculiar  to  the  state  of  North  Carolina.  If  we 
all  understand  the  problems  facing  each  particular 
branch  of  medicine,  we  will  have  more  sympathy 
for  our  colleagues  in  other  fields  of  medical  care, 
and  will  thus  achieve  a  united  front  in  the  attempt 
to  solve  our  problems  on  a  state-wide  basis. 

Our  health  officers,  the  superintendents  of  our 
institutions  for  tuberculosis  and  mental  disease,  our 
medical  educators,  our  general  practitioners,  and 
our  specialists  all  have  problems.  It  is  the  purpose 
of  this  discussion  to  help  the  rank  and  file  of  our 
profession  to  understand  these  problems,  so  that  we 
can  discuss  them  more  intelligently,  and  become 
more  effective  in  their  solution. 


THE  DEVELOPMENT  OF  AN 
ADEQUATE  HEALTH  PROGRAM 

J.  W.  R.  Norton,  M.D.* 
Raleigh 

The  Four  Components  of  an  Adequate 
Health  Program 

The  creation  of  balanced  and  adequate 
health  services,  I  believe  we  would  agree,  de- 
pends on  developments  in  at  least  four  dif- 
ferent fields :  (1)  hospitalization,  (2)  office 
and  home  medical  care,  (3)  training  of  pro- 
fessional and  ancillary  personnel,  and  (4) 
public  health.  The  relatively  complete  devel- 
opment of  these  services  usually  takes  place 
in  the  order  given.  There  may  be,  however, 
and  usually  is,  some  progress  made  in  all  of 
them  concurrently.  Very  often,  conflict  and 
misunderstanding  and  a  jealous  or  competi- 
tive attitude  have  arisen  between  people 
working  for  the  development  of  one  of  these 
fields  and  those  who  are  interested  in  an- 
other. For  eventual  success  of  the  over-all 
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health  program,  however,  understanding, 
coordination,  and  collaboration  are  required. 

Building  hospitals  and  developing  plans 
for  hospital  care  and  financing  are  dramatic 
as  emergency  measures.  The  Good  Health 
Association  and  Blue  Cross  plans  have  con- 
centrated  on  hospitals. 

The  State  Medical  Society  has  discussed 
for  many  years,  and  during  the  last  two 
years  has  worked  diligently  toward  a  Blue 
Shield  or  medical  care  plan. 

Within  relatively  recent  years,  a  medical 
school  has  been  started  in  North  Carolina, 
and  two  other  two-year  schools  have  been 
expanded.  The  last  General  Assembly  appro- 
priated a  million  dollars  for  a  dental  school. 
Nursing  schools  have  improved.  We  have  an 
excellent  School  of  Public  Health  at  Chapel 
Hill,  and  have  recently  made  plans  for  field 
training,  internships,  and  residencies  to  pre- 
pare candidates  for  the  Board  of  Preventive 
Medicine  and  Public  Health. 

North  Carolina  physicians  have  been  more 
public  health  minded  than  those  in  most 
states,  and  it  was  the  State  Medical  Society 
which  sponsored  the  State  Board  of  Health, 
and  has  promoted  it  since  1877.  Guilford  had 
one  of  the  first  county  health  departments, 
and  Robeson  the  first  strictly  rural  county 
health  department  in  this  country. 

By  the  very  nature  of  human  reactions,  we 
know  that  preventive  medicine,  though  not 
least,  comes  last.  We  in  public  health  have 
learned  to  "take  a  'tater  and  wait."  For  many 
years,  with  a  few  brilliant  exceptions,  we 
took  the  "leavings"  in  personnel,  salaries, 
quarters,  and  equipment.  These  handicaps 
have  not  deterred  us,  for  we  knew  that  sur- 
gery and  some  of  the  other  specialties  have 
had  equally  humble  beginnings.  In  less  than 
a  week  our  specialty  board  will  hold  its  first 
examinations. 

Those  of  us  who  have  chosen  careers  in 
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public  health  realize  that,  since  preventive 
medicine  must — or  at  least  does — come  last, 
we  must  promote  hospitals,  medical  care 
plans,  and  programs  for  better  training  of 
professional  and  ancillary  personnel,  hoping 
that  eventually  the  proper  share  of  medical 
and  public  interest  will  be  turned  to  preven- 
tive medicine. 

The  Necessity  for  Cooperation  Within  the 
Medical  Profession 

A  serious  problem  has  evolved  in  organ- 
ized medicine,  through  the  development  of 
class  feeling  within  the  ranks  of  physicians. 
A  relatively  few  prominent  and  usually 
wealthy  specialists,  with  little  comprehension 
of,  or  appreciation  for,  "grass  roots"  prob- 
lems, have  attempted  to  speak  for  organized 
medicine.  A  few  reactionary  self-selected 
spokesmen  have  spouted  so  much  arrogance 
and  intolerance  that  the  consumers  of  medi- 
cal care  have  become  confused.  Selfish  in- 
terests have  been  quick  to  take  advantage  of 
the  situation,  and  have  worked  to  change  the 
public  from  being  confused  to  being  misled. 
We  physicians  have  constituted  the  most 
free  and  independent  of  all  professions.  Cer- 
tainly those  bureaucrats  who  have  exercised 
a  considerable  degree  of  control  over  so 
many  would  leave  no  stone  unturned  to 
demonstrate  that  they  could  regiment  such 
a  maverick  group. 

I  realize  that  the  above  statements  do  not 
place  all  the  blame  for  our  present  problems 
on  outsiders,  as  many  physicians  prefer 
to  do.  The  first  steps  toward  getting  out  of 
most  difficulties  consist  in  analyzing  the 
situation  objectively,  accepting  one's  share  of 
the  underlying  faults,  and  ceasing  to  put  all 
the  blame  on  outsiders. 

This  class  feeling  among  physicians  has 
tended  to  alienate  many  groups,  one  from 
another.  I  refer  to  specialists,  general  prac- 
titioners, teachers,  laboratory  workers,  re- 
searchers, and  public  health  officers.  We 
tend  to  forget  that  we  prosper  as  a  unified 
group  or  we  fail  one  by  one.  I  wish  to  speak 
more  specifically  from  the  public  health  an- 
gle. Some  health  officers  have  failed  to  real- 
ize fully  that  preventive  medicine  is  just  as 
important  in  a  balanced  and  adequate  health 
program  as  curative  medicine,  and  they  have 
been  hesitant  in  taking  an  active  part  in 
organized  medical  activities.  In  some  instan- 
ces, health  officers  have  been  made  to  feel 
as  if  they  were  outsiders  and  not  welcome, 


except  to  pay  dues  and  special  assessments. 
People  who  are  ostracized  and  made  to  feel 
like  "outsiders"  tend  to  become  critical,  and 
certainly  cannot  give  wholehearted  support 
to,  nor  form  a  coordinated  team  with,  the 
"inside"  group. 

Now  that  the  American  Medical  Associa- 
tion has  given  recognition  to  public  health  in 
the  ten-  and  twelve-point  programs  and  has 
encouraged  the  development  of  local  health 
departments  by  a  special  resolution  last  De- 
cember, we  public  health  physicians  feel  that 
we  are  a  part  of  the  team,  and  we  are  less 
frequently  referred  to  as  an  "entering  wedge 
for  socialized  medicine."  Our  local  public 
health  physicians  are  now  only  very  rarely 
criticized  or  made  to  feel  unwelcome.  Many 
of  them  have  become  secretaries  of  their 
county  medical  societies,  have  promoted 
scientific  and  well  attended  programs,  have 
eliminated  cut-throat  cliques,  have  promoted 
harmony  between  individuals,  and  have 
brought  order  out  of  chaos,  from  the  stand- 
point of  organized  medicine.  The  preventive 
services  and  health  education  efforts  of  local 
health  units  have  helped  the  public  to  dis- 
tinguish between  well  trained  physicians  and 
those  of  less  training  who  should  limit  their 
work  to  fields  for  which  they  are  prepared. 
The  demonstration  work  of  health  depart- 
ments has  doubled  or  trebled  the  work  of 
the  private  practitioners  in  immunizations, 
venereal  disease  treatments,  chest  x-rays, 
and  the  correction  of  physical  defects  of 
school  children. 

Private  practitioners,  including  the  presi- 
dent and  secretary  of  our  State  Medical  So- 
ciety, played  a  decisive  part  in  getting  the 
recent  legislature  to  provide  additional  ap- 
propriations for  strengthening  our  local  pub- 
lic health  units.  My  plea,  therefore,  is  for 
unity,  for  mutual  understanding,  for  team- 
work within  the  ranks  of  physicians.  We 
must  work  together  toward  the  completion 
of  a  constructive  and  adequate  program  in 
the  four  fields  vital  to  the  health  of  our 
citizenry  —  hospitalization,  medical  care, 
training  and  preventive  medicine.  Only  when 
such  a  well  rounded  program  has  been 
achieved  may  we  expect  understanding  by 
the  public  and  willingness  to  accept  medical 
leadership  in  medical  matters.  Having 
learned  to  work  with  each  other,  we  can  en- 
courage progress  in  allied  fields  so  impor- 
tant to  health,  such  as  housing,  recreation, 
roads,  and  other  contributions  to  "a  better 
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standard  of  living." 

We  have  come  to  recognize  that  the  pri- 
vate practice  of  medicine  and  public  health 
work  supplement  each  other,  and  many  phy- 
sicians say  that  they  would  not  wish  to  prac- 
tice in  a  city  or  county  that  has  no  health 
department.  I  trust  that  the  state  and  local 
medical  societies  will  give  increasingly  in- 
formed, progressive,  and  constructive  lead- 
ership in  all  medical  affairs,  including 
health  departments. 

We  must  welcome,  and  learn  to  adjust  to, 
changes  that   constitute  improvements.   Al- 
though the  medical  profession  is  not  so  con- 
servative as  the  professions  of  religion  and 
law,  physicians  tend  to  adopt  a  laissez-faire 
attitude  and  to  be  suspicious  of  change.  A 
couple  of  generations  ago  the  family  doctor 
depended  mainly  on  his  five  senses  to  make 
a  diagnosis— with  a  little  help  at  times  from 
the  stethoscope,   urinalysis,   and  perhaps  a 
blood  count.  Frequently  he  had  to  serve  as 
pharmacist,  nurse,  and  dentist.  Today,  the 
change  to  an  almost  new  type  of  diagnostic, 
therapeutic  and  preventive  team  is  apparent. 
The  improvement  in  medical  service  has  far 
surpassed  the  slight  increase  in  costs.    We 
should  bemoan  this  change  no  more  than  we 
do   the  passing   of   the   crossroads   general 
store. 

A  REVIEW    OF  MENTAL  HEALTH 
ACTIVITIES  IN  NORTH  CAROLINA 

David  A.  Young,  M.D.* 
Raleigh 

State  Hospital  Program 
Much  of  the  information  relative  to  the 
State  Hospitals  has  from  time  to  time  been 
made  available  to  the  public,  and  a  fair 
amount  of  interest  has  been  developed  in  this 
subject.  At  the  present  time  the  State  Hos- 
pital at  Butner  has  been  in  operation  for 
nearly  two  years;  the  Butner  Training 
School,  to  which  transfers  from  the  Caswell 
Training  School  are  sent,  is  nearly  a  year 
old  and  has  been  able  to  give  some  relief  to 
the  crowded  conditions  and  the  long  waiting 
list  at  the  Caswell  Training  School.  The  state 
legislature  has,  in  its  past  two  sessions,  ap- 
propriated nearly  23  million  dollars  for  per- 
manent improvements,  and  has  increased  the 
budget  for  maintenance   and  operations  at 

*  General    Superintendent,    North    Carolina    Hospitals    Board 
of  Control,  Raleigh,  North  Carolina. 


all  the  institutions.  The  State  Hospitals  have 
increased  their  census  by  700  in  the  past  two 
years,  and  there  are  more  than  9,500  pa- 
tients within  the  institutions  at  the  present 
time.  Buildings  under  construction  or  under 
contract  at  present  will  provide  for  an  addi- 
tional 900  persons. 

In  a  mental  health  program,  or  more  par- 
ticularly in  a  state  hospital  program,_  there 
is  seldom,  if  ever,  room  for  any  feeling  of 
complacency.  The  State  Hospitals  have  re- 
mained considerably  crowded,  and  despite 
the  admission  of  2,300  persons  during  the 
last  year,  about  600  applications  for  admis- 
sion had  to  be  refused  because  of  lack  of 
space.  Although  the  opening  of  Camp  But- 
ner has  been  of  great  help,  each  of  the  State 
Hospitals  still  has  a  census  of  several  hun- 
dred above  their  rated  capacities,  and  Cas- 
well Training  School  has  more  than  400  ap- 
plicants on  the  waiting  list. 

Although  the  number  of  doctors  in  these 
five  institutions  has  been  increased  to  twen- 
ty-six from  a  low  of  twelve  at  the  end  of 
the  war,  the  ratio  of  doctors  to  patients  has 
remained   far  below   recommended  figures. 
The  increase  in  the  number  of  persons  to 
be  taken  care  of  has  put  a  further  strain  on 
the  hospitals,  and  has  limited  the  improve- 
ment in  standards  which  is  being  attempted 
in  them.  In  particular,  the  constant  pressure 
to  take  elderly  persons  has  made  it  necessary 
to  divert  much  of  the  personnel  to  the  care 
of  physically  disabled  persons,  and  has  lim- 
ited the  number  available  for  the  treatment 
of  acute  conditions  which  appear  to  be  more 
remediable  and  responsive  to  therapy.  These 
older  patients  occupy  an  increasingly  large 
number  of  beds,  and  leave  fewer  available 
for  patients  with  acute  mental  illness.     At 
the  present  time  the  indications  are  that  the 
number  of  old  people  for  whom  application 
is  made  to  the  State  Hospitals  will  increase. 
It  is  hoped  that  this  problem  can  be  worked 
out  in  some  way,  so  that  this  group  may  be 
taken  care  of,  although  not  necessarily  in  a 
State  Hospital. 

The  problem  is  also  more  specifically  com- 
plicated in  this  state  by  the  admission  of 
a  large  number  of  alcoholic  patients  and  drug 
addicts  to  the  State  Hospital  at  Raleigh. 
Much  of  the  time  of  the  doctors  is  occupied 
with  this  group,  limiting  the  amount  avail- 
able for  psychiatric  cases. 

Although  shock  treatment  is  carried  out 
at  all  four  of  the  State  Hospitals,  limitations 
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of  personnel  have  prevented  much  use  of  in- 
sulin therapy.  The  use  of  psychosurgery  is 
at  the  present  time  being  developed  in  co- 
operation with  the  two  medical  schools. 

Despite  the  interest  which  has  been  taken 
in  psychiatry  generally  during  the  past  few 
years,  one  of  the  consistent  problems  of  the 
State  Hospitals  has  been  to  sustain  interest 
in  the  activities  which  result  in  increasing 
appropriations  for  more  intensive  treatment. 
The  public  is  disturbed  from  time  to  time 
by  the  accounts  of  the  limitations  of  State 
Hospitals  and  generally  believes  unfavorable 
statements  about  the  hospitals,  but  interest 
of  this  sort  may  not  produce  larger  appro- 
priations. It  has  also  been  difficult  for  the 
general  public  and  the  legislature  to  under- 
stand the  need  for  more  intensive  treatment 
as  contrasted  with  more  buildings  to  house 
patients. 

Simply  placing  a  person  in  the  hospital  will 
in  most  instances  fall  short  of  the  desired  ef- 
fect, and  true  economy,  which  should  not  be 
the  only  motivating  interest,  would  lie  in 
making  available  early  the  active  treatment 
and  the  continued  rehabilitation  of  the  per- 
sons who  are  admitted  to  the  hospitals.  By 
this  means  many  of  them  can  be  returned  to 
the  community  and  can  become  productive 
again,  rather  than  remaining  a  charge  of  the 
state.  It  is  probable  that  the  long  time  lag 
in  the  admission  of  patients  and  the  long 
waiting  lists  have  resulted  in  undue  empha- 
sis on  these  waiting  lists  and  a  greater  desire 
to  be  rid  of  criticism  in  connection  with  them 
than  to  provide  more  expensive  and  better 
personnel  and  equipment. 

Mental  Hygiene  Program 

In  contrast  to  the  State  Hospital  program 
the  mental  hygiene  program  is  a  relatively 
new  one.  The  number  of  mental  hygiene  clin- 
ics and  mental  hygiene  societies  in  the  state 
has  been  relatively  small.  Two  years  ago,  ac- 
tive clinics  were  functioning  only  in  Raleigh, 
Durham,  and  Charlotte.  Since  that  time  ad- 
ditional clinics  have  been  opened  up  in  Wil- 
mington, Winston-Salem  and  Asheville,  and 
in  connection  with  Duke  Hospital.  The  state 
has  given  help  to  these  clinics  by  purchasing 
equipment  and  by  providing  the  salaries  of 
additional  personnel  to  work  in  these  clinics 
and  further  expand  their  usefulness.  Money 
for  these  purposes  has  been  made  available 
on  a  matching  basis,  so  that  the  local  unit 
would  participate  in  the  expenditures  and 


would  retain  a  portion  of  the  administration 
of  these  clinics,  even  though  some  of  the 
personnel  would  be  classified  as  state  em- 
ployees. 

A  good  deal  of  interest  has  been  shown  in 
the  establishment  of  such  clinics,  and  it  is 
hoped  that  during  the  next  two  years  an  ad- 
ditional clinic  will  be  opened  at  Greensboro, 
and  that  the  state  may  be  able  to  start  a 
travelling  clinic  with  personnel  paid  entirely 
from  state  funds.  The  supply  of  trained  per- 
sonnel for  any  medical  activity,  particularly 
psychiatry,  has  been  short,  and  we  have  con- 
sistently had  difficulty  in  recruiting  person- 
nel when  so  many  other  fields  seem  more 
remunerative  and  require  less  training,  and 
possibly  less  work. 

Funds  have  also  been  set  aside  for  the 
teaching  and  training  of  personnel,  and  this 
has  been  accomplished  principally  through 
seminars  for  psychiatric  and  related  person- 
nel and  by  making  available  psychiatric 
books  to  persons  working  in  this  field.  Fur- 
ther promotional  activities  include  the  dis- 
tribution of  pamphlets  and  the  purchase  of 
films  on  psychiatric  subjects.  These  films 
have  been  quite  popular,  and  it  is  hoped  that 
this  means  of  bringing  to  the  lay  and  pro- 
fessional public  more  information  about  psy- 
chiatry will  be  considerably  expanded  in  the 
next  few  years.  During  the  next  biennium 
the  state  will  be  actively  participating  in  the 
mental  hygiene  program  by  making  a  defi- 
nite appropriation  for  this  program,  and  in 
all  likelihood  the  federal  government  will 
continue  for  the  present  its  grant  for  such 
activities. 

It  is  still  hoped,  however,  that  a  good  deal 
of  the  responsibility  for  the  outpatient  prob- 
lems in  psychiatry  will  remain  with  the  local 
communities,  with  whatever  assistance  the 
state  can  give.  It  would  certainly  seem  that 
much  more  interest  can  be  aroused  in  such 
activities  when  the  local  unit  retains  much 
of  the  administration  and  feeling  of  owner- 
ship for  its  clinic,  and  when  any  accomplish- 
ments along  this  line  will  have  been  in  large 
part  achieved  through  the  active  interest  and 
financial  participation  of  the  local  commun- 
ity. 

At  this  time  it  would  seem  well  to  point 
out  some  of  the  ways  in  which  mental  health 
activities  can  be  furthered  by  the  local  com- 
munities. Local  hospitals  which  are  being 
built  throughout  the  state  are  being  encour- 
aged to  provide  facilities  to  take  care  of  psy- 


January,  1950 


SYMPOSIUM   ON   HEALTH   PROBLEMS 


chiatric  emergencies  that  may  develop  in  the 
hospital  and  in  the  community,  and  to  avoid 
the  necessity  for  confining  such  patients  in 
jail  until  they  can  be  admitted  to  a  State 
Hospital.  It  might  also  be  hoped  that  such 
facilities  as  this  would  greatly  encourage  the 
treatment  of  these  patients  in  a  local  com- 
munity without  their  being  immediately 
committed. 

So  far  the  local  hospitals  have  shown  rel- 
atively little  interest  in  this  program,  de- 
spite the  wide  dissemination  of  psychiatric 
disorders  and  the  very  evident  usefulness  of 
such  facilities  locally.  Perhaps  active  encour- 
agement by  the  physicians  in  the  commun- 
ity would  stimulate  the  hospitals  to  make 
such  provision.  Doctors  with  any  psychiatric 
training  should  welcome  such  facilities  to 
provide  a  place  for  temporary  care  and  pos- 
sible treatment  for  their  patients.  Some  prog- 
ress has  already  been  made  toward  provid- 
ing hospital  insurance  for  a  limited  period 
for  the  treatment  of  psychiatric  disorders 
in  general  hospitals,  and  the  availability  of 
such  small  psychiatric  units  of  one  or  two 
beds  will  greatly  assist  in  the  practical  oper- 
ation of  such  a  plan. 

Money  has  been  appropriated  for  build- 
ings at  Morganton  and  Raleigh  which  will 
be  in  a  sense  separate  units  and  will  take 
care  of  all  newly  admitted  patients  and  of 
the  medical  and  surgical  patients.  A  similar 
unit  is  already  being  developed  at  Butner. 
A  small,  somewhat  specialized  unit  for  the 
intensive  work-up  and  treatment  of  acute 
psychiatric  cases,  with  emphasis  on  teaching 
and  research,  is  also  being  planned  to  be  lo- 
cated at  Butner  or  at  the  new  University 
Hospital  at  Chapel  Hill. 

The  Relationship  Between  the  State 
Hospitals  and  the  Private  Practitioner 
Certainly  there  should  be  a  closer  contact 
between  the  community  and  its  doctors  and 
the  State  Hospitals.  One  of  the  difficulties 
in  this  connection  has  resulted  from  the  fact 
that  the  psychiatric  hospitals  in  general  have 
had  their  own  staffs,  and  consequently  doc- 
tors in  the  community  have  frequently  had 
little  contact  with  a  psychiatric  hospital.  Cer- 
tainly the  psychiatric  hospital  is  more  iso- 
lated than  a  local  general  hospital,  and  con- 
sequently has  always  had  difficulty  in  pre- 
senting psychiatric  information  to  the  local 
doctors.  It  is  probable  that  the  responsibility 
for  this  isolation  lies  on  both  sides.  The  doc- 


tors are,  of  course,  busy  and  have  their  own 
interests,  and  may  seldom  be  called  to  the 
hospitals.  The  psychiatric  hospitals,  in  turn, 
have  not  reached  out  as  actively  as  they 
might  for  contacts  with  the  community  or 
with  the  doctors  in  the  community.  Certainly 
all  psychiatric  hospitals  should  make  a  spe- 
cial effort  to  have  doctors  in  the  surrounding 
areas  visit  them,  and  should  plan  programs 
and  meetings  which  would  be  of  interest  to 
these  doctors.  The  present  types  of  psychia- 
tric treatment,  which  tend  to  be  pharmacolo- 
gical and  surgical,  should  serve  to  bring  the 
hospitals  in  closer  contact  with  the  doctors, 
and  the  more  general  acceptance  of  psychia- 
tric principles  in  the  diagnosis  of  many  of 
the  conditions  seen  by  physicians  in  a  com- 
munity should  bring  about  a  recognition  of 
the  need  for  further  knowledge  of  psychia- 
try. :■,       *       * 

CARE  OF  THE  TUBERCULOUS 

Henry  Stuart  Willis,  M.D.* 

McCain 

The  Situation  at  Present 
I  suspect  that  more  than  half  the  physi- 
cians in  this  audience  have  at  some  time 
called  one  of  the  State  Sanatoria  to  request 
that  a  patient  be  admitted,  and  have  been 
told  that  no  bed  was  available  and  the  wait- 
ing list  was  long.  So  many  of  these  calls 
have  come  in  that  the  personnel  of  the  three 
State  Sanatoria  know  full  well  your  prob- 
lems out  in  the  field. 

At  the  present  time  there  are  about  300 
people  on  the  waiting  list  of  the  three  sana- 
toria. One  fourth  to  one  third  of  the  patients 
in  certain  groups  on  these  waiting  lists, 
particularly  colored  women,  die  before  they 
can  be  admitted.  In  addition,  we  have  delib- 
erately sent  home  patients  whose  cases  are 
hopeless,  in  order  to  make  room  for  those 
whose  recovery  might  be  brought  about. 

The  Expansion  Program 
As  you  know,  the  shortages  have  been 
terrific  in  both  beds  and  personnel.  I  am 
happy  to  be  able  to  tell  you,  however,  that 
a  good  deal  has  happened  for  the  betterment 
of  the  situation.  General  interest  has  been 
aroused.  The  efforts  of  physicians  through- 
out the  state  who  know  the  deplorable  situ- 
ation have  continued  unceasingly ;  the  ef- 
forts of  the  Welfare  Department  have  gone 
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on  unabated ;  and  other  interested  people 
have  helped.  The  Board  of  Directors  of  the 
State  Sanatoria,  of  whom  two  members  are 
ex-presidents  of  this  Society,  has  put  forth 
effort  to  inform  the  legislature.  This  has 
been  true  particularly  of  Mr.  Lee  Gravely, 
chairman  of  the  Board. 

As  a  result  of  these  efforts,  the  legislature 
has  granted  almost  everything  the  Board  of 
Directors  has  requested.  Within  the  next 
year  and  a  half  or  two  years  the  waiting  list 
should  vanish,  and  then  when  your  patient 
is  found  to  have  tuberculosis,  he  can  be  put 
into  a  sanatorium  the  clay  the  diagnosis  is 
made.  The  building  and  recruitment  pro- 
gram proceeds,  and  the  buildings  and  plans 
are  all  in  the  making. 

When  the  expansion  program  has  been 
completed,  there  will  be  1950  beds  in  the 
State  Sanatoria,  as  compared  with  1100 
now.  The  plan  includes  a  fourth  sanatorium 
to  be  established  at  Chapel  Hill  in  connection 
with  the  new  medical  school.  It  is  thought 
that  a  unit  there  would  greatly  improve  the 
quality  of  work  done  in  all  the  sanatoria, 
because  it  will  make  it  easier  to  obtain  con- 
sultations on  patients  in  whom  diagnostic 
problems  exist,  and  to  refer  such  patients 
for  more  complete  studies.  It  will  enable  the 
sanatorium  organization  to  recruit  staff 
members — young  dietitians,  physicians,  and 
nurses  who  might  be  attracted  after  seeing 
what  life  in  a  sanatorium  is  like.  Staff  mem- 
bers from  the  other  three  sanatoria  could  be 
given  frequent  "refresher  courses"  by  being 
transferred  to  the  new  institution  for  a  few 
weeks  or  months.  They  would  profit  by  the 
opportunity  of  contact  with  the  clinic,  the 
library,  and  other  facilities  of  the  Univer- 
sity. Such  a  scheme  should  raise  the  quality 
of  the  work  done  in  all  the  sanatoria. 

The  new  budget  provides  for  permanent 
employment  of  professional  and  nonprofes- 
sional personnel  to  enable  these  various  in- 
stitutions to  operate  in  a  reasonably  efficient 
manner.  Additions  to  the  staff  will  include 
social  workers,  occupational  therapists,  and 
those  trained  in  rehabilitation. 

Thus  will  the  State  Sanatoria  be  enabled 
to  serve  your  patients  better. 


More  attention  should  be  directed  to  the  problem 
of  pulmonary  tuberculosis  in  the  old,  which  is  often 
an  active  process  with  a  high  proportion  of  sputum- 
positive  cases.  The  onset  is  insidious,  and  the  symp- 
toms are  commonly  ascribed  to  old  age. — F.  J.  Heb- 
bert,  M.D.,  The  Lancet,  Aug.  14,  1948. 


RURAL  HEALTH   COUNCILS  AS  A 

WEAPON  AGAINST  POLITICAL 

MEDICINE 

Fred  C.  Hubbard,  M.D. 
North  Wilkesboro 

The  medical  profession  during  the  past 
four  or  five  years  has  made  great  strides  in 
finding  ways  and  means  of  solving  its  public 
relations,  economic,  and  political  problems. 
We  had  rather  a  rude  awakening  four  or  five 
years  ago  when  it  became  evident  that  a 
system  of  political  medicine  was  about  to  be 
thrust  upon  us,  and  that  our  traditional  sys- 
tem based  on  methods  of  free  enterprise  was 
threatened.  It  was  proposed  in  Washington 
that  the  Social  Security  Act  be  extended  to 
place  under  regimentation  and  government 
control  medical  services  and  the  medical  pro- 
fession of  our  country.  Bills  providing  for 
this  extension  were  introduced  into  Congress. 
More  recently,  it  has  been  proposed  that  the 
Social  Security  Act  be  extended  even  further, 
to  include  domestic  servants,  the  self-em- 
ployed, and  others  under  its  provisions.  All 
of  this  proposed  legislation,  of  course,  points 
to  a  paternalistic  trend  in  our  government 
which  eventually  would  take  the  money  from 
our  states,  place  it  in  the  hands  of  a  bureau- 
cratic government,  and  deal  it  out  to  the 
states  through  a  system  which  would  be  pro- 
vided by  the  government  and  would  be  more 
costly.  This  trend  leads  unmistakably  toward 
a  centralization  of  government,  and,  in  view 
of  the  experiences  in  other  countries,  even- 
tually to  a  dictatorship. 

Disadvantages  of  Politically  Controlled 
Systems  of  Medical  Practice 

It  has  been  shown  beyond  a  doubt  by  the 
Brookings  Report  and  other  reports  that,  un- 
der the  present  free  system  of  medical  care, 
our  country  has  a  mortality  rate  as  a  whole 
which  compares  favorably  with  the  rates  in 
other  countries.  It  has  been  established  that, 
under  the  present  free  system,  medicine  in 
this  country  has  progressed  more  rapidly 
than  under  any  system  in  any  other  country 
in  the  world. 

It  became  evident  some  time  ago,  therefore, 
that  it  was  necessary  for  the  medical  pro- 
fession to  accept  the  challenge  of  government 
control  and  seek  ways  and  means  of  preserv- 
ing the  present  free  system — not  only  for 
the  sake  of  our  profession  but  for  the  sake 
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of  free  enterprise  and  of  free  people  gener- 
ally. It  has  been  pointed  out  that  in  every 
country  which  finally  came  under  dictator- 
ship the  medical  profession  was  the  first  to 
be  brought  under  government  control.  Lenin 
in  Russia  and  Bismarck  in  Germany  said 
years  ago  that  government  control  of  medi- 
cine was  the  keystone  to  centralized  govern- 
ment. 

It  is  true  that,  since  the  propaganda  for 
politically  controlled  medicine  in  this  coun- 
try was  begun,  a  large  segment  of  our  popu- 
lace has  become  restless  and  critical  of  the 
present  free  system  of  medical  practice. 
Numerous  claims  of  shortcomings  and  defi- 
ciencies in  the  medical  profession  and  in 
medical  service  have  been  made  —  most  of 
which  have  not  been  justified.  On  the  sur- 
face it  might  seem  to  the  average  man  that 
a  state  of  paternalistic  care  on  the  part  of 
the  government  from  the  cradle  to  the  grave 
would  be  desirable.  When  the  facts  regarding 
socialized  or  political  medicine  are  all  in  and 
have  been  given  due  consideration  from 
every  angle,  the  picture  looks  very  different. 

It  has  been  estimated  that  the  annual  cost 
of  medical  care  in  this  country,  which  at 
present  is  said  to  be  about  ft1/?  billion  dol- 
lars, would  reach  about  12  billion  dollars 
when  everybody  has  been  included  in  a  gov- 
ernment controlled  system.  Far  more  impor- 
tant than  this  consideration  is  the  sacrifice 
of  the  intangible  assets  of  a  free  system  of 
medical  practice,  such  as  the  doctor-patient 
relationship,  the  incentive  to  study  and  prac- 
tice medicine,  and  others  too  numerous  to 
mention. 

Efforts  to  Combat  Political  Medicine 
In  the  nation 

What  is  being  done  by  the  medical  pro- 
fession to  get  the  facts  concerning  the  free 
system  of  medical  practice  to  the  people?  Are 
we  giving  them  any  information  relative  to 
the  possible  baneful  effects  of  a  system  of 
political  medicine?  Is  anything  being  done  to 
unite  the  forces  of  medicine  in  the  fight 
against  this  threat?  I  can  answer  in  the  af- 
firmative. The  medical  profession  and  allied 
organizations  have  gone  to  bat  and  are  fight- 
ing in  a  determined  way  to  preserve  its  free- 
dom and  to  save  free  enterprise  in  our  coun- 
try. 

How  are  we  doing  it?  The  medical  pro- 
fession is  studying  as  never  before  economic 
and  political  conditions  in  our  country — as 


intelligent  citizens  should  do.  We  are  looking 
toward  Washington  and,  as  never  before, 
asking  our  representatives  questions  and 
making  suggestions  concerning  medicine  in 
the  United  States.  We  are  admitting  to  the 
people  of  our  country  our  shortcomings  and 
our  handicaps  and  are  asking  their  support 
in  the  development  of  a  program  which  will, 
in  time  and  with  their  help,  solve  the  prob- 
lem of  the  shortage  of  doctors  and  hospitals 
and  medical  service  in  this  country — and  do 
it  in  a  democratic  way.  It  is  evident,  of 
course,  not  only  to  the  medical  profession  but 
to  the  people  as  a  whole,  that  in  order  to 
solve  these  problems  help  will  be  needed 
from  the  state  and  federal  governments.  A 
long  drawn  out  program  of  education  of  the 
profession  and  the  people  in  health  matters 
will  be  necessary  to  correct  the  difficulties. 

In  North  Carolina 

The  Public  Relations  Committee  of  your 
State  Medical  Society  is  waging  an  active 
and  relentless  campaign  to  let  the  people 
know  that  the  medical  profession  is  inter- 
ested in  their  welfare  and  is  anxious  to  cor- 
rect the  misunderstandings  and  misinforma- 
tion which  are  abroad  in  the  land.  Your  Com- 
mittee on  Rural  Health  is  actively  engaged 
in  promoting  programs  which  will  reach  right 
down  to  the  strictly  rural  level,  get  at  the 
grass  roots  of  the  situation,  and  help  people 
to  think  for  themselves  and  to  become  edu- 
cated in  the  various  ways  and  means  of  pro- 
moting better  health  in  a  cooperative  and 
democratic  way.  In  cooperation  with  the 
Good  Health  Association  of  North  Carolina, 
we  have  had  two  State  Rural  Health  Con- 
ferences and  are  now  in  the  process  of  or- 
ganizing Rural  Health  Councils  in  the  differ- 
ent counties  of  the  state. 

We  have  chosen  four  counties  in  the  state 
in  which  to  develop  Rural  Health  Councils 
during  the  present  year — October,  1948,  to 
October,  1949.  During  the  first  six  months 
two  counties  in  the  west  have  been  organ- 
ized; another  one  is  now  being  organized, 
and  there  are  two  additional  prospects.  We 
are  ready  now  to  move  into  the  eastern  part 
of  the  state  and  develop  Councils  in  at  least 
two  counties.  Our  purpose  in  limiting  the 
Timber  during  the  first  year  is  to  get  ex- 
perience and  patterns  for  developing  coun- 
cils in  every  county  of  the  state,  if  possible. 
We  have  a  very  active  field  worker,  Miss 
Charlotte  Rickman,  who  is  a  health  educa- 
tor and  is  a  great  organizer. 
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The  story  of  the  development  of  the  Rural 
Health  Councils  so  far  reads  like  fiction,  and 
the  interest  being  shown  among  the  rural 
people  is  almost  unbelievable.  They  have  ex- 
pressed themselves  voluntarily  as  favoring 
the  democratic  way  of  solving  their  own  med- 
ical problems  and  working  out  their  own  sal- 
vation, with  some  direction  on  the  part  of 
the  medical  organizations  of  the  state. 

I  want  to  say  that  the  cooperation  of  the 
State  Health  Department,  the  School  of  Pub- 
lic Health  at  the  University,  the  medical 
schools,  the  home  economics  and  welfare 
groups,  civic  clubs,  and,  most  important  of 
all  perhaps,  the  different  farm  groups,  has 
been  just  about  100  per  cent.  It  is  refreshing 
and  satisfying  to  see  the  willingness  and  en- 
thusiasm shown  by  all  these  groups  in  work- 
ing to  the  end  that  our  state  shall  have  "ade- 
quate health  and  medical  care  for  the  people 
of  rural  North  Carolina." 

We  feel  that  in  this  field,  as  in  many  other 
programs  in  former  years,  North  Carolina  is 
right  out  in  front.  I  doubt  that  any  other 
state  in  the  Union  now  has  actually  organ- 
ized a  rural  health  council  in  the  strictest 
sense  of  the  word.  However,  the  interest  at 
national  and  sectional  as  well  as  state  meet- 
ings has  been  intense,  and  everybody  seems 
to  be  more  health  conscious  than  at  any  other 
period  in  our  history. 

Conchision 

Before  closing,  I  want  to  recognize  the 
great  work  that  our  State  Health  Depart- 
ment has  already  done  in  promoting  better 
health  among  our  people,  and  to  say  that  the 
ground  is  well  prepared  for  the  program 
which  we  are  presently  developing. 

May  I  urge  that  every  member  of  the  medi- 
cal profession  in  North  Carolina  give  serious 
consideration  to  a  solution  of  the  problems 
which  now  confront  us,  and  cooperate  active- 
ly in  waging  the  battle  to  give  our  people 
better  hospitals  and  to  promote  better  health 
measures. 


The  most  essential  asset  or  quality  of  a  successful 
family  physician  today  is  the  ability  to  make  accur- 
ate diagnoses.  Of  course  there  are  many  personal 
elements  that  may  make  or  mar  his  success  but 
their  consideration  is  not  relevant  to  this  discussion. 
He  must  be  a  good  diagnostician  and  .  .  .  with  all 
the  aids  now  at  his  disposal  his  work  is  really  be- 
coming easier. — W.  V.  Johnston:  General  Practice 
in  the  Changing  Order,  Canad.  M.  Assoc.  J.  59:167, 
1948. 


SOME  PROBLEMS  OF  THE  GENERAL 
PRACTITIONER 

John  R.  Bender,  M.D. 
Winston-Salem 

Professional  health  problems  affecting  the 
general  practitioner  are  as  many  and  varied 
as  his  patients.  There  are  few  cases  which 
do  not  involve  some  special  care  or  treat- 
ment, adding  to  the  burden  of  private  prac- 
tice. The  seriousness  of  these  problems  de- 
pends on  the  severity  of  the  illness,  the  social 
and  financial  status  of  the  patient,  and  va- 
rious domestic,  familial,  and  hereditary  fac- 
tors. The  personal  problems  of  the  patient, 
however,  are  constantly  changing  problems 
which  have  to  be  met,  accepted,  and  dealt 
with  from  time  to  time  as  each  new  situa- 
tion presents  itself.  Therefore,  we  will  by- 
pass these  fluctuating  conditions  and  devote 
our  time  to  some  of  the  constant  complica- 
tions which  are  familiar  to  every  general 
practitioner  in  this  state. 

Within  the  past  ten  years  much  progress 
has  been  made  by  the  State  of  North  Caro- 
lina, the  State  Health  Department,  the  va- 
rious county  health  departments,  and  the  lo- 
cal communities  themselves,  both  rural  and 
urban,  toward  easing  many  of  the  burdens 
that  confronted  the  general  practitioner  a 
decade  or  more  ago. 

Lack  of  Roads  and  Facilities  in  Rural  Areas 

I  would  list  the  rural  electrification  sys- 
tem as  one  great  step  toward  the  solution  of 
the  problems  of  general  practice.  Very  few 
general  practitioners  at  this  meeting  today 
have  not  had  the  experience  of  attending  a 
home  delivery  by  the  light  of  a  lantern,  a 
smoky  lamp,  or  candles — or,  as  I  have  done, 
under  the  beam  of  a  pocket  flashlight  held 
by  a  nervous  husband.  Only  those  who  have 
practiced  obstetrics  under  such  conditions  as 
this  can  fully  appreciate  the  blessing  of  an 
ordinary  60-watt  bulb  in  the  sickroom.  Un- 
fortunately, there  are  still  many  homes  in 
North  Carolina  that  do  not  have  electrical 
facilities,  and  the  absence  of  such  facilities 
continues  to  impose  a  handicap  upon  the  gen- 
eral practitioner. 

North  Carolina  has  also  made  much  prog- 
ress, during  the  last  decade,  with  its  road 
improvement  program.  No  one  can  appreci- 
ate this  progress  more  than  the  family  phy- 
sician who  cares  for  the  rural  population.  I 
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can  recall  too  vividly  many  unpleasant  hours 
spent  in  an  attempt  to  cover  almost  impas- 
sable trails  in  order  to  visit  some  sick  pa- 
tient residing  at  the  other  end.  On  many  oc- 
casions such  roads,  in  addition  to  prolonging 
the  patient's  period  of  suffering  and  wast- 
ing the  physician's  time,  are  responsible  for 
wear  and  tear  on  his  automobile,  and  some- 
times for  a  complete  breakdown  of  the  mech- 
anism. This  handicap  was  of  course  accentu- 
ated during  the  period  from  1942  to  1946, 
when  automobiles,  parts,  and  motor  fuels 
were  under  strict  rationing.  The  program  for 
the  improvement  of  roads  in  the  rural  sec- 
tions of  North  Carolina,  recently  inaugurated 
by  Governor  Scott,  will  not  only  make  travel 
more  convenient  for  the  people  who  reside 
along  these  roads,  but  will  do  much  toward 
making  the  services  of  a  physician  more  read- 
ily available  whenever  and  wherever  he  is 
needed. 

The  lack  of  telephone  facilities  in  the  rural 
areas  results  in  unnecessary  calls,  unneces- 
sary travel,  and  unnecessary  waste  of  time — 
not  only  by  the  family  of  the  patient,  but  by 
the  physician  himself.  I  will  grant  the  truth 
of  Dr.  Amos  Johnson's  philosophy  that  the 
physician  is  spared  many  night  calls  when 
the  family  has  to  leave  the  house  to  get  in 
touch  with  the  doctor.  If  a  telephone  is  by 
the  side  of  the  bed,  it  is  a  great  temptation 
to  pick  it  up  and  call  the  weary  general  prac- 
titioner when  a  member  of  the  family  is  un- 
able to  sleep.  However,  I  think  we  should 
be  glad  to  accept  these  few  irritations  for 
the  sake  of  having  a  readily  available  means 
of  contact  between  patient  and  physician  in 
every  home. 

The  High  Cost  of  Illness 
Perhaps  one  of  the  paramount  problems 
that  is  faced  by  the  general  practitioner  in 
his  everyday  practice  is  the  present  high  cost 
of  illness.  During  the  recent  period  of  pros- 
perity, the  family  physician  was  seldom 
asked,  "How  much  will  it  cost?"  — ■  even 
though  the  illness  would  require  a  prolonged 
hospital  stay  under  the  care  of  specialists. 
At  the  present  time,  however,  it  seems  that 
a  price  tag  is  necessary  with  every  diagnosis. 
The  patients  having  the  least  financial  sup- 
port are  usually  those  who  present  the  great- 
est medical  problems  and  require  the  most 
extended  hospital  and  diagnostic  and  thera- 
peutic care. 


Insurance  has  done  a  great  deal  to  ease 
this  burden  for  the  general  public,  but  the 
insurance  programs,  as  yet,  have  not  ade- 
quately come  to  the  rescue  of  the  people 
around  whom  the  general  practitioner  builds 
his  practice.  It  is  not  necessary  to  quote  fig- 
ures or  give  statistics  on  the  average  daily 
cost  of  hospital  care  to  the  non-indigent  pa- 
tients of  North  Carolina,  for  there  are  few 
such  patients  who  cannot  meet  an  acute  em- 
ergency for  a  short  period  of  time  without 
too  much  of  a  financial  sacrifice.  I  feel  that 
I  am  being  fair  to  the  general  practitioner, 
however,  when  I  say  that  a  very  small  per- 
centage of  his  patients  are  able,  without  be- 
ing placed  under  financial  strain,  to  meet 
the  cost  of  any  illness  which  requires  treat- 
ment other  than  that  which  can  be  rendered 
at  home  and  by  their  family  physician. 

Shortage  of  Nurses 

Another  problem  which  the  general  prac- 
titioner is  called  upon  to  face  almost  every 
day  is  that  of  adequate  nursing  care  and 
understanding.  Many  patients  who  are  now, 
of  necessity,  placed  in  hospitals  could  be 
more  easily  treated  at  home,  with  much  less 
expense,  and  with  much  more  satisfaction  to 
the  patients  themselves,  if  the  supply  of  reg- 
istered and  practical  nurses  were  numeri- 
cally adequate  to  meet  the  needs. 

Dr.  Brockmann  and  his  Committee  on  Hos- 
pitals have  made  a  commendable  study  of 
this  professional  problem,  and  they  have 
brought  forth  some  valuable  suggestions  to- 
ward a  workable  solution.  It  is  the  duty  of 
every  general  practitioner  to  give  to  this 
committee  his  valuable  support,  and  to  work 
toward  the  early  reorganization  of  the  edu- 
cational system  in  the  public  schools  of  North 
Carolina.  This  reorganization  should  pro- 
vide, in  every  high  school  program,  a  course 
in  first-aid  and  practical  nursing  technique, 
to  be  taught  by  a  registered  nurse  who 
should  be  given  a  position  on  the  faculty  with 
the  same  rating  as  the  teacher  of  science  or 
home  economics.  This  course  would  accom- 
plish much  toward  initiating  a  feeling  of 
professional  interest  among  high  school  stu- 
dents, both  in  nursing  and  in  the  practice  of 
medicine  itself. 

"Smugness  and  False  Modesty" 
Another  problem  which  confronts  the  gen- 
eral practitioner  is  that  which  Dr.  Norton 
speaks  of  as  "smugness  and  false  modesty" 
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concerning  venereal  disease,  birth  control, 
and  mental  illness.  For  each  case  of  venereal 
disease  that  is  called  to  the  attention  of  the 
health  officer,  there  are  at  least  ten  unre- 
ported. Such  a  state  of  "smugness  and  false 
modesty"  only  increases  the  problems  of  the 
general  practitioner  in  dealing  with  these  ill- 
nesses, and  does  not  decrease  the  number  of 
cases  by  1  per  cent.  Such  obstacles  as  these 
can  be  overcome  only  by  a  broad  educational 
program  and  a  greater  spirit  of  cooperation 
and  unity  among  the  medical  profession,  the 
State  Board  of  Health,  the  educational  sys- 
tem of  the  state,  and  the  people  themselves. 
I  can  remember  that  during  my  childhood 
one  of  the  members  of  my  high  school  class 
was  found  to  have  active  tuberculosis  and 
was  sent  to  the  western  part  of  the  state  for 
sanatorium  care.  So  disgraceful  was  this 
stigma  to  the  child  and  her  family  that  her 
school  friends  and  associates  were  informed 
that  she  had  developed  a  "leaking  heart"  and 
was  sent  to  the  hospital  for  proper  treatment 
of  this  condition.  This  story,  no  doubt,  would 
sound  unbelievable  to  the  high  school  student 
in  North  Carolina  today.  Within  the  past 
month,  however,  I  have  had  to  send  a  high 
school  student  to  an  institution  for  mental 
disease,  and  her  family  and  friends  are  em- 
ploying the  same  type  of  subterfuge  to  con- 
ceal the  real  facts  of  the  case  and  thus  avoid 
the  stigma  attached  to  mental  illness.  Dr. 
Young  and  his  staff  are  not  the  only  ones 
who  have  professional  problems  as  they  re- 
late to  the  mental  illnesses  of  the  people  of 
North  Carolina,  For  each  problem  they  have, 
the  general  practitioner  has  a  score. 

Lack  of  Time  for  Study 
Another  problem  which  confronts  the  gen- 
eral practitioner,  although  it  is  of  a  rather 
personal  nature,  is  one  that  has  a  direct  pro- 
fessional bearing.  It  arises  from  the  fact  that 
his  time  is  so  largely  consumed  in  seeing  pa- 
tients that  he  has  very  little,  or  no,  leisure 
time  to  read  current  medical  publications  or 
attend  scientific  lectures  and  seminar  courses 
for  the  purpose  of  increasing  his  professional 
knowledge.  If  he  takes  time  for  study,  he 
feels  that  he  is  neglecting  the  routine  duties 
of  his  profession;  therefore,  he  is  in  danger 
of  becoming  backward  regarding  medical  and 
scientific  progress  as  it  is  applied  and  prac- 
ticed by  his  professional  colleagues  in  the 
specialty  groups. 


THE  PRESENT  STATUS  OF  THE 
MEDICAL  CARE  PROGRAM 

William  M.  Coppridge,  M.D. 

Durham 

I  have  been  asked  to  discuss  for  ten  min- 
utes the  work  and  accomplishments  of  the 
Medical  Care  Commission.  In  the  House  of 
Delegates  Dr.  Fred  Hubbard  has  presented 
a  report  from  the  Commission  which  covers 
its  activities  over  the  past  year.  I  will  not 
attempt  to  repeat  or  add  to  his  statement, 
which  is  thoroughly  adequate. 

As  is  well  known,  this  body  was  set  up 
under  a  legislative  act  of  1945  as  a  part  of 
an  over-all  health  program  for  the  state.  The 
enactment  of  this  legislation  came  about  as 
a  result  of  the  development  of  a  movement 
initiated  by  this  Society  in  the  late  fall  of 
1943.  Therefore,  we  may  with  some  interest 
and  profit  consider  briefly  what  progress  has 
been  made  during  the  past  five  and  one-half 
years  toward  attaining  the  goal  set  by  mem- 
bers of  this  Society  in  the  beginning. 

The  basic  aim  of  the  movement  was  to 
make  better  medical  care  more  readily  avail- 
able to  all  the  people  of  the  state.  To  accom- 
plish this  aim  the  following  principles  were 
laid  down  as  necessary: 

1.  Medical  facilities  must  be  provided  in 
many  areas  not  then  served. 

2.  More  medical  personnel  was  necessary. 

3.  The  state,  through  the  use  of  tax  funds, 
should  aid  local  communities  to  secure 
facilities  and,  to  some  extent  at  least, 
furnish  financial  assistance  in  the  op- 
eration of  hospitals. 

4.  The  state  should  greatly  broaden  its 
medical  education  facilities  for  all  types 
of  medical  workers. 

5.  The  state,  through  its  University  Medi- 
cal Center,  should  furnish  professional 
aid  to  the  smaller  hospitals  and  clinics 
whenever  it  was  desired,  to  the  end  that 
higher  standards  of  work  and  profes- 
sional encouragement  would  result. 

The  progress  of  the  movement  step  by  step 
is  well  known.  Many  fortunate  occurrences 
took  place  that  were  not  planned  in  the  be- 
ginning, such  as  enactment  of  the  Hill-Bur- 
ton Bill  providing  federal  aid  for  local  hos- 
pital construction.  Scores  and  even  hundreds 
of  laymen  and  lay  organizations  contributed 
valuable  service.  Leaders  in  the  political,  re- 
ligious,   and   business  life  of  the   state  all 
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played  important  roles.  Many  of  these  per- 
sons have  been  accorded  exceptional  citation 
for  their  outstanding  contributions,  and  in 
every  instance  it  has  been  well  deserved. 
However  valuable  and  necessary  has  been 
the  public  participation,  it  must  be  remem- 
bered that  if  the  members  of  this  Society  had 
not  sensed  the  need  and  prescribed  the  rem- 
edy the  program  would  never  have  been 
launched  and  North  Carolina  would  not  stand 
today  in  the  forefront  among  the  states  in 
the  development  of  a  comprehensive  health 
program. 

Let  us  remember,  too,  that  in  the  begin- 
ning there  was  no  blueprint  to  follow  and 
virgin  soil  had  to  be  broken.  A  similar  effort 
had  never  been  made  in  any  other  state.  Our 
parent  organization,  the  American  Medical 
Association,  had  taken  no  steps  of  leader- 
ship in  promoting  state  medical  programs.  It 
was  not  until  1946  that  the  parent  organiza- 
tion offered  its  Twelve  Point  Plan,  practi- 
cally all  of  which  had  been  incorporated  in 
the  law  passed  by  the  North  Carolina  Legis- 
lature in  1945.  I  mention  this  fact  simply 
to  point  out  that  our  Society  really  pioneered 
in  this  field.  Since  1943  every  House  of  Del- 
egates and  every  Executive  Committee  have 
encouraged  the  work  of  the  various  commit- 
tees of  the  Society  engaged  in  directing  the 
movement  and  have  enthusiastically  endorsed 
their  work. 

The  year  1944  was  a  period  of  organiza- 
tion devoted  to  studies,  surveys,  and  prepara- 
tion of  legislative  requests.  The  legislature  of 
1945  enacted  into  law  a  bill  that  was  en- 
tirely satisfactory  in  that  it  approved  the 
policy  and  laid  down  the  principles  upon 
which  the  program  could  proceed.  Briefly, 
this  bill 

1.  Established  the  Medical  Care  Commis- 
sion; 

2.  Approved  the  granting  of  state  funds  to 
local  hospitals  in  the  sum  of  $1.00  per 
day  for  each  charity  patient  treated ; 

3.  Approved  the  plan  of  state  aid  in  hos- 
pital construction ; 

4.  Set  up  a  loan  fund  for  medical  students ; 

5.  Approved  the  expansion  of  the  Univer- 
sity Medical  School  after  further  study 
regarding  its  location; 

6.  Recognized  the  need  of  hospital  insui"- 
ance  and  empowered  the  Commission  to 
cooperate  in  its  further  development. 

Upon  this  foundation  the  movement  ad- 
vanced, and  in  1947  the  legislature  appro- 


priated funds  for  matching  federal  grants 
under  the  Hill-Burton  law  and  also  for  ex- 
pansion of  the  University  Medical  School. 
The  student  loan  fund  was  liberalized  and 
the  Medical  Care  Commission  granted  addi- 
tional funds  for  its  work. 

The  1949  legislature,  just  adjourned,  was 
most  liberal  in  its  grants  to  the  program.  A 
substantial  increase  was  made  in  the  appro- 
priation for  the  Medical  School.  A  dental 
school  was  authorized,  and  $1,000,000  was 
made  available  for  its  construction.  At  the 
request  of  the  Medical  Care  Commission  the 
state  assumed  full  financial  obligation  for 
the  construction  of  the  Medical  School.  This 
step  was  approved  by  the  Trustees  of  the 
University.  Originally  $1,500,000  of  Hill- 
Burton  funds  had  been  set  aside  for  the  Medi- 
cal School.  Now  this  money  becomes  avail- 
able for  local  hospital  construction  and  the 
state  pays  all  of  the  Medical  School  costs. 
This  policy  was  followed  in  other  state  in- 
stitutions, so  that  after  July  1  all  Hill-Burton 
money  will  be  used  for  local  community  hos- 
pitals. 

The  Medical  Care  Commission  has  become 
a  very  active  and  growing  agency.  It  employs 
a  staff  of  eighteen  persons  and  was  granted 
$107,000  for  its  annual  budget  by  the  last 
legislature.  It  is  amply  housed  in  attractive 
offices  in  the  Revenue  Building  in  Raleigh. 
It  has  under  supervision  at  present  the  con- 
struction of  twelve  hospitals  in  various  de- 
grees of  completion,  and  has  ten  already 
scheduled  for  construction  next  year.  The 
plans  for  the  teaching  hospital  at  Chapel  Hill 
are  about  complete  and  will  be  given  out  for 
contractor  bids  in  the  next  thirty  days. 

This  Society  may  well  be  proud  of  the 
present  status  of  the  program,  and  of  our 
contribution  to  it.  Ours  was  the  first  state 
plan  to  be  approved  by  the  United  States 
Public  Health  Service  for  participation  in 
Hill-Burton  Funds,  and  the  first  check  writ- 
ten under  this  law  was  for  a  North  Carolina 
hospital.  Before  1945  North  Carolina  spent 
nothing  for  local  hospitals.  Total  state  ex- 
penditures for  medical  education  and  re- 
search were  less  than  $130,000.  Nothing  was 
being  done  to  promote  medical  service  to  the 
people,  aside  from  the  work  of  the  State 
Health  Department  and  the  mental  and  tu- 
berculosis hospitals. 

In  four  years  the  picture  has  entirely 
changed.  The  tangible  results  may  be  briefly 
and  roughly  tabulated  as  follows: 
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1.  There  are  now  unencumbered  funds 
(money  on  hand  in  the  bank)  amount- 
ing to  $20,300,000  for  hospital  con- 
struction in  this  state  over  the  next  two 
years. 

2.  The  amount  will  exceed  $50,000,000 
over  the  next  five  years. 

3.  In  addition  to  these  amounts,  $8,500,000 
is  provided  for  construction  of  the  medi- 
cal school  and  teaching  hospital. 

4.  An  additional  $1,000,000  is  available 
for  the  dental  school. 

5.  Appropriation  of  $1,000,000  has  been 
made  for  operation  of  the  Medical 
School  for  the  next  two  years. 

6.  The  state  has  made  available  for  local 
hospitals  $750,000  per  year  for  the  care 
of  indigent  patients  in  local  hospitals. 

7.  A  loan  fund  is  set  up  for  students  in 
medicine,  dentistry,  and  nursing. 

8.  The  Good  Health  Association  offers  aid 
to  local  communities  in  planning  hos- 
pitals. 

9.  The  state  is  conducting  a  survey  of 
nursing  needs  and  is  ejicouraging  young 
people  of  the  state  to  seek  medical  ca- 
reers. 

It  can  be  truly  said  that  we  have  come  a 
long  way  in  a  comparatively  short  time.  This 
program,  carried,  as  it  was,  to  the  public 
in  the  greatest  publicity  operation  ever  seen 
in  this  state,  has  brought  to  our  people  a 
consciousness  of  their  need  for  medical  fa- 
cilities. They  have  followed  splendidly  the 
leadership  of  the  medical  profession  and  gen- 
erously provided  funds  for  the  projection  of 
its  plans.  Our  accomplishments  to  date  carry 
with  them  added  responsibilities  in  the  fields 
of  medical  sociology  and  economics.  It  is  gra- 
tifying to  know  that  the  Society  is  earnestly 
working  with  these  problems  to  the  end  that 
all  the  people  of  this  state  may  receive  the 
best  possible  medical  care. 

Discussion 

Dr.  E.  H.  Ellinwood  (Health  Director,  Guilford 
County,  Greensboro):  I  would  like  to  take  this  op- 
portunity to  express  my  sincere  thanks  to  President 
James  Robertson  and  Dr.  Fred  Hubbard  for  making 
this  panel  discussion  possible.  Without  their  help 
and  guidance,  this  program  could  not  have  been 
presented  to  the  joint  session  of  the  Society. 

The  real  purpose  of  this  type  of  program  is  to 
acquaint  every  member  of  our  Society  with  the 
various  state  programs.  Each  of  us  should  be  fa- 
miliar with  the  problems  that  are  being  encountered 
within  the  various  state  departments  and  should 
learn  how  they  are  being  met  and,  most  of  all,  what 
we  can  do  as  individuals  and  as  a  Society  to  help 
alleviate  them. 


Much  of  the  criticism  directed  toward  many  of 
our  state  programs  has  been  due  to  a  lack  of  under- 
standing of  the  problems  confronting  the  directors 
of  these  programs.  Most  of  us  have  been  guilty  of 
criticizing  our  directors  of  the  State  Sanatoria  and 
of  the  State  Hospitals  for  mental  disease  for  the 
long  delay  in  getting  patients  admitted  to  these 
institutions.  Many  of  these  problems  could  be  cor- 
rected if  all  of  us  had  a  better  knowledge  of  the 
present  and  long-range  plans  for  making  these 
services  more  readily  available  to  the  general  public. 

There  is  still  some  criticism  of  public  health  work 
by  our  local  physicians.  However,  much  of  this 
criticism  is  limited  to  a  few  isolated  areas.  In  most 
counties  where  the  health  officer  is  an  active  mem- 
ber of  the  local  medical  society,  as  Dr.  Norton  has 
suggested,  he  will  have  the  respect  and  support  of 
his  fellow  practitioners.  This  will  be  especially  true 
if  the  health  officer  makes  a  real  effort  to  acquaint 
the  local  medical  society  with  the  programs  that 
are  being  conducted  by  the  local  health  department. 

I  firmly  believe  that  if  the  members  of  the  State 
Medical  Society  would  take  the  opportunity  of  be- 
coming acquainted  with  the  programs  of  their  local 
health  departments  and  with  the  state  programs 
that  directly  affect  the  practice  of  medicine,  and 
would  give  them  their  wholehearted  support,  we 
cculd  eliminate  many  of  the  difficulties  and  criti- 
cisms throughout  the  state.  The  more  we  understand 
each  other's  problems,  the  more  we  will  be  able  to 
work  together  on  a  cooperative  basis. 

The  success  of  this  type  of  panel  discussion  will 
be  measured  in  terms  of  the  interest  and  sympa- 
thetic understanding  we  give  to  all  the  allied  health 
and  medical  programs  throughout  the  state. 

Dr.  J.  Street  Brewer  (Roseboro) :  Throughout  this 
state  and  other  states  hospitals  are  being  built  in 
small  towns  with  funds  from  the  state  and  federal 
governments  and  from  the  local  communities,  in  an 
effort  to  induce  young  men  to  practice  medicine  in 
these  towns  and  in  the  surrounding  rural  communi- 
ties. These  hospitals  will  attract  doctors,  but  they 
will  not  keep  them  unless  it  is  economically  possible 
for  them  to  support  a  family  in  those  communities. 
In  North  Carolina  we  have  two  splendid  teaching 
hospitals  and  other  centers  of  medical  learning  in 
the  large  towns.  I  have  a  high  regard  for  all  these 
medical  centers,  but  we  must  not  allow  them  to  be 
a  means  of  draining  away  all  the  paying  patients 
from  the  rural  towns  and  communities.  If  we  do, 
those  new  hospitals  we  are  building  will  never  be 
able  to  stay  open,  and  the  doctors  in  these  areas 
will  never  be  able  to  make  a  living.  Let  us  not  build 
up  in  North  Carolina  the  idea  that  only  at  one  of 
the  large  medical  centers  can  an  individual  obtain 
a  complete  and  satisfactory  examination. 

You  men  who  practice  as  specialists  or  in  private 
diagnostic  clinics  must  learn  to  refer  certain  pa- 
tients back  to  the  general  practitioners  in  the 
smaller  towns  and  cities.  You  will  find  that  they 
will  send  you  three,  four,  or  six  patients  for  every 
one  that  you  refer  back  to  them.  It  takes  a  lot  of 
courage  for  a  specialist  to  tell  a  patient  that  an 
operation  can  be  done  just  as  well  by  his  local 
surgeon  as  by  the  surgeon  in  Durham  or  Charlotte 
or  Winston-Salem.  But  you  specialists  must  learn 
to  do  just  that  if  the  new  hospitals  being  built  in 
North  Carolina  and  other  states  are  to  survive,  and 
if  doctors  are  to  be  encouraged  to  locate  in  small 
towns  and  rural  communities  and  to  stay  there. 

A  year  or  so  ago,  when  the  British  plan  of  so- 
cialized medicine  was  introduced,  the  British  Medi- 
cal Association  almost  unanimously  opposed  it. 
Then  a  little  later  we  learned  that  the  British  Medi- 
cal Association  had  accepted  it.  Why?  The  20,000 
general  practitioners  of  Great  Britain  had  found 
that  this   system   of   socialized   medicine  was   built 
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around  the  general  practitioner.  These  20,000  family 
physicians  were  finding  themselves  frozen  out  of 
hospitals;  they  saw  their  patients  going  to  special- 
ists and  not  coming  back.  For  that  reason  these 
20,000  practicing  physicians  fell  for  that  scheme  of 
socialized  medicine,  and  the  specialists  followed 
suit. 

With  that  background,  let  us  look  to  the  future 
of  our  own  profession.  Let  us  not  allow  the  situa- 
tion to  become  so  bad  that  the  80.000  general  prac- 
titioners in  this  land  of  ours  may  see  compulsory 
health  insurance  as  their  best  and  only  hope. 

Dr.  W.  R.  Berryhill  (Dean,  University  of  North 
Carolina  School  of  Medicine) :  Mr.  Moderator,  I'll  be 
very  brief.  I  am  going  to  say  just  two  things.  Tn 
the  first  place.  I  think  we  have  a  great  deal  to  be 
proud  of  in  North  Carolina,  particularly  those  of 
us  who  belong  to  the  State  Medical  Society.  We 
have  been  blessed  with  wise  leadership.  We  are  thank- 
ful that  under  that  leadership  we  have  continued  to 
strive  toward  reaching  our  goal  of  adeciuate  medical 
care  for  all  the  people  of  the  state.  We  must  con- 
tinue to  have  the  same  wise  and  effective  leadership 
that  we  have  had  in  the  last  five  years  if  we  ars 
to  carry  forward  all  of  our  health  programs.  Second, 
I  think  it  is  essential  for  us  and  for  all  of  the  medi- 
cal societies  in  the  forty-eight  states  to  see  what 
we  have  done  under  the  wise,  progressive  leadership 
we  have  had,  and  to  realize  that  what  has  been 
begun  in  North  Carolina  may  eventually  answer 
the  problems  for  the  entire  nation. 

Dr.  George  F.  Bond  (Bat  Cave) :  I  have  been  en- 
couraged during  the  last  three  or  four  years  to  ob- 
serve the  evolution  of  thought  which  has  been  dem- 
onstrated in  the  general  discussions  before  our  Med- 
ical Society.  It  is  now  a  fixed  practice  of  this  group 
to  recognize,  several  years  in  advance,  the  problems 
with  which  we  will  be  faced;  and  by  allowing 
periods  of  time  for  discussion  of  these  problems  and 
action  upon  them,  we  have  been  prepared  to  make 
the  decisions  for  future  action  at  the  proper  time. 
Two  such  problems  we  have  seen  on  the  horizon  for 
the  past  few  years. 

The  first  job  has  to  do  with  provision  of  medical 
care  for  people  in  the  lower  income  brackets  and  in 
rural  areas.  This  is  the  program  on  which  Bill  Hart 
and  his  committee  have  worked  for  such  a  long 
time;  today  we  have  heard  the  final  results  of  that 
work.  With  the  backing  of  this  society,  the  volun- 
tary insurance  plan  which  has  been  worked  out  will 
be  carried  right  down  to  the  level  of  the  people  who 
most  need  protection  and  with  whom  a  great  many 
of  us  will  be  working  all  of  our  lives. 

A  second  problem  which  has  been  recognized  bv 
this  society  is  the  fact  that  we  are  faced  with 
legislative  action  on  federal  and  state  levels  which 
could  destroy  our  professional  foundations;  and  it 
seems  to  me  that  we  are  not  completely  clear  with 
reference  to  a  course  of  action  to  take  against  this 
threat.  In  spite  of  the  fact  that  most  of  the  dangers 
which  will  face  our  society  in  the  next  couple  of 
years  will  be  the  direct  result  of  political  legisla- 
tion, we  are  still  hesitant  to  enter  into  the  field  of 
legislation  ourselves,  but  cling  to  the  concept  of 
being  a  group  of  professional  men  determined  to 
avoid  all  taint  of  politics.  I  wonder  if  it  isn't  about 
time  for  us  to  change  our  attitude  and  to  prescribe 
sound  medical  legislation  by  doctors  who  are  quali- 
fied members  of  organized  medicine,  rather  than  bv 
laymen  whose  knowledge  of  medical  problems  is 
zero,  but  whose  political  ability  is  useful  to  other 
groups. 

_  I  should  further  like  to  offer  for  your  considera- 
tion the  suggestion  that  every  local  unit  in  the  State 
Society  should  have  organized  groups  within  itself 
which  would  plan  any  important  medical  legislation 


for  the  year  1951.  If  the  entire  body  of  organized 
medicine  is  acting  along  these  lines  at  a  federal 
level,  then  by  seeking  benevolent  control  of  the  medi- 
cal legislation  at  the  state  and  county  levels  here 
at  home,  we  make  certain  of  good  results.  If  it  is 
made  clear  that  our  action  is  complementary  to  the 
national  effort  of  the  American  Medical  Association, 
the  voters  in  this  state  will  realize  that  the  problem 
is  as  much  local  as  it  is  national.  But  if  we  do  not 
organize,  if  we  do  not  get  the  community,  county, 
and  whole  state  interested  in  the  program  which  we 
advocate,  we  will  be  missing  today's  best  oppor- 
tunity. 


THE  PLACE  OF  PUBLIC  HEALTH  IN  A 
MEDICAL  CARE  PROGRAM 

Edward  G.  McGavran,  M.D.,  M.P.H.* 
Chapel  Hill 

If  I  were  to  interpret  public  health  and 
medical  care  as  they  are  generally  under- 
stood by  doctors,  I  could  complete  this  paper 
in  one  sentence — namely,  "Public  health  has 
no  place  in  a  medical  care  program."  The 
fact  that  most  of  this  audience  would  be  in 
hearty  agreement  with  such  a  statement,  and 
even  the  title  assigned  me  for  this  paper 
show  a  lack  of  understanding  of  the  terms 
"public  health"  and  "medical  care  program." 

Definition  of  Terms 

I  do  not  want  to  waste  your  time  quibbling 
about  the  semantics  of  this  subject,  but  I  do 
think  it  is  worth  while  to  clarify  the  termin- 
ology. In  my  estimation,  this  is  at  the  root 
of  much  of  the  bad  public  relations  which 
we  of  the  medical  profession  have  allowed  to 
develop. 

I  am  reminded  of  a  community,  not  far 
distant,  where  I  was  recently  conducting  cer- 
tain health  studies.  I  had  never  before  heard 
as  much  outspoken  and  vitriolic  criticism 
of  the  medical  profession  by  any  community. 
The  basis  of  the  trouble  was  terminology; 
"the  cost  of  medical  care,"  published  articles, 
reports,  and  editorials  really  had  the  medi- 
cal association  on  the  pan  and  on  the  spot.  A 
simple  analysis  of  the  so-called  "cost  of  med- 
ical care"  in  this  community  showed  that  two 
fifths  of  the  costs  went  to  hospitals,  one  fifth 
to  druggists,  one  fifth  to  nursing  homes,  and 
only  one  fifth  to  doctors ;  and  that  the  medi- 
cal society  and  medical  practitioners,  far 
from  being  the  "money  grabbing  shysters" 
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they  were  made  out,  were  really  not  getting 
what  was  due  them.  The  trouble  in  this  com- 
munity was  the  definition  of  the  term  "medi- 
cal care." 

Not  only  do  laymen  make  such  silly  mis- 
takes; we  doctors  do  too,  and  we  have  as- 
sumed knowledge  and  authority  —  sole  au- 
thority in  areas  that  are  not  our  sole  or 
primary  jurisdiction.  We  have  consistently 
talked  and  thought  and  acted  as  if  the  term 
"medical  care"  were  synonymous  with  the 
terms  "health  protection,"  "health  pro- 
grams," and  "community  health,"  and  have, 
thereby,  assumed  a  breadth  of  knowledge  we 
did  not  have.  By  this  assumption  we  have 
deprived  ourselves  of  many  potential  allies, 
such  as  the  dental  profession,  the  public 
health  profession,  and  the  nursing  profession. 
We  have  given  the  impression  that  we  be- 
lieved in  the  "omnipotent  and  omni-present 
doctor"— "the  God-given  M.  D.  degree."  The 
title  of  the  Medical  Care  Commission  of 
North  Carolina  is  an  example  of  this  lack 
of  definition.  Although  its  name  implies  re- 
sponsibility for  only  medical  care,  it  actu- 
ally has  responsibility  for  a  much  broader 
field,  including  hospital,  dental,  public 
health,  and  nursing  care;  yet  among  voting 
members,  there  is  not  a  single  representa- 
tive of  public  health  care. 

Do  you  see  how  much  damage  this  con- 
fusion is  doing  the  cause  of  private  medical 
practice?  We  would  do  well  to  define  our 
terms  and  use  the  terms  "health  care  pro- 
gram," and  "Health  Care  Commission,"  of 
which  medical  care  is  a  part,  but  only  a 
part.  In  that  part  we  could,  with  much  more 
grace,  assume  the  eminence  and  authority  of 
the  medical  profession.  Few,  if  any,  of  the 
intelligent  leaders  of  the  medical  profession 
actually  believe  that  they  are  the  sole  or  even 
the  best  qualified  citizens  to  deal  with  all 
health  matters,  but  most  of  us  agree  that 
in  matters  pertaining  strictly  to  medical  care 
we  are  and  should  be  the  best  authorities. 
Yet,  because  of  the  lack  of  definition  and 
the  senseless  interchange  of  the  words — med- 
ical care  for  health  care — we  are  constantly 
offending,  unnecessarily,  the  great  mass  of 
the  intelligentsia  of  the  United  States  by  as- 
suming, or  seeming  to  assume,  that  we  are 
the  last  word  in  all  matters  pertaining  to 
health. 


The  Need  for  a  Well  Founded  Health  Care 
Program  in  North  Carolina 

The  title  of  this  paper,  then,  should  have 
been,  and  I  believe  was  intended  to  be,  "The 
Place  of  Public  Health  in  a  Health  Care  Pro- 
gram." The  health  care  program  is  an  ex- 
tremely complex  program  in  the  society  in 
which  we  live.  Just  as  medical  science  has 
increased  many-fold  the  skills  and  knowl- 
edges necessary  for  diagnosis  and  treatment 
of  the  individual  case,  so  have  the  health 
sciences  increased  the  skills,  knowledges,  and 
professions  necessary  for  the  diagnosis  and 
treatment  of  the  much  more  complex  mass 
— the  community,  the  body  politic. 

I  like  to  think  of  the  total  health  care  pro- 
gram as  a  wheel  with  many  spokes.  There  are, 
however,  three  chief  spokes :  medical  care, 
hospital  care,  and  public  health  care.  The 
spokes  of  any  wheel  are  interdependent ;  they 
are  bound  together  by  a  hub  and  a  rim.  To 
maintain  the  health  of  the  community  with 
the  least  stress  and  strain  and  with  the  great- 
est efficiency  requires  a  wheel  of  a  certain 
size.  That  size  has  been  determined  for  the 
United  States,  and  we  in  North  Carolina  gen- 
erally accept  the  average  size  for  the  United 
States  as  our  standard.  We  realize  that  it 
would  be  nice  to  be  better  than  average  but 
that  we  are  much  below  the  average  at  the 
present,  and  so  we  set  as  our  goal  the  aver- 
age standard  of  the  United  States. 

Let  us  take  a  good  look  at  this  wheel.  The 
spoke  of  medical  care  extends  half  way  to 
the  desired  rim.  With  seventy-two  physicians 
per  unit  of  population,  as  compared  to  the 
national  average  of  125,  North  Carolina 
ranks  fourth  from  the  bottom  among  the 
forty-eight  states  of  the  union.  It  is  ridicu- 
lous to  assert  that  the  medical  service  we  are 
rendering  is  as  efficient  as  it  would  be  with 
twice  as  many  physicians — which  number 
would  only  bring  us  up  to  the  average  of  the 
United  States.  Yet  that  claim  is  constantly 
being  made  by  physicians.  It  only  helps  to 
get  us  into  trouble  with  the  thinking  laymen, 
who  would  like  to  be  on  our  side  but  who 
refuse  to  have  their  intelligence  insulted. 

The  second  spoke,  hospital  care,  also  ex- 
tends halfway  to  the  desired  rim.  Certainly 
we  would  like  to  see  this  spoke  extend  to 
provide  four  beds  per  thousand  population 
and  a  good  hospital  within  twenty-five  miles 
of  every  citizen. 

The     third     spoke,     public     health     care, 
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is  the  weakest  of  all,  extending  only  one 
fourth  of  the  way  to  the  rim.  Some  might 
question  this  fraction.  Not  to  my  knowledge 
is  there  a  single  community  of  North  Caro- 
lina in  which  the  six  basic  services  of  public 
health  are  available  to  all  the  population.  The 
mere  fact  that  we  have  skeletal  health  de- 
partments for  ninety-six  of  our  100  counties 
means  nothing.  The  shell  of  a  hospital  in- 
adequately staffed,  inadequately  financed, 
with  inadequate  facilities  cannot  be  consid- 
ered as  providing  hospital  care.  By  the  same 
token,  the  vast  majority  of  our  own  health 
departments  cannot  be  considered  to  provide 
essential  public  health  care. 

There  are  other  short  spokes  to  this  wheel 
of  health  care.  Dental  care  and  nursing  care, 
similarly,  fall  far  short  of  the  standard  for 
the  United  States.  Do  you  now  see  the  true 
picture  and  perspective  of  this  wheel  for  the 
health  program  of  North  Carolina?  Here  is 
a  wheel  that  is  not  only  small  but  lop-sided — 
a  flat  wheel.  The  efficiency  of  a  lop-sided  and 
flat  wheel  is  much  less  than  that  of  a  well 
rounded,  small  wheel,  but  we  in  North  Caro- 
lina are  attempting  to  increase  the  efficiency 
of  our  health  care  program  by  increasing  the 
length  of  the  hospital  and  medical  care 
spokes.  It  does  not  take  an  engineer  or  crys- 
tal gazer  to  predict  the  result.  We  are  merely 
increasing  the  discrepancy,  the  flatness  of 
our  wheel,  and  the  expense  of  operating  the 
vehicle. 

Such  colossal  shortsightedness  would  not 
be  possible  if  the  medical  profession  recog- 
nized the  main  fact  that  what  is  so  common- 
ly called  medical  care — the  medical  care  pro- 
gram, the  medical  care  commission — is  not 
medical  care  at  all,  but  health  care,  and  that 
medical  care  is  only  one  spoke  in  the  wheel 
of  the  health  care  program.  It  seems  obvious 
to  me  that  the  logical  procedure  in  planning 
the  health  care  program  in  North  Carolina 
would  be  to  emphasize,  strengthen,  and 
lengthen  the  shortest  and  weakest  spokes 
— for  example,  public  health  care.  This,  inci- 
dentally, is  one  of  the  best  arguments  and 
attacks  we  have  against  the  administration's 
compulsory  health  insurance  proposals. 

Reasons  for  the  Medical  Profession's 

Indifference  to  Public  Health 

We  have  defined  health  care  and  indicated 

that  medical  care  is  only  a  part  of  it.  What 

of  the  other  part  of  public  health  care?  It 

is  little  wonder  that  public  health  care  has 


been  neglected  by  the  public  and  medical  pro- 
fession. It  has  not  been  viewed  as  a  spoke — 
at  least,  not  as  an  important  spoke  in  health 
care.  If  anyone  questions  this  statement,  let 
him  look  at  the  action  of  the  State  Legisla- 
ture last  month,  and  let  him  count  the  noses 
of  practicing  physicians  who  went  to  bat  for 
the  public  health  program  in  the  State  Leg- 
islature or  in  his  own  community  during  the 
past  year.  Despite  the  fact  that  the  American 
Medical  Association  has  affirmed  and  reaf- 
firmed in  its  ten-  and  twelve-point  programs 
during  the  past  ten  years  the  importance  of 
the  local  health  department  and  of  its  sup- 
port by  the  organized  medical  profession,  the 
biggest  hurdle  and  block  to  the  organization 
and  development  of  local  health  departments 
and  of  their  complete  public  health  programs 
in  many  communities  has  been  the  county 
medical  society  and  the  individual  members 
thereof  throughout  this  country.  Where  there 
has  not  been  active  open  opposition,  there  has 
too  often  been  apathy  and  indifference.  This 
is  not  criticism;  it  is  merely  a  statement  of 
fact.  The  question  we  should  ask  ourselves 
is  "Why?" — why  the  objection,  why  the  in- 
difference, why  the  apathy,  when  all  the  lead- 
ers of  the  medical  profession  urge  the  con- 
trary and  when  personal,  professional,  and 
community  interests  demand  the  opposite? 

Fear  of  socialized  medicine 

I  believe  there  are  three  chief  reasons. 
First,  there  is  still  some  feeling  that  public 
health  is  socialized  medicine — "the  first  in- 
roads." Many  confuse  the  term  "public 
health  service"  with  The  United  States  Pub- 
lic Health  Service  and  The  American  Public 
Health  Association.  For  some  unknown  rea- 
son the  general  practitioner  too  often  as- 
sumes that  the  local  health  department,  un- 
der a  local  board  of  health  on  which  he  is 
adequately  represented,  and  the  State  Health 
Department  under  a  State  Board  of  Health, 
again  largely  composed  of  medical  practi- 
tioners, is  in  some  way  dominated  by,  or  a 
part  of,  a  federal  agency.  Nothing  could  be 
further  from  the  truth,  and  yet  action  of  this 
federal  agency,  or  of  the  Federal  Security 
Agency  under  which  it  now  functions,  is  still 
assumed  erroneously  to  be  the  action  of  local 
public  health  personnel  and  authorities. 

Health  department  programs  do  provide 
free  clinics,  free  immunization,  free  child- 
health  conferences  and  maternity  classes, 
prenatal  clinics,  and  so  forth ;  so  do  all  big 


16 


NORTH   CAROLINA   MEDICAL  JOURNAL 


January.  1950 


hospitals,  medical  centers  and  medical 
schools,  and  they  have  done  so  for  the  past 
fifty  years.  By  no  stretch  of  the  imagination 
can  such  programs  be  labeled  as  new  inroads 
toward  socialized  medicine. 

What  is  the  effect  of  such  free  clinic  pro- 
grams upon  the  private  practice  of  medicine? 
This  is,  fortunately,  no  longer  a  matter  of 
conjecture.  It  has  been  proved  over  and  over 
again  in  small  rural  and  large  urban  com- 
munities that  such  free  clinic  service  in- 
creases materially  and  immediately  the  num- 
ber of  private  patients  who  go  to  their  pri- 
vate doctors  and  nay  for  these  same  services 
offered  in  free  clinics,  whether  they  be  im- 
munizations, x-rays,  laboratory  services, 
physical  examination  programs,  prenatal 
care,  or  continued  medical  supervision.  It 
would  be  well  to  emphasize  that  good  health 
departments  usually  further  protect  the  pri- 
vate practice  of  medicine  by  limiting  such 
free  service  to  the  medically  indigent,  and 
that  they  go  much  further  in  protecting  the 
private  practitioner  than  have  medical  cen- 
ters, hospitals,  and  medical  schools,  by  pro- 
viding the  services  of  local  doctors  in  these 
clinics  on  a  paid  basis. 

Where  good  health  department  service  has 
existed,  without  exception  the  health  depart- 
ment has  been  and  continues  to  be  the  best 
salesman  for  good  medical  care  by  the  pri- 
vate practitioners  of  medicine.  Far  from  be- 
ing the  first  inroads  to  socialized  medicine, 
a  good  health  department  is  the  strongest 
bulwark  we  have  against  socialized  medicine. 
Where  adequate  health  department  service  is 
available,  there  is  the  least  demand  for  so- 
cialized medicine;  but  let  us  remember  that 
only  4  per  cent  of  the  population  of  the 
United  States  has  adequate  health  depart- 
ment service,  and  that  nowhere  in  North 
Carolina  do  we  meet  adequate  minimal 
standards  in  all  health  department  services. 

Inadequacy  of  health  department  services 

This  brings  me  to  the  second  reason  for 
objection  to  local  health  departments,  and 
the  reason  that  accounts  for  most  of  the 
apathy  and  indifference.  Health  departments 
and  health  department  services  are  so. inade- 
quate and  so  poor  that  their  existence  or  ab- 
sence does  not  particularly  affect  the  private 
practice  of  medicine  in  that  area. 

The  statement  has  been  made  that  no  phy- 
sician can  practice  medicine — modern  scien- 


tific medicine — without  two  community  fa- 
cilities: (1)  an  adequate,  approved  hospital, 
and  (2)  an  adequate,  approved  health  de- 
partment. 

I  think  that  most  doctors  today  would 
agree  with  the  first,  but  not  with  the  second 
part  of  that  statement.  Twenty-five  or  fifty 
years  ago  they  would  not  have  agreed  to  the 
first,  because,  in  general,  hospital  facilities 
were  so  poor  and  inadequate  that  they  were 
not  essential  to  good  medical  practice.  The 
same  is  true  of  public  health  and  health  de- 
partments today  in  most  areas,  but  in  areas 
where  good  health  department  service  is 
available,  doctors  readily  admit  that  they 
would  not  think  of  practicing  medicine  in 
a  community  without  both  good  hospitals  and 
good  health  departments. 

It  is  my  contention  that  the  local  medical 
society  has  the  same  responsibility  to  see  that 
the  community  provides  adequate  health  de- 
partment service  as  it  has  to  see  that  ade- 
quate hospital  service  is  provided.  A  recent 
editorial  in  the  Journal  of  the  American 
Medical  Association'"  points  out  the  inade- 
quate salaries  and  the  importance  of  special- 
ty board  rating  for  public  health  personnel. 
It  is  the  responsibility  of  the  local  medical 
society  and  its  members  to  see  that  adequate- 
ly trained  and  qualified  public  health  work- 
ers, in  adequate  numbers  and  with  adequate 
salaries,  are  employed  in  their  local  health 
department.  The  medical  profession  must 
recognize,  in  act  and  in  deed  as  well  as  by 
lip  service,  the  professional  status  of  public 
health  as  a  medical  specialty,  and  must  de- 
mand adherence  to  professional  standards  for 
public  health  personnel  in  their  own  com- 
munity. 

Empirical  practice  of  public  health 

The  third  reason  for  objection  to  local 
health  departments  is  their  tendency  to  pro- 
vide empirical  health  services.  Public  health 
personnel  must  cease  to  practice  empirical 
public  health.  If  we  are  to  be  accepted  in  the 
scientific  family  of  health  care,  we  must 
practice  scientific  health  care.  The  day  of 
empiricism  in  public  health  and  in  medical 
practice  has  long  since  passed.  The  patient 
and  the  community  do  not  desire  to  be  treated 
routinely,  without  an  individual  diagnosis 
of  their  individual  problems.  Such  diagnosis 
demands  expensive  examinations,  histories, 

1.    Salary   Miniimnns  for  Public  Health  Physicians,   Editorial, 
J.A.M.A.    130:1081-2    (April    l(i)    1949. 
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and  laboratory  tests  upon  the  body  politic, 
as  well  as  consultations  where  necessary  to 
determine  the  health  ailments  of  the  com- 
munity and  the  priority  which  each  should 
be  given.  Too  many  health  departments  are 
still  carrying  on  routine  typhoid  immuniza- 
tion programs,  quarantine  activities,  and  nui- 
sance control  programs  —  not  because  they 
are  burning  health  problems  of  the  commun- 
ity, but  because  they  are  the  things  which 
health  departments  are  traditionally  expected 
to  do.  Unless  we  pause  to  analyze  carefully 
and  scientifically  both  the  results  of  our  con- 
trol programs  and  the  relative  importance 
of  the  health  needs  of  the  community,  we 
will  not  be  able  to  practice  modern,  scientific 
public  health. 

Summary  and  Conclusion 
Not  until  the  medical  profession  recognizes 
by  act  and  deed  that  medical  care  is  only  a 
spoke  in  the  wheel  of  the  health  care  pro- 
gram will  the  public  relations  of  the  medical 
profession  be  established  upon  a  sound  ba- 
sis. Not  until  the  medical  profession  recog- 
nizes by  attitude,  deed  and  act  that  public 
health  care  is  an  essential  spoke  in  the  wheel 
of  the  health  care  program  will  the  commun- 
nity  health  program  become  an  effective,  ef- 
ficient organization.  Not  until  the  medical 
profession  discards  the  outdated  myth  of 
public  health  as  the  first  inroads  of  social- 
ized medicine  will  the  public  health  program 
become  an  essential  adjunct  to  the  private 
practice  of  medicine.  Not  until  the  medical 
profession  becomes  vitally  concerned  over  es- 
tablishing good  health  departments  in  their 
communities  through  adequately  trained, 
qualified  and  compensated  public  health  per- 
sonnel will  public  health  programs  become 
an  essential  adjunct  to  modern,  scientific 
practice  of  medicine.  Not  until  the  public 
health  administrator  makes  his  department 
a  modern,  scientific  public  health  institution, 
and  gets  rid  of  empirical  public  health  can 
we  expect  the  profession  to  recognize  uni- 
versally the  essential  status  of  the  health 
department  in  the  health  care  program. 

I  am  confident  that  the  future  will  prove 
that  public  health  has  an  important  place  as 
a  separate  spoke  in  the  wheel  of  the  health 
care  program.  Its  place  in  the  medical  care 
program  is  no  less  and  no  greater  than  the 
place  of  medical  care  in  the  public  health 
program. 


PROMOTING  MENTAL  HEALTH 
R.  H.  Felix,  M.D.* 
Washington,  D.  C. 

For  those  working  in  psychiatry  and  other 
mental  health  disciplines,  these  are  challeng- 
ing times.  There  is  a  growing  public  aware- 
ness that  our  scientific  specialties  impinge 
on  an  ever  widening  range  of  human  prob- 
lems. People  everywhere  are  looking  to  us 
for  answers  that  will  help  them  live  happier 
and  more  productive  lives.  We  are  being 
called  on,  not  only  to  treat  mental  illness, 
but  for  programs  and  principles  that  will 
show  the  way  to  positive  mental  health. 

Psychiatry  does  not  have  all  these  an- 
swers. We  know  well  that  only  prolonged 
and  intensive  programs  of  research  will  give 
them  to  us.  However,  we  know  also  that 
much  could  be  achieved  if  the  knowledge  we 
do  have  were  used  to  the  maximum,  and  if 
the  techniques  which  have  proved  effective 
were  universally  applied.  Only  through  such 
development  and  application  of  methods  of 
mass  approach  can  we  have  a  truly  pre- 
ventive mental  health  program. 

Objectives  of  Public  Health  Work 
A  preventive  program  in  mental  health, 
as  in  cancer,  infectious  diseases  or  any  other 
health  problem,  can  best  be  approached 
through  traditional  public  health  techniques. 
It  may  be  said  that  there  are  five  major 
objectives  of  public  health  work,  each  of 
which  is  an  essential  component.  These  five 
objectives  of  all  public  health  work,  and 
their  meaning  in  the  field  of  mental  health, 
are  worthy  of  careful  consideration. 

First,  any  public  health  program  must 
concern  itself  with  the  measurement  of  the 
nature  and  extent  of  the  health  problem  in- 
volved. We  are  already  aware  of  certain 
salient  factors  about  mental  health  and  men- 
tal illness.  Statistical  data  for  1947,  the  lat- 
est year  for  which  material  has  been  tabu- 
lated, reveal  that  approximately  1,200,000 
people  received  care  and  treatment  in  mental 
hospitals,  on  the  psychiatric  service  of  gen- 
eral hospitals,  and  in  institutions  for  the 
mentally  defective  and  epileptic.  Nearly  25 
per  cent  of  the  admissions  during  1947  were 
readmissions. 

Read  before  the  North  Carolina  Xeuropsvchiatric  Associa- 
tion,  Winston-Salen:,    October   28,    1949. 

*  Director,  National  Institute  of  Mental  Health,  U.  S.  Public 
Health  Service,  Washington  25,  D.  C. 
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There  are  probably  as  many  persons  who 
need  institutional  care  and  treatment  for 
mental  disorders  as  there  are  patients  in 
mental  hospitals  on  any  one  day.  There  are 
approximately  750,000  alcoholics  and  more 
than  two  million  chronic  excessive  drinkers 
in  the  nation.  Several  hundred  thousand  chil- 
dren come  to  the  attention  of  the  juvenile 
courts  each  year.  It  is  variously  estimated 
that  between  one  third  and  two  thirds  of  the 
patients  who  visit  a  physician  do  so  because 
of  disorders  which  arise  primarily  from  the 
tensions  and  stresses  in  their  lives.  We  could 
quote  the  divorce  rates,  the  crime  rates,  the 
suicide  rates  and  so  on  ad  infinitum  as  fur- 
ther evidence  of  the  magnitude  of  the  prob- 
lem. 

The  few  data  now  available  on  mental 
health  and  mental  illness  are  still  far  from 
adequate  for  the  purpose.  It  will  be  necessary 
to  gather  information,  much  more  precise 
than  is  now  available,  concerning  the  preva- 
lence, incidence  and  distribution  of  mental 
illness.  It  is  only  with  more  complete  knowl- 
edge that  a  systematic  approach  to  the  prob- 
lems of  mental  health  can  be  organized  and 
put  into  operation. 

A  second  major  objective  of  public  health 
work  is  that  of  developing  inexpensive, 
rapid,  reliable,  and  valid  methods  of  identi- 
fying the  individuals  who  need  help.  To  de- 
velop such  devices  in  the  mental  health  field 
will  be  extremely  difficult.  Sooner  or  later, 
however,  screening  techniques  comparable 
to  those  of  the  x-ray  for  tuberculosis  and 
the  blood  tests  for  venereal  disease  must  be 
developed.  Such  a  task  is  not  at  all  impos- 
sible, but  it  will  require  the  pooled  efforts 
of  a  variety  of  skills  to  accomplish  it. 

A  third  major  objective  of  any  public 
health  program  calls  for  the  development  of 
rapid  and  economical  methods  of  treatment. 
The  present  methods  of  dealing  with  mental 
illness  do  not  meet  these  two  criteria.  While 
treatment  remains  as  time  consuming  as  it 
is  at  present,  it  will  be  very  difficult  to  de- 
velop a  group  of  trained  personnel  large 
enough  to  provide  the  necessary  therapy. 
However,  if  the  speed  of  effective  treatment 
could  be  increased  simultaneously  with  the 
number  of  competent  personnel,  a  great  ad- 
vance would  be  made  toward  meeting  the 
mental  health  problem.  Group  psycho- 
therapy, for  instance,  becomes  a  particularly 
important  development  from  this  point  of 
view.   Other  methods  of  saving  time  must 


also  be  sought. 

The  fourth  objective  of  all  public  health 
work  is  prevention.  The  problem  of  preven- 
tion is  a  relatively  unexplored  area  in  the 
mental  health  field.  The  lack  of  information 
about  preventive  techniques  limits  the  de- 
velopments in  this  field  as  much  as  do  the 
personnel  shortages.  Research  is  probably 
the  chief  weapon  here.  Much  of  this  research 
will  have  to  be  basic  investigation  of  per- 
sonality development.  Later,  methods  for  the 
application  of  knowledge,  as  complex  as 
those  just  mentioned  for  actual  treatment, 
must  be  developed. 

Finally,  there  is  the  objective  in  public 
health  work  of  promoting  the  level  of  health 
beyond  the  point  of  mere  absence  of  disease. 
The  problem  of  promoting  positive  mental 
health  is  very  highly  related  to  prevention, 
but  the  two  are  distinguishable.  There  can 
be  no  real  quarrel  with  the  normative  point 
of  view  in  defining  mental  health,  but  the 
acceptance  of  this  position  can  be  mislead- 
ing. Mental  illness  may  be  defined  with 
justification  as  a  significant  deviation  in  an 
undesirable  direction  from  the  norm.  It  is 
easy  to  forget,  however,  that  there  are  per- 
sons who  show  a  significant  deviation  in  a 
desirable  direction  from  the  norm.  The  goal 
which  should  be  set  for  a  public  mental 
health  program  should  be,  not  the  norm  of 
mental  health  as  we  know  it,  but  the  level  of 
health  shown  by  the  favorable  end  of  the 
continuum.  Possibly,  new  problems  of  meth- 
od become  involved  at  this  point.  A  partic- 
ularly important  problem  will  be  that  of  mo- 
tivating people  to  achievement  beyond  a 
pragmatic  level  of  adjustment. 

The  above  statement  is  a  broad  summary 
of  the  problems  that  must  be  faced  if  a  suc- 
cessful public  mental  health  program  is  to 
be  developed.  The  solutions  to  these  prob- 
lems will  require  contributions  from  many 
kinds  of  specialized  personnel.  Assistance 
from  a  wide  variety  of  research  workers  is 
imperative.  Particularly  important  will  be 
the  contributions  of  the  social  psychologist 
and  other  social  scientists.  Preventive  meth- 
ods will  call  for  cooperation  and  collabora- 
tion from  a  large  number  of  non-clinical 
groups,  ranging  from  parents  through  school 
teachers  and  a  variety  of  community  leaders. 

Approaches  Provided  under  the  National 
Mental  Health  Act 
Under  the  National  Mental   Health  Act, 
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we  are  provided  with  the  authority  to  take 
several  approaches  to  the  task  of  promoting 
the  mental  health  of  the  nation.  We  can  use 
personnel  and  money  to  carry  on  research 
not  only  in  the  more  serious  mental  and 
neurologic  disorders  but  in  the  everyday 
emotional  stresses  and  maladjustments.  We 
can  stimulate  the  development  or  expansion 
of  training  in  psychiatry  and  the  related 
disciplines,  and  provide  stipends  for  stu- 
dents. We  can  assist  the  states  to  develop 
or  expand  services  and  facilities  in  the  field 
of  public  mental  health.  And  we  can  provide 
a  public  education  and  information  service 
through  the  development  of  written  ma- 
terial and  audio-visual  aids. 

In  order  to  provide  the  best  possible  as- 
sistance to  the  nation  in  expanding  and  de- 
veloping its  training,  research,  and  com- 
munity services  programs,  the  National  In- 
stitute of  Mental  Health  has  relied  heavily 
upon  the  advice  of  leading  authorities  from 
all  parts  of  the  country.  Since  the  mental 
health  problem  transcends  any  one  discip- 
line, these  consultants  are  drawn  not  only 
from  the  fields  of  psychiatry  and  neurology, 
but  also  from  other  medical  fields  such  as 
public  health,  pediatrics,  internal  medicine 
and  surgery,  and  from  other  disciplines  such 
as  psychology,  social  work,  nursing,  sociol- 
ogy, anthropology,  education,  and  the 
sciences  basic  to  medicine  and  the  humani- 
ties. This  means  that  the  program,  as  now 
operating,  is  a  composite  of  the  thinking  of 
authorities  in  a  number  of  disciplines.  It  is 
these  authorities  who  constitute  the  mem- 
bership of  the  National  Advisory  Mental 
Health  Council,  its  subcommittees,  and  the 
panels  of  advisers.  The  Council  is  charged 
by  law  with  making  recommendations  on 
matters  pertaining  to  the  national  mental 
health  program.  More  specifically,  the  Coun- 
cil recommends  to  the  Surgeon  General  the 
applications  for  training  and  research 
grants  which  it  has  determined  should  be 
approved,  and  it  may  collect  and  disseminate 
information  about  studies  being  carried  on 
in  the  field  of  mental  health. 

Research  program 

Because  of  the  comparatively  limited 
amount  of  research  in  mental  health  that  has 
been  done  in  the  past,  you  will  be  interested, 
I  expect,  in  what  we  have  been  able  to  do 
in  this  field  since  we  received  our  first  ap- 
propriation    under    the     National     Mental 


Health  Act  in  July,  1947.  The  research  pro- 
gram is  proceeding  along  three  broad 
avenues. 

First  is  the  support  of  research  projects 
initiated  by  individuals  and  institutions 
throughout  the  United  States  and  presented 
for  consideration  to  the  National  Advisory 
Mental  Health  Council  and  its  technical 
committee,  the  Mental  Health  Research 
Study  Section.  The  function  of  this  Section 
is  to  review  applications  for  research  grants- 
in-aid  and  the  initiation  of  any  research 
project  deemed  particularly  worth  while. 
The  twenty  members  of  the  Section  are 
drawn  from  the  biological  fields  of  chemis- 
try, pathology  and  physiology;  the  clinical 
fields  of  psychiatry,  neurology,  medicine, 
surgery  and  pediatrics;  and  the  social 
science  fields  of  anthropology,  sociology, 
criminology  and  psychology. 

The  eighty-three  applications  for  research 
grants  which  have  been  recommended  for 
approval  in  the  three  years  since  the  pass- 
age of  the  National  Mental  Health  Act  dem- 
onstrate that  no  dearth  of  ideas  exists  in  re- 
gard to  mental  health  investigations.  On  the 
other  hand,  the  fact  that  only  one  third  of 
the  applications  submitted  were  considered 
meritorious  enough  to  warrant  recommenda- 
tion for  support  by  the  National  Advisory 
Mental  Health  Council  does  show  weakness 
in  terms  of  available  and  competent  investi- 
gators, and  appropriate  techniques  and  facil- 
ities for  undertaking  the  studies  proposed. 

The  largest  concentrations  of  approved 
grants  fall  in  the  following  fields:  psychol- 
ogy (9),  psychophysiological  and  neurophy- 
siological  studies  (9),  various  therapeutic 
investigations  (11),  personality  develop- 
ment (9),  psychosomatic  disorders  (8),  so- 
cial psychology  (9),  and  the  study  of  speci- 
fic diseases  such  as  cerebral  palsy,  epilepsy, 
multiple  sclerosis,  and  schizophrenia  (11). 
The  majority  of  the  grants-in-aid  have  been 
made  to  teams  working  under  the  direction 
cf  a  physician.  Sufficient  funds  have  never 
been  available  to  support  the  total  number 
of  projects  considered  meritorious  by  the 
Advisory  Council.  As  of  June  30,  twenty- 
nine  approved  projects  amounting  to  a  total 
request  of  $377,300  remain  unpaid. 

In  addition  to  its  activities  in  reviewing 
research  grants,  the  National  Advisory  Men- 
tal Health  Council,  through  its  Research 
Study  Section,  has  also  made  a  beginning 
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in  its  second  function  of  initiating  projects 
and  collecting  information  about  studies  be- 
ing carried  on  in  this  field.  The  Council  has 
also  recommended  that  a  series  of  research 
conference  groups  be  supported  over  a 
period  of  years.  These  conference  groups 
would  have  as  their  purpose  the  free  inter- 
change of  knowledge  between  various  inves- 
tigators and  the  encouragement  of  the  pur- 
suit of  new  leads. 

The  first  of  these  groups,  the  Research 
Conference  Group  on  Psychosurgery,  under 
the  chairmanship  of  Dr.  Fred  Mettler,  will 
meet  in  November  to  discuss  "criteria  for 
the  selection  of  psychotic  patients  for  psy- 
chosurgery." The  proceedings  of  the  confer- 
ence will  be  published  through  the  aegis  of 
the  National  Institute  of  Mental  Health  and 
under  the  editorship  of  Dr.  Newton  Bigelow, 
and  wall  be  distributed  to  individuals  and 
institutions  active  in  the  field  of  psycho- 
surgery. 

A  questionnaire  survey  of  mental  hos- 
pitals and  medical  schools  in  the  United 
States  has  been  made  by  the  National  Insti- 
tute of  Mental  Health  to  determine  the  ex- 
tent to  which  psychosurgery  is  being  em- 
ployed and  to  uncover  any  research  now  be- 
ing carried  out  in  this  field.  The  results  of 
this  survey  will  be  reported  to  the  Confer- 
ence Group  and  may  be  incorporated  in  the 
proceedings  of  the  1949  conference. 

The  second  broad  avenue  of  approach  in 
the  research  program  is  through  the  re- 
search fellowship  program,  which  provides 
aid  to  young  investigators  in  obtaining  ad- 
ditional and  specialized  training.  During  the 
several  years  of  operation  of  the  fellowship 
program,  forty-eight  research  fellowship  ap- 
pointments in  this  field  have  been  made  by 
the  Surgeon  General.  Thirty  fellows  are  now 
active  or  pending  initiation,  and  they  are 
working  in  clinical  psychiatry,  neurology, 
psychology,  neurophysiology,  biophysics,  and 
biochemistry.  Again,  it  is  evident  that  the 
emphasis  on  investigations  as  applied  to 
psychiatry  is  broad.  The  Research  Study 
Section  has  recommended  that  special  con- 
sideration in  awarding  fellowships  be  given 
to  individuals  desiring  further  training  in 
investigative  techniques  in  disciplines  other 
than  those  in  which  they  were  originally 
trained. 

The  third  avenue  of  the  research  program 
initiated  with  the  passage  of  the  National 


Mental  Health  Act  is  the  development  of  the 
Research  Branch  of  the  National  Institute 
of  Mental  Health.  During  1948,  Congress 
appropriated  a  sum  of  money  to  build  a  clin- 
ical center  in  relation  to  the  National  Cancer 
Institute,  the  National  Heart  Institute,  the 
National  Institute  of  Mental  Health,  and 
other  institutes  of  the  Public  Health  Service. 
It  was  decided  that  the  clinical  and  labora- 
tory facilities  for  the  various  institutes 
should  be  congregated  into  a  single  clinical 
facility,  which  will  be  known  in  the  future 
as  the  Clinical  Center  of  the  National  In- 
stitutes of  Health. 

Construction  of  the  center  began  in 
August,  1948,  on  the  grounds  of  the  National 
Institutes  of  Health,  near  Bethesda,  Mary- 
land, and  will  be  completed  during  1952. 
This  structure  will  have  bed  space  for  500 
patients  and  extensive  laboratory  space. 
One-hundred  and  fifty  beds  and  100,000 
square  feet  of  laboratory  space  will  be  de- 
voted to  the  activities  of  the  Research 
Branch  of  the  National  Institute  of  Mental 
Health.  The  Center  is  to  be  constructed  in 
the  form  of  a  Lorraine  cross,  the  central 
block  to  contain  the  clinical  areas,  and  the 
six  wings,  the  laboratory  areas. 

The  clinical  accommodations  represent  an 
attempt,  on  a  moderately  large  scale,  to 
house  all  types  of  psychiatric  patients  in  a 
general  hospital  for  long-term  study  and 
treatment.  Visual  segregation  is  to  be  af- 
forded by  the  horizontal  separation  of  floors, 
and  auditory  segregation  through  the  use  of 
sound  proofing.  If  this  type  of  construction 
proves  successful,  the  future  planning  of 
psychiatric  units  may  be  materially  modi- 
fied. 

A  gradual  development  of  the  clinical  and 
scientific  staff  is  planned,  so  that  complete 
occupancy  of  this  structure  will  not  be 
reached  in  less  than  five  or  six  years  after 
it  opens.  Through  this  gradual  growth,  it  is 
hoped  to  bring  together  a  strong  and  tal- 
ented staff. 

Training  of  personnel 

Plans  for  the  training  of  personnel  in  psy- 
chiatry and  the  allied  mental  health  discip- 
lines must  be  a  basic  priority  in  any  pro- 
gram to  raise  the  national  level  of  mental 
health.  During  the  short  time  that  the  train- 
ing program  inaugurated  under  the  National 
Mental  Health  Act  has  been  in  operation, 
one  paramount  fact  has  become  evident — 
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the  great  need  for  persons  who  can  teach 
and  supervise  the  training  of  students  in  the 
mental  health  specialties.  The  preferable  ap- 
proach at  this  stage  is  to  assist  in  the  de- 
velopment of  teaching  staffs  and  facilities, 
so  that  the  training  of  more  personnel  will 
not  be  accomplished  at  the  expense  of  the 
quality  of  training  provided. 

Our  first  objective  has  been  to  support 
and  encourage  those  centers  and  those  per- 
sons who  are  concerned  with  the  improve- 
ment of  education  in  the  mental  health  dis- 
ciplines. For  the  fiscal  year  beginning  last 
July  1,  $2,552,756  has  been  awarded  to  assist 
training  centers  in  the  improvement  or  ex- 
pansion of  mental  health  education  and  to 
assist  persons  seeking  specialized  training. 
These  funds  are  being  used  to  employ  per- 
sonnel, both  professional  and  non-profes- 
sional ;  to  purchase  equipment  and  other  sup- 
plies :  and  for  expenses  incidental  to  the 
operation  of  the  grant. 

Financial  assistance  ideally  should  be  con- 
tinuous in  order  to  attract  teaching  person- 
nel and  to  make  certain  that  programs  initi- 
ated one  year  may  not  have  to  be  abandoned 
for  lack  of  funds  the  next.  Consequently,  a 
policy  has  been  established  to  the  effect  that, 
once  a  training  center  has  been  approved  by 
the  National  Advisory  Mental  Health  Coun- 
cil to  receive  a  grant,  support  will  be  con- 
tinued as  long  as  high  standards  of  training 
are  maintained. 

Thirty  per  cent  of  the  funds  for  training 
grants  are  being  used  to  pay  individual 
stipends,  ranging  from  $1200  to  $3600  a 
year,  to  students  undergoing  graduate  train- 
ing in  psychiatry,  clinical  psychology,  psy- 
chiatric social  work,  and  psychiatric  nurs- 
ing. Assistance  is  available  to  provide  four 
years  of  training  in  psychiatry  and  psychol- 
ogy, and  three  years  of  training  in  psychi- 
atric social  work  and  psychiatric  nursing. 
Recommendation  of  students  for  stipends  is 
in  the  hands  of  the  faculties  of  the  training 
centers.  The  student  applies  directly  to  the 
training  center  of  his  choice,  and  that  center 
passes  upon  his  qualifications.  Similarly, 
there  is  no  encroachment  upon  the  freedom 
of  the  schools  in  determining  how  they  shall 
conduct  their  educational  programs.  An  in- 
stitution or  school  receiving  a  grant  is  free 
to  conduct  its  program  of  training  in  accord- 
ance with  its  established  methods  of  educa- 
tion. 


A  breakdown  of  training  grants  and  sti- 
pends awarded  for  the  fiscal  year  1950  may 
be  of  interest  in  indicating  the  present  ex- 
tent of  this  program.  Training  grants  have 
been  awarded  as  follows :  59  in  psychiatry, 
including  116  stipends  to  students;  46  in 
clinical  psychology,  including  84  stipends; 
36  in  psychiatric  social  work,  including  107 
stipends;  and  18  in  psychiatric  nursing,  in- 
cluding 150  stipends.  For  the  present  the 
policy  of  the  National  Advisory  Mental 
Health  Council  is  to  allocate  40  per  cent  of 
available  funds  to  the  field  of  psychiatry  and 
20  per  cent  to  each  of  the  other  three  discip- 
lines mentioned.  However,  this  distribution 
may  be  modified  as  the  need  arises.  The  be- 
lief that  it  is  desirable  to  foster  as  extensive 
training  as  possible  in  each  of  these  four 
fields  is  based  upon  the  conviction  that  the 
team  approach  — ■  the  collaboration  of  psy- 
chologist, nurse,  social  worker  and  psychia- 
trist— is  particularly  effective  in  many  as- 
pects of  a  mental  health  program. 

It  is  especially  important  that  the  entire 
medical  profession  be  well  versed  in  psychi- 
atric principles,  since  it  is  now  generally 
recognized  that  there  is  an  emotional  com- 
ponent to  almost  every  type  of  physical  ill- 
ness and  that  many  mental  illnesses  manifest 
themselves  in  somatic  complaints.  A  signifi- 
cant step  to  provide  better  psychiatric  prep- 
aration for  future  physicians  was  taken  this 
year  under  the  training  program.  Beginning 
on  July  1,  training  grants  totalling  $1,500,- 
000  were  made  to  forty-two  medical  schools 
to  develop  or  expand  their  psychiatric  medi- 
cal training  for  undergraduate  medical  stu- 
dents. These  grants  are  to  be  paid  in  sums 
not  exceeding  $37,500  to  each  school  for  a 
three-year  period,  thus  giving  continuity  to 
whatever  programs  the  participating  schools 
develop  and  relieving  them  of  the  difficulties 
which  result  from  the  uncertainty  of  a  year- 
to-year  appropriation.  We  hope  that  even- 
tually such  support  can  be  extended  to  all 
medical  schools  that  desire  it. 

The  benefits  of  improved  psychiatric 
training  of  medical  students  will  not,  of 
course,  reach  the  public  until  these  students 
become  practitioners.  In  the  meantime,  con- 
siderable efforts  are  being  made  to  provide 
psychiatric  orientation  to  practicing  physi- 
cians through  a  series  of  short,  intensive 
courses  or  institutes  in  psychiatry.  Similar 
institutes  are  being  held  for  psychologists, 
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nurses,  and  social  workers.  Institutes  are 
usually  of  seven  to  ten  days'  duration  and 
are  held  under  the  auspices  of  a  university, 
a  state  mental  health  authority,  or  state 
medical  society.  A  total  of  twelve  institutes 
have  been  held  up  to  the  present  time. 

There  are  other  areas  in  the  training  field 
which  merit  further  exploration,  but  I  will 
not  attempt  to  discuss  them  here. 

Assistance  to  states  in  providing 
mental  health  services 

The  third  approach  to  promoting  mental 
health  which  is  authorized  by  the  National 
Mental  Health  Act  is  the  program  for 
grants-in-aid  to  states  to  develop  community 
mental  health  services.  The  provision  of  ade- 
quate services  for  all  the  people  is  a  goal  yet 
far  from  being  realized,  not  only  because  of 
the  need  for  more  personnel  and  more  re- 
search, but  also  because  of  the  varying  con- 
cepts of  what  constitutes  adequate  services. 
There  is  still  a  tendency  in  some  areas  to 
think  of  the  mental  health  program  simply 
in  terms  of  clinical  treatment  for  mental  and 
emotional  disorders  rather  than  as  a  com- 
prehensive, preventive  activity. 

The  first  problem  to  be  solved,  then,  is 
how  to  make  at  least  a  minimum  service 
available  to  a  maximum  number  of  people. 
The  answer  is  not  a  simple  one,  and  the 
same  answer  is  not  applicable  to  all  areas. 
It  is  obviously  important  to  see  that  service 
is  provided  to  individuals  who  need  psychi- 
atric treatment.  This  must  be  done,  not  only 
for  the  sake  of  the  individual,  but  also  be- 
cause he  represents  a  psychological  health 
hazard  to  others.  To  meet  this  need,  every 
effort  is  being  made  to  encourage  the  estab- 
lishment of  psychiatric  facilities  in  general 
hospitals.  These  facilities  should  provide  at- 
tractive opportunities  to  young  men  who 
have  finished  their  training  in  psychiatry 
and  are  looking  for  a  location. 

Prior  to  July  1,  1948,  forty-six  of  the 
states  and  territories  had  designated  agen- 
cies to  be  Mental  Health  Authorities  empow- 
ered to  administer  funds  received  under  the 
National  Mental  Health  Act,  and  had  mental 
health  programs  in  operation.  During  the 
fiscal  year  1949,  three  additional  states  and 
two  territories  inaugurated  mental  health 
programs,  bringing  the  total  number  of 
states  and  territories  participating  in  the 
mental  health  program  to  fifty-one.  Of  the 
$3,550,000  allotted  in  the  fiscal  year  1950 


under  the  National  Mental  Health  Act  for 
the  use  of  the  states  and  territories,  98  per 
cent  was  budgeted  for  by  the  states.  The 
grants,  as  you  know,  are  on  the  basis  of  $2 
of  federal  money  for  $1  of  state  money. 

I  am  very  much  impressed  with  the  pro- 
gress being  made  by  North  Carolina  in  the 
development  of  the  state  mental  health  pro- 
gram. A  review  of  the  accomplishments 
made  during  the  fiscal  year  1949  and  of  the 
plans  now  under  way  points  up  the  broad, 
forward-looking  approach  which  you  are 
taking.  Each  state  may  be  considered  as  con- 
ducting its  own  experimental  laboratory  for 
developing  new  and  better  methods  for 
carrying  on  a  preventive  mental  health  pro- 
gram. What  knowledge  and  skill  each  state 
acquires  in  the  process  will  contribute  to  the 
general  fund  of  knowledge  for  the  use  of  all. 

During  the  fiscal  year  1949,  the  funds 
available  to  North  Carolina  for  the  opera- 
tion of  the  mental  health  program  totaled 
8152,000,  of  which  roundly  $101,000  was 
federal  money  matched  by  $51,000  in  state 
and  local  funds.  In  addition  to  this  program, 
mental  health  activities  were  carried  on  by 
the  Mental  Hygiene  Division  of  the  School 
Health  Coordinating  Service,  the  Division 
of  Psychiatric  and  Psychological  Services  of 
the  State  Board  of  Public  Welfare;  depart- 
ments of  neuropsychiatry  at  Duke  Univer- 
sity and  at  the  Bowman  Gray  School  of  Med- 
icine; psychiatric  social  work  training  at 
the  University  of  North  Carolina  Division 
of  Public  Welfare  and  Social  Work;  train- 
ing of  clinical  psychologists  at  Duke  Uni- 
versity and  the  University  of  North  Caro- 
lina; the  Mental  Health  Council;  the  North 
Carolina  Mental  Hygiene  Society  and  five 
local  mental  hygiene  societies ;  the  psychi- 
atric services  of  the  Veterans  Administra- 
tion ;  a  small  number  of  licensed  private 
mental  hospitals;  the  State  Medical  Society; 
and  the  North  Carolina  Neuropsychiatric 
Association. 

One  of  the  important  features  in  the  state 
program,  to  our  way  of  thinking,  is  the  use 
of  funds  to  provide  training.  During  the  last 
fiscal  year,  I  was  glad  to  learn,  a  training 
stipend  was  awarded  to  a  clinical  psychol- 
ogist, and  a  conference  for  psychiatric  social 
workers,  two  institutes  for  public  health 
nurses,  and  a  seminar  for  public  health  of- 
ficers were  held.  In  addition,  tuition  was 
paid  for  all  psychologists  to  take  a  course  in 
a  projective  technique. 
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On  the  treatment  side  of  the  picture,  I  am 
impressed  with  the  services  provided  by  the 
full-time,  all-purpose  clinics  at  Winston- 
Salem,  Duke  Hospital,  Asheville,  and  Char- 
lotte, the  full-time  children's  clinic  at  Dur- 
ham, and  two  part-time  children's  clinics  at 
Raleigh  and  Wilmington. 

During  the  current  fiscal  year  (1950) ,  the 
funds  available  for  the  mental  health  pro- 
gram in  North  Carolina  total  a  little  over 
$150,000,  of  which  $100,200  is  federal 
money,  $20,000  state  money,  and  $32,297 
local  money. 

As  you  know,  the  Governor  has  placed  the 
mental  health  authority  in  the  Health  De- 
partment under  the  direction  of  Dr.  Roy 
Norton,  one  of  our  outstanding  state  health 
officers.  When  the  psychiatric  director  is 
appointed,  he  will  serve  as  state  director  of 
the  program  under  Dr.  Norton.  He  will  also 
hold  a  teaching  appointment  in  the  Duke 
Medical  School's  Department  of  Psychiatry, 
devoting  part  of  his  time  to  instructing  pub- 
lic health  nurses  and  doctors  who  are  taking 
in-service  training  courses.  I  would  like  to 
pay  tribute  to  Dr.  David  Young  for  the  in- 
terest, support,  and  wise  guidance  he  gave 
the  mental  health  program  when  it  was 
superimposed  on  his  other  duties.  The  prog- 
ress that  has  been  made  is  evidence  of  what 
has  been  accomplished  under  his  leadership. 

Audio-visual  aids 

There  is  another  activity  in  connection 
with  the  North  Carolina  Mental  Health  Pro- 
gram which  will  make  an  outstanding  con- 
tribution to  the  promotion  of  mental  health. 
North  Carolina,  together  with  twelve  other 
states,  made  a  grant  from  unexpended  funds 
to  the  National  Committee  for  Mental  Hy- 
giene for  the  filming  of  pictures  on  mental 
health  subjects.  As  you  know,  there  is  a  tre- 
mendous need  for  audio-visual  materials  of 
high  quality.  We  need  them  as  tools  for  pro- 
fessional training  in  the  psychiatric  discip- 
lines. We  need  them  for  orienting  members 
of  non-psychiatric  professions  such  as  teach- 
ers, nurses,  and  ministers,  who  can  make 
important  contributions  to  the  mental  health 
of  the  people  they  serve.  We  need  these  tools 
to  channel  the  activities  of  many  lay  groups 
who  are  aware  of  the  importance  of  mental 
health  but  who  do  not  know  how  they  can 
organize  facilities  and  services  in  their  com- 
munities. We  need  these  tools  to  change 
deeply  entrenched  attitudes  of  superstition, 


fear,  and  misunderstanding  about  mental 
illness.  And  finally,  we  need  audio-visual 
aids  as  a  vehicle  for  distributing  mental  hy- 
giene information  that  will  help  millions  to 
live  better  and  more  productive  lives. 

A  Mental  Health  Film  Board  composed  of 
outstanding  psychiatrists,  a  state  health  of- 
ficer, and  a  clinical  psychologist  has  been 
appointed  to  administer  the  funds  granted 
by  the  states,  to  consult  with  the  states  on 
subjects  to  be  filmed,  and  to  provide  psychi- 
atric consultation  in  the  making  of  the  films. 
The  Board  plans  to  have  seven  films  com- 
pleted by  next  July  1.  The  subject  of  the 
film  to  be  made  with  North  Carolina's  grant 
is  now  being  discussed  with  representatives 
from  the  state,  and  consideration  is  being 
given  to  making  a  film  on  unconscious  pro- 
jection in  children. 

Conclusion 
As  I  said  in  the  early  part  of  my  discus- 
sion, we  have  knowledge  and  tools  which 
can  be  used  to  take  positive  action  to  pro- 
mote mental  health.  It  is  clearly  evident  that 
there  is  still  very  much  to  be  learned  about 
effective  techniques  for  doing  the  job  well 
and  economically,  but  we  have  made  a  good 
start  nationally  and  in  the  states.  I  believe 
the  experience  we  are  gaining  daily  is  valu- 
able, not  only  in  teaching  us  what  to  do,  but 
in  giving  us  a  better  appreciation  of  the 
areas  of  knowledge  and  skill  in  which  we 
have  a  long  way  to  progress  before  we 
achieve  our  goal  of  better  mental  health  for 
the  nation.  Your  valiant  support  as  psychi- 
atrists and  as  responsible  citizens  is  provid- 
ing leadership  that  is  needed  in  the  local 
communities  and  in  the  states. 


Psychiatry  and  religion.— It  is  my  opinion  that 
psychiatry  and  religion  are  separate  from  each 
other,  that  each  has  well  defined  reasons  for  being1. 
The  psychiatrist  is  a  physician  who  treats  illness, 
illnesses  which  come  about  mainly  perhaps  by  faulty 
early  interpersonal  relationships.  Psychiatry  is  not 
a  religion  and  in  no  sense  of  the  word  is  it  a  sub- 
stitute for  religion. 

In  certain  areas  psychiatry  and  religion  do  have 
overlapping  edges.  Since  this  is  so,  and  since  both 
professions  have  the  same  goal  in  mind,  cooperation 
^"ther  than  conflict  is  what  is  needed.  And  perhaps 
the  two  can  come  to  contribute  much  more  to  each 
other.  Perhaps  it  is  time  that  the  two  professions 
compared  professional  notes  in  the  attempt  to  make 
this  a  better  world  in  which  to  live. — Donald  W. 
Hastings:  The  Psychiatrist  and  the  Clergyman, 
Northwest  Med.  47:647  (Sept.)   1048. 
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THE  PROBLEM  OF  ADEQUATE 

TRAINING  FOR  PUBLIC  HEALTH 

PERSONNEL  TO  MEET  TODAY'S 

NEEDS 

William  P.  Richardson,  M.D. 
Chapel  Hill 

I  am  sure  that  there  has  never  been  a 
time  when  an  adequate  program  for  recruit- 
ment and  training  of  public  health  workers 
was  as  urgently  needed  as  it  is  today.  I 
realize  that  this  is  a  rather  broad  statement. 
Certainly  the  provision  of  training  has  been 
a  major  public  health  problem  ever  since  the 
passage  of  the  Social  Security  Act  in  1936, 
and  it  was  particularly  acute  during  the  war 
emergency.  Several  factors,  however,  com- 
bine to  accentuate  its  urgency  at  the  present 
time. 

In  the  first  place,  during  the  war  and  post- 
war years  we  lost  large  numbers  of  our 
trained  and  experienced  personnel,  so  that 
we  now  have  a  disproportionate  number  who 
are  untrained  or  inadequately  trained,  to  say 
nothing  of  a  large  number  of  vacancies. 

In  the  second  place,  the  current  surge  of 
interest  in  public  health,  with  the  promise 
of  greatly  increased  financial  support,  the 
extension  of  service  to  new  areas,  and  the 
expansion  of  the  public  health  program  to 
include  new  activities,  foreshadows  a  de- 
mand for  greatly  increased  numbers  of  work- 
ers in  all  categories. 

In  the  third  place,  the  new  Board  of  Pre- 
ventive Medicine  and  Public  Health,  which 
provides  for  certification  of  public  health 
physicians  as  specialists,  greatly  enhances 
our  recruitment  opportunities  in  the  medical 
field,  and  at  the  same  time  makes  it  neces- 
sary for  us  to  develop  a  program  which  can 
be  offered  to  prospective  recruits.  This  pro- 
gram should  provide  a  definite  schedule  of 
training  and  experience  leading  to  completion 
of  eligibility  requirements  for  certification  in 
the  minimum  allowable  time  of  six  years 
after  internship.  I  shall  discuss  such  a  pro- 
gram later. 

Finally,  as  a  result  of  our  experience  of 
the  past  thirteen  years  we  have  learned  much 
about  the  personal  and  educational  qualifi- 
cations which  are  desirable  for  various  po- 
sitions and  about  the  usefulness  and  limita- 
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tions  of  various  methods  of  recruitment  and 
training.  We  are,  therefore,  in  a  very  favor- 
able position  to  develop  a  more  comprehen- 
sive over-all  program  which  makes  the  most 
effective  use  of  all  the  techniques  that  have 
stood  the  test  of  experience  and  of  all  the 
potential  resources  and  facilities  that  are 
available. 

Functions  of  the  Department  of  Field 
Training 

The  creation  of  the  Department  of  Field 
Training  at  the  School  of  Public  Health  was 
conceived  as  one  measure  in  our  efforts  to 
meet  the  challenge  of  these  expanded  recruit- 
ment and  training  needs.  While  the  functions 
of  this  department  are  primarily  related  to 
field  training  and  to  the  contribution  which 
various  types  of  field  training  can  make  to 
public  health  education,  it  also  has  a  broader 
concern — that  of  promoting  the  development 
of  a  well  integrated,  total  program  of  recruit- 
ment and  education  which  will  take  into  ac- 
count the  needs  of  workers  in  all  categories 
and  at  all  levels  of  training  and  experience, 
including  the  needs  of  both  initial  and  con- 
tinuation or  in-service  education.  While  such 
a  comprehensive  integrated  program  may 
never  be  completely  achieved,  it  is  essential 
that  we  think  in  terms  of  the  over-all,  long 
range  picture.  We  feel  that  our  department 
is  well  situated  to  serve  as  a  liaison  between 
the  health  agencies,  preoccupied  as  they  nec- 
essarily are  with  the  problems  and  needs  of 
the  moment,  and  the  academic  departments 
of  the  school,  which  perhaps  need  stimulation 
to  keep  their  educational  thinking  and  plan- 
ning functional  in  terms  of  actual  needs  and 
practices  in  the  field.  We  hope  to  be  able 
to  contribute  to  a  broadened  perspective  on 
the  part  of  both  groups. 

Our  project  is  somewhat  unique.  Other 
field  training  projects  have  generally  been 
developed  around  a  specific  local  health  de- 
partment, and  have  been  operated  by  the 
state  and  local  health  departments.  Such 
projects  have  had  little  connection  with  a 
School  of  Public  Health,  except  for  the  three 
months  of  field  experience  required  as 
part  of  courses  in  public  health  nursing 
and  health  education.  Our  project,  on  the 
other  hand,  is  based  on  the  concept  that  field 
training  and  academic  training  are  but  dif- 
ferent phases  of  an  individual's  total  edu- 
cational experience,  and  should  be  integrated 
as  closely  as  possible.  Although  administra- 
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tive  responsibility  for  field  training  must 
rest  with  the  state  and  local  departments,  the 
School  of  Public  Health  does  have  an  op- 
portunity and  a  responsibility  for  fostering 
this  integration,  and  for  giving  assistance 
regarding  the  desirable  content  of  field  train- 
ing experiences. 

Our  department  is  the  school's  agency  for 
working  toward  these  ends.  I  said  that  we 
serve  as  a  liaison  between  the  academic  de- 
partments of  the  school  and  the  operating 
agencies.  We  are  also  a  service  agency,  mak- 
ing available  to  state  and  local  health  depart- 
ments on  request — with  particular  emphasis, 
of  course,  on  North  Carolina — several  speci- 
fic services: 

1.  Analysis  of  over-all  recruitment  and 
training  problems  and  needs,  and  rec- 
ommendations as  to  development  and 
utilization  of  field  training  facilities. 

2.  Evaluation  of  proposed  local  depart- 
ments as  centers  for  various  types  of 
field  training  programs. 

3.  Assistance  in  the  preparation  of  out- 
lines, manuals,  and  other  materials  for 
field  training  programs. 

4.  Consultation  with  local  health  depart- 
ment staffs  in  regard  to  their  field 
training  activities  and  program. 

5.  Evaluation  of  what  field  training  stu- 
dents have  received  from  their  experi- 
ence. 

The  department  is  concerned  with  all  types 
of  training  programs  built  around  experience 
in  the  field:  orientation  for  both  new  and 
experienced  workers,  apprenticeship,  field 
experience  as  a  supplement  to  academic  in- 
struction, short  courses  developed  around 
the  field  as  a  substitute  for  more  extensive 
and  formal  training,  observational  programs, 
and  public  health  internship  and  residency. 

Specifically  for  North  Carolina  we  are 
working  at  the  present  time,  by  request  of 
the  State  Board  of  Health,  on  a  training  pro- 
gram for  first  level  sanitation  personnel  to 
replace  the  old  short  course,  a  similar  pro- 
gram for  nurses,  and  an  apprenticeship  pro- 
gram for  nurses. 

We  are  trying  to  make  these  programs 
thoroughly  practical,  designed  to  meet  the 
particular  needs  of  the  workers  involved,  and 
at  the  same  time  to  relate  them  to  the  over- 
all training  program  so  that  they  will  en- 
courage rather  than  discourage  the  recruit- 
ment of  workers  with  adequate  educational 


backgrounds,    who    will    be    given    the    full 
year's  course  at  a  School  of  Public  Health. 

Broader  Aspects  of  the  Recruitment  and 
Training  Problem 

In  February,  on  the  invitation  of  the  State 
Board  of  Health  and  the  School  of  Public 
Health,  the  state  health  officers  and  direc- 
tors of  local  health  administration  of  the 
Southeastern  states,  and  several  members  of 
our  faculty  met  for  a  conference  on  recruit- 
ment and  training  problems,  with  pai-ticular 
reference  to  health  officers.  Some  of  the 
measures  which  they  considered  particularly 
important  are  as  follows : 

1.  Improved  and  more  uniform  personnel 
policies. 

2.  Development  of  programs  for  provid- 
ing observation  in  health  programs  to 
medical  students  who  have  completed 
their  third  year,  and  to  recent  gradu- 
ates awaiting  internship. 

3.  Development  of  a  more  realistic  and 
attractive  salary  schedule. 

4.  Development  of  a  recruitment  and 
training  program  based  on  the  appeal 
of  board  certification  and  providing 
for  systematic  completion  of  the  re- 
quirements for  such  certification. 

5.  Development  of  a  systematic  program 
of  continuation  education. 

Personnel  policies 

Time  does  not  permit  extensive  discussion 
of  each  of  these  measures,  but  I  would  like 
to  comment  on  them  briefly.  I  am  sure  we 
are  all  aware  of  the  importance  of  improved 
personnel  policies.  One  of  the  most  impor- 
tant— provision  for  retirements — has  been  the 
subject  of  very  active  efforts  by  the  State 
Board  of  Health  and  the  North  Carolina  Pub- 
lic Health  Association  for  a  number  of  years. 
We  have  talked  from  time  to  time  about 
others,  vacation  and  sick  leave  provisions, 
the  five  day  week,  systematic  salary  advance- 
ments for  merit,  and  so  forth.  The  point  I 
would  particularly  like  to  emphasize  is  that 
all  of  the  factors  which  make  for  high  mor- 
ale and  minimize  turnover  of  personnel  have 
a  very  vital  bearing  on  the  problem  of  re- 
cruitment and  training.  If  a  well  qualified, 
experienced  staff  member  can  be  kept  from 
resigning,  we  are  not  only  spared  the  neces- 
sity of  recruiting  one  new  person,  but  also 
saved  the  loss  of  efficiency  and  the  expense 
involved  in  breaking  in  and  training  the  new 
worker. 
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Observation  programs  for  medical  students 

In  regard  to  observation  programs  for 
medical  students,  we  have  done  little  in  North 
Carolina.  Several  Southern  states  have  found 
this  a  very  helpful  measure,  both  in  recruit- 
ing young  physicians,  and  in  giving  those 
who  go  on  into  practice  a  better  concept  of 
what  public  health  means.  I  hope  we  can  do 
something  along  this  line  in  North  Carolina 
within  the  next  year. 

Salary  schedules 

The  necessity  for  an  adequate  salary  sched- 
ule requires  no  comment.  The  minimum  rec- 
ommended schedule  for  medical  officers 
which  was  adopted  by  the  executive  com- 
mittee of  the  American  Public  Health  As- 
sociation was  published  in  the  March  issue 
of  the  Association's  Journal.  A  similar  rec- 
ommended schedule  for  nurses  was  published 
in  the  April  issue  of  Public  Health  Nursing. 
It  should  be  remembered  that  salary  sched- 
ules for  other  categories  of  workers  must 
have  equal  consideration  with  medical  sal- 
aries. Competition  is  keen  for  nurses,  health 
educators,  and  highly  qualified  sanitation 
personnel,  and  salary  increases  for  medical 
personnel  which  are  out  of  proportion  to 
those  provided  for  other  workers  will  de- 
stroy morale  and  develop  resentment. 

Training  for  certification 

I  referred  in  the  beginning  of  this  dis- 
cussion to  the  next  measure — a  program  of 
recruitment  and  training  to  exploit  the  ap- 
peal of  board  certification.  Medical  graduates 
of  today  are  anxious  to  obtain  the  recogni- 
tion of  a  specialty  board.  The  fact  that  such 
recognition  can  now  be  secured  in  public 
health,  and  that  the  individual  receives  great- 
er remuneration  throughout  the  required  pe- 
riod of  training  and  experience  than  is  pos- 
sible in  other  specialties  gives  us  an  oppor- 
tunity to  attract  many  good  men  into  the 
field  on  a  career  basis.  In  order  to  capitalize 
effectively  on  this  opportunity,  however,  we 
need  a  plan  which  we  can  take  to  medical 
graduates  and  interns,  offering  them  a  defi- 
nite schedule  of  experience  and  training  at 
definite  salaries  or  stipends,  leading  in  the 
minimum  time  of  six  years  to  eligibility  to 
apply  for  board  certification.  Just  to  see 
what  is  involved  in  such  a  plan  we  have 
worked  out  the  following  proposed  schedule : 


1  year  of  apprenticeship,  salary  $6,000 

1  year  of  academic  training,  stipend  $4,800 

2  years   of  residency,  salary  $7,200 
2  years  as  a  Grade  I  health  officer 

The  American  Board  of  Preventive  Medi- 
cine and  Public  Health  prescribes  certain 
standards  of  personnel  and  program  for  de- 
partments which  provide  residency  train- 
ing. We  feel  that  departments  providing  ap- 
prenticeship training  should  approach  com- 
parable standards,  except  that  the  training, 
personality,  and  educational  interest  of  the 
health  officer  are  of  more  importance  for 
apprenticeship  than  full  compliance  with 
standards  relative  to  the  ratio  of  staff  to 
population.  Apprentices  and  residents  will 
serve  as  members  of  the  staffs  of  depart- 
ments to  which  they  are  assigned,  providing 
that  many  more  medical  men  in  our  pro- 
gram. Existing  medical  positions  can,  of 
course,  be  set  aside  for  this  purpose  in  cer- 
tain instances  by  agreement  between  the 
State  Board  of  Health  and  the  local  health 
department. 

As  a  corollary  to  such  a  plan  it  would  ap- 
pear essential  that  health  officers  who  now 
meet  the  requirements  obtain  certification 
as  members  of  the  Founders'  Group,  and  that 
steps  be  taken  to  complete,  as  rapidly  as  pos- 
sible, the  necessary  training  of  health  offi- 
cers now  employed  who  are  eligible  for  such 
training  under  State  Board  of  Health  poli- 
cies. 

Continuation  education 

The  final  measure  to  which  I  would  direct 
your  attention  is  a  systematic  program  of 
continuation  or  in-service  education.  We 
have  maintained  a  fairly  good  program  of 
this  type  in  North  Carolina,  perhaps  more 
nearly  adequate  for  nurses  than  for  other 
groups.  All  categories  of  workers  have  ex- 
pressed a  desire  for  institutes,  refresher 
courses,  and  the  like.  This  arises  out  of  a 
feeling  of  need  for  stimulation,  and  for  keep- 
ing abreast  of  new  developments.  An  ade- 
quate program  of  this  kind  can  be  an  im- 
portant asset  in  recruitment  and  in  main- 
taining staff  morale. 

Those  of  us  in  the  medical  group  have  a 
particularly  acute  need  in  this  regard.  While 
we  participate  in  and  enjoy  the  symposiums, 
clinicopathologic  conferences,  and  seminars 
which  are  continually  being  offered  to  phy- 
sicians, most  of  these  are  not  closely  related 
to  our  major  interests,  and  our  professional 
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stature  with  our  medical  confreres  depends 
on  our  being  able  to  keep  up,  or  even  a  little 
bit  ahead,  in  those  phases  of  medicine  par- 
ticularly related  to  public  health.  It  is  im- 
portant, then,  that  frequent  educational  op- 
portunities designed  for  our  special  needs 
be  made  available  for  us. 

Summary 

In  summary,  a  comprehensive,  well  inte- 
grated program  of  recruitment  and  training 
is  the  outstanding  need  of  public  health  to- 
day. Such  a  program  must  include,  in  addi- 
tion to  a  plan  for  initial  academic  and  field 
training,  attractive  personnel  policies  and 
salary  schedules,  and  a  plan  for  continuing 
education.  A  specific  opportunity  for  medi- 
cal recruitment  is  provided  by  the  American 
Board  of  Preventive  Medicine  and  Public 
Health,  which  offers  specialist  certification 
to  those  meeting  requirements  of  training 
and  experience.  In  order  to  take  advantage 
of  this  opportunity  a  program  leading  sys- 
tematically to  fulfillment  of  certification  re- 
quirements should  be  offered  medical  grad- 
uates. 

The  Department  of  Field  Training  of  the 
University's  School  of  Public  Health  is  de- 
signed to  aid  in  the  integration  of  field  and 
academic  aspects  of  training,  and  to  assist 
state  and  local  health  departments,  with  em- 
phasis on  North  Carolina,  in  programs  for 
meeting  their  various  field  training  needs. 

Discussion 

Dr.  Robert  F.  Young  (Halifax):  One  of  our  great- 
est needs  today  is  for  public  health  nurses.  From 
time  to  time  we  have  heard  discussions  of  the  ad- 
visability of  setting  up  a  new  classification  for 
personnel  which  does  not  rank  quite  in  the  profes- 
sional category  of  public  health  nurses.  Such  woi-k- 
ers  would  perform  the  duties  that  do  not  require 
quite  as  much  training  as  is  necessary  for  public- 
health  nurses.  I  wonder  if  Dr.  Richardson  would 
comment  on  that  classification. 

Dr.  Richardson:  We  have  not  gotten  very  far 
in  our  thinking  along  that  line,  probably  because 
we  were  thinking  in  terms  of  something  comparable 
to  practical  nurses,  and  the  whole  prog-ram  of  prac- 
tical nurse  training  is  still  in  such  an  early  stage 
that  we  have  not  arrived  at  any  definite  conclusions. 
You  will  be  interested  to  know,  however,  that  in 
Georgia  they  are  training  nurse's  aides,  with  the 
idea  of  using  them  to  assist  in  clinics,  in  the  office, 
in  pulling  records,  in  washing  syringes,  mixing 
drugs,  and  certain  other  minor  technical  procedures 
which  can  be  done  under  careful  supervision  by 
a  person  who  has  not  graduated  as  a  professional 
nurse.  We  have  thought  that  in  the  expansion  of  the 
public  health  program  to  include  bedside  care  some 
of  the  attention  might  perhaps  be  given  by  a  prac- 
tical nurse,  so  that  we  could  stretch  the  available 


supply  of  public  health  nurses  to  meet  our  greater 
expansion  needs. 

Dr.  John  A.  Ferrell  (Raleigh):  The  recruitment 
of  personnel  is  a  subject  in  which  we  in  the  hospital 
field  are  tremendously  interested,  because  there  is 
a  general  shortage  of  personnel.  One  phase  of  the 
matter  which  he  emphasized  is  apprenticeship  field 
training. 

At  Vanderbilt  University  Dr.  Leathers  worked  out 
a  program,  with  the  cooperation  of  the  State  Health 
Department,  whereby  students  in  public  health  would 
be  assigned  to  local  health  departments  which  were 
well  equipped,  and  the  health  officers  would  be  ex- 
pected to  rate  the  students,  just  as  the  professors 
did,  on  the  effort  they  put  forth  while  in  training'. 
Over  a  period  of  twenty  years  a  large  number  of 
similar  efforts  have  been  made,  none  of  which 
in  my  judgment  have  been  completely  successful, 
and  I  believe  here  in  North  Carolina  you  have  an 
opportunity  to  do  some  real  pioneering  along'  this 
line. 

Do  I  understand  that  the  selection  of  training 
departments  for  health  officers  and  medical  students 
is  based  on  the  fact  that  the  health  officer  is  a 
board  member? 

Dr.  Richardson:  It  is  required  for  residency  train- 
ing that  the  health  officer  be  a  board  member  or 
eligible  for  certification.  For  apprenticeship  train- 
ing board  membership  is  not  required.  While  we  feel 
that  the  same  general  standard  should  prevail  for 
apprenticeship  as  for  residency,  we  feel  that  the 
most  important  consideration  is  whether  the  health 
officer   carries  out  a   good,  well-balanced  program. 

This  work  must  be  supervised;  it  will  not  take  care 
of  itself.  When  a  man  goes  out  into  a  local  health 
department,  his  work  must  be  planned  just  as  that 
of  a  student  must  be  planned.  The  health  officer 
should  have  help  from  the  State  Health  Department 
or  from  the  School  of  Public  Health,  or  both  jointly, 
in  evaluating  what  the  trainees  are  getting. 

Dr.  J.  W.  R.  Norton  (Raleigh) :  I  have  been  very 
much  interested  in  the  development  of  this  program. 
The  State  Health  Department  has  not  been  in  a  po- 
sition to  be  of  very  much  help  to  the  local  health 
departments  in  the  field  training  program.  It  seems 
to  me  that  a  joint  plan  should  enable  us  to  give  the 
trainees  in  all  lines  of  public  health  a  more  practical 
and  definite  program  than  we  have  been  able  to 
give  them  in  the  past.  In  the  past  such  trainees  have 
felt  that  they  have  not  had  enough  practical  field 
training  instruction.  If  we  can  strengthen  our  local 
health  departments  so  that  they  offer  internships 
and  residencies  for  training  all  types  of  personnel, 
we  can  fulfill  a  long  felt  need. 


Psychiatric  terminology.  —  By  its  very  nature, 
nsychiatry  is  easy  prey  for  charlatans,  a  target  for 
loose-thinking,  intermingling  in  the  public  mind 
with  cultism,  faith  cures  and  metaphysics.  Further- 
more, the  situation  has  been  aggravated  by  the 
terminology  peculiar  to  the  field.  Even  many  med- 
ical men  entertain  the  opinion  that  psychiatry  is 
something  rare,  strange  and  peculiar,  and  that  in 
order  to  accomplish  anything  psychiatric,  it  is  nee- 
cessary  to  speak  in  psychiatric  terms.  All  of  this  I 
do  decry.  After  forty  years  in  the  field,  I  do  not 
know  anything  about  psychiatry  that  cannot  be  ex- 
pressed in  the  ordinary  medical  terminology  or  the 
English  language  as  they  obtain. — C.  Charles  Burl- 
ingame:  Good  Psychiatry  Is  Good  Medicine,  J. 
Michigan  M.  Soc.  48:1019  (Aug.)  1949. 
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"NURSING  FOR  THE  FUTURE" 

A  Discussion  of  the  Brown  Report 

Ruth  W.  Hay,  R.N.,  M.S.* 

Chapel  Hill 

It  seems  significant  that,  thirty-eight 
years  after  the  Flexner  Report  on  Medical 
Education  was  published,  the  same  Carnegie 
Foundation  which  financed  that  study  has 
made  financially  possible  the  study  on  nurs- 
ing education  and  service,  Nursing  for  the 
Future.  This  report  by  Esther  Lucile  Brown 
has  no  more  significant  findings  regarding 
nursing  education  than  Abraham  Flexner's 
report  had  about  medical  education.  Nor 
are  the  reverberations  from  the  medical  and 
nursing  professions  and  the  general  public 
any  more  severe  for  the  Brown  report  than 
they  were  for  the  Flexner  report. 

When  the  National  Nursing  Council  de- 
cided to  undertake  this  study  as  their  final 
work,  they  were  fortunate  in  being  able  to 
secure  the  services  of  Dr.  Esther  Lucile 
Brown.  Dr.  Brown  is  Director  of  the  Depart- 
ment of  Studies  in  the  Professions  of  the 
Russel  Sage  Foundation.  Her  earned  doctor- 
ate is  in  social  anthropology,  and  her  experi- 
ence includes  membership  on  the  faculties 
of  Peace  College  at  Raleigh  and  the  Univer- 
sity of  New  Hampshire.  It  is  interesting  that 
among  her  six  earlier  books  based  on  studies 
is  one  on  Physicians  AND  Medical  Care. 
Her  study  on  Lawyers,  Law  Schools  and 
the  Public  Service  is  like  Nursing  for 
the  Future,  in  that  it  is  an  attempt  to  find 
out  how  education  for  an  essential  profes- 
sion can  be  molded  to  meet  the  present  needs 
of  society. 

The  Flexner  Report 

In  1904  the  American  Medical  Association 
founded  its  Council  on  Medical  Education. 
Six  years  later  Abraham  Flexner,  under  the 
auspices  of  the  Carnegie  Foundation  for  the 
advancement  of  teaching,  published  his 
epoch-making  investigation  of  medical 
schools  in  the  United  States  and  Canada. 
Among  the  findings  were  the  following: 

Of  the  155  institutions  in  existence,  only 
fifty,  or  a  little  less  than  a  third,  were 
integral  parts  of  universities. 


Rend  before  the  First  General  Session.  Medical  Society  of 
the  State  of  North  Carolina,   Pinehurst.   May  in.   1919. 

*  Professor  of  Public  Health  Nursing:.  University  of  North 
Carolina  School  of  Public  Health,  Chapel  Hill,  North  Carolina, 


Only   Harvard   and   Hopkins    required   a 

college  degree  for  admission. 
Cornell  required  three  years  of  college. 
Twenty  schools  required  two  years  of  col- 
lege. 
One  hundred  and  thirty-two  schools  ad- 
mitted students  with  a  high  school  ed- 
ucation or  less. 
The  story  of  the  reform  in  medical  edu- 
cation following  the  Flexner  report  is  fa- 
miliar to  all  of  you  here.  Suffice  it  to  say 
that  within  a  few  years  the  155  schools  had 
been  reduced  to  seventy,  and  all  these  were 
made  integral  parts  of  a  college  or  univer- 
sity. 

Findings  of  the  Brown  Report 

There,  are  1,250  schools  of  nursing — most 
of  them  connected  with  a  hospital,  and  a 
very  small  number  with  a  college  or  uni- 
versity. Even  though  a  high  school  diploma 
is  usually  one  of  the  entrance  requirements, 
the  so-called  education  offered  in  about  one 
third  of  these  schools  is  not  above  the  high 
school  level. 

The  profession  of  nursing  today  is,  in  a 
way,,  where  the  medical  profession  was  over 
thirty-eight  years  ago,  when  the  Flexner 
report  shocked  it  into  action.  We  have  had 
a  delayed  reaction,  in  spite  of  the  realiza- 
tion on  the  part  of  some  that  in  the  mean- 
time our  problems  were  becoming  more 
acute  and  complex.  Two  World  Wars  and  an 
entirely  different  world  have  further  com- 
plicated our  problem.  Your  leadership  came 
from  such  men  as  Welch,  Halsted,  Flexner 
and  others.  Ours  is  coming  largely  from  the 
thousands  of  nurses  over  the  country  who 
are  thinking  and  planning  together.  With 
leadership  through  our  national  and  state 
associations,  nurse  educators  are  determined 
that  the  Brown  report  shall  not  be  just  an- 
other study  followed  by  no  action. 

Since  1919  there  have  been  four  studies 
made  of  nursing  and  nursing  education'1'. 
"For  over  a  quarter  of  a  century  leaders  of 
nursing  education  have  striven  with  almost 
unparalleled  zeal  but  with  distressingly 
small    results  —  many    of    them    believe,    to 

1.  (a)  The  Rockefeller  Foundation  surrey  (1919),  followed 
by  Josephine  Goldmark's  distinguished  report  on  "Nurs- 
ing and  Nursing  F.ducation  in  the  U.  S."  (1923).  (b) 
Burgess,  M.  A. :  Nurses,  Patients,  and  Pocketbooks,  A 
Report  of  the  Committee  on  Grading  Nursing  Schools, 
1927:  Second  Grading  of  Nursing  Schools.  1932.  (c)  Nurs- 
ing Schools  Today  and  Tomorrow,  the  final  report  of  the 
Committee  on  Grading  of  Nursing  Schools,  (d)  The  Na- 
tional League  of  Nursing  Education,  Curriculum  Guide 
for  Schools  of  Nursing,   1937. 
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create  a  sound  and  socially  motivated  form 
of  nursing  education."1-' 

There  is  nothing  new  in  the  findings  of 
the  Brown  Report.  What  makes  the  Brown 
report  significant  is  the  reaction  of  nurses, 
doctors,  sociologists,  educators,  and  the  pub- 
lic to  its  findings  and  its  sound  and  courage- 
ous recommendations.  Within  a  very  few 
years  after  the  Flexner  report,  medical  edu- 
cation was  organized  on  a  sound  basis  in 
colleges  and  universities  and  in  hospitals 
offering  strong  clinical  facilities.  The  medi- 
cal student  was  not  exploited.  The  hospital 
was  not  dependent  upon  him  for  the  total 
medical  care  of  the  patients.  It  is  not  so  with 
the  nursing  students  in  the  majority  of  our 
hospitals.  As  Dr.  Raymond  B.  Allen  puts  it 
in  his  book  review'3', 

"It  is  hoped  that  nursing  organizations  will  join 
with  lay  leadership  to  deal  vigorously  with  this 
situation  which  finds  low-cost  nursing  service  mas- 
querading under  the  guise  of  educational  and  pro- 
fessional training.  One  cannot  appreciate  the  in- 
justice of  this  practice  to  the  idealistic  young  women 
who  are  the  real  victims  of  this  situation  until  he 
has  tried  to  teach  a  class  of  drowsy  student  nurses 
who  have  rushed  to  their  classes  from  busy  ward 
duty  to  deal  with  the  important  subject  mattei 
which  is  supposed  to  be  their  major  interest." 

Conditions  Which  Precipitated  the 
Brown  Report 

Let  us  examine  briefly  some  of  the  con- 
ditions in  nursing  which  precipitated  the 
Brown  Report,  Nursing  for  the  Future. 
During  and  since  World  War  II  there  has 
been  a  shortage  of  nurses  which  is  further 
aggravated  by  the  fact  that  fewer  young- 
women  are  entering  schools  of  nursing.  The 
Cadet  Nurse  Corps  was  set  up  to  help  in  this 
situation.  This  proved  to  be  a  "stop  gap," 
but  didn't  solve  the  long-time  problem. 

In  1944  the  number  of  professional  nurses 
had  increased  only  11  per  cent  over  1940, 
but  the  number  of  student  nurses  serving- 
patients  in  hospitals  had  increased  32  per 
cent'41.  The  combined  increase  was  16  per 
cent  over  1940.  This  was  not  very  much 
greater  than  the  increase  in  the  number  of 
physicians,  and  augurs  an  ultimately  more 
disparate  supply-demand  situation  because 
the  withdrawal  rate  is  much  higher  among 
nurses  than  among  physicians.  Second  only 

2.  Brown.  E.  L. :  Nursing  for  the  Future,  New  York,  Russel 
Sage    Foundation,    1948. 

3.  Allen,  R.  B.:  The  Brown  Report,  Book  Reviews,  Am.  J. 
Nursing  48:736-738    (Dee.)1  1948. 

4.  The  Economic  Status  of  Registered  Professional  Nurses 
1946-47,  Bulletin  931,  United  States  Department  of  Labor, 
Bureau   of   Labor  Statistics,    1948. 


to  marriage,  the  chief  reason  for  withdrawal 
of  nurses  is  dissatisfaction  over  the  condi- 
tions under  which  they  have  to  work. 

The  problems  attendant  upon  the  shortage 
of  registered  nurses,  both  in  the  military 
service  and  in  civilian  hospitals,  are  well 
known,  since  many  of  them  continue  to  exist. 
The  addition  of  retired  nurses  who  came 
back  into  the  hospitals  as  a  patriotic  duty, 
and  the  training  and  use  of  the  American 
Red  Cross  Voluntary  Nurse  Aides  helped 
during  the  war.  After  the  war's  end  there 
was  a  sharp  numerical  drop  in  auxiliary 
hospital  personnel. 

Why  has  the  supply  of  nurses  failed  to 
keep  pace  with  the  demand?  Six  major  rea- 
sons may  be  listed14' : 

1.  Marriage 

2.  Attraction  of  many  potential  students 
to  other  fields 

3.  Socio-economic  conditions  which  af- 
fect the  supply  of  nursing  service  at 
the  point  of  entrance  into  nursing 
schools 

4.  The  fact  that  office  or  factory  work 
offers  salaries  and  working  conditions 
that  compare  favorably  with  nursing. 
The  appeal  of  immediate  or  almost  im- 
mediate earnings  is  particularly  great 
to  those  girls  who  plan  to  marry  with- 
in a  few  years.  Marriage  is  the  main 
goal  of  women. 

5.  Shortage  of  physicians,  which  tends 
to  increase  the  demand  in  all  other  oc- 
cupations in  the  medical  services'5'. 
For  example,  when  physicians  are 
scarce,  professional  nurses  take  over 
some  of  the  treatments  ordinarily  per- 
formed by  physicians.  The  physician 
can  usually  keep  pace  with  the  increas- 
ingly complicated  techniques  and  pro- 
cedures arising  out  of  the  progress  in 
medical  science  by  turning  over  some 
of  the  more  traditional  treatments  to 
professional  nurses  trained  to  perform 
them. 

6.  Scarcity  of  service  personnel,  which 
means  that  nurses  must  fetch  and 
carry,  scrub  and  clean.  Today,  nurses 
are  overburdened  with  energy-consum- 
ing routine  ward  work,  which  must  be 
done   in   addition   to   the   professional 

5.  Miller,  F.  S.:  The  Outlook  for  Women  in  Occupations  in 
the  Medical  and  Other  Health  Services.  Trends  and  their 
Effect  upon  the  Demand  for  Women  Workers,  Bulletin 
203,  Number  12,  United  States  Department  of  Labor, 
Women's  Bureau,  1946. 
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duties  which  are  their  main  concern"11. 
In  addition  to  the  above  reasons  it  must 
be  recognized  also  that  the  demands  for 
nursing  service  have  increased  far  beyond 
our  ability  to  meet  them10-7'.  Membership  in 
hospital  insurance  plans  has  increased 
eleven-fold  from  1936  to  1947.  Admissions 
to  hospitals  have  more  than  doubled  since 
1935.  Hospital  expansion,  vast  medical  pro- 
grams such  as  that  of  the  Veterans  Admin- 
istration, and  the  rising  birth  rate  require 
the  services  of  more  nurses  than  the  United 
States  can  muster,  although  there  are  320,- 
000  registered  professional  nurses — a  new 
high  on  the  nursing  roster. 

Possible  Results  of  the  Brown  Report 
It  is  a  truism  that  we  really  think  only 
when  we  are  in  conflict.  This  augurs  well  for 
what  might  develop  out  of  our  conflicts  in 
relation  to  the  findings  and  recommenda- 
tions as  reported  in  Nursing  for  the  Fu- 
ture. 

As  further  assurance  of  dynamic  action, 
we  have  had  a  Committee  on  the  Implemen- 
tation of  the  Brown  Report.  Recently,  by 
vote  of  the  six  national  nursing  organiza- 
tions, the  name  has  been  changed  to  the 
more  significant  one  of  "The  Committee  on 
Improving  Nursing  Services." 

Included  in  the  year's  preparation  of  ma- 
terial for  a  report  to  the  National  Nursing 
Council  were  three  regional  institutes.  A 
stenotypist's  report  of  these  came  out  as  a 
booklet,   "A  Thousand  Think  Together."'*' 

During  the  preliminary  discussions  three 
basic  decisions  were  made. 

"First  and  most  important,  was  the  decision  to 
view  nursing  education  in  terms  of  what  is  best 
tor  society— not  what  is  best  for  the  profession  of 
nursing  as  a  possible  vested  interest!  ..." 

"Second,  it  was  decided  that  the  director  should 
make  as  extended  a  trip  of  the  United  States  as 
time  permitted.  It  was  thought  inexpedient,  if  not 
actually  dangerous  for  observation  to  be  confined 
to  the  New  York  metropolitan  area  or  even  the 
eastern  seaboard,  neither  of  which  is  typical  of  th<> 
nation  ..." 

_  "The  third  decision  was  the  outgrowth  of  discus- 
sion about  how  an  answer  might  be  found  to  the 
question  of  who  should  organize,  administer  and 
finance  professional  schools  of  nursing  ..." 

In  closing  I  quote  the  last  two  paragraphs 
of   the   book,    Nursing   for   the    Future, 

(i.  Missouri  State  Nurses  Association:  Moving  Forward  with 
the  Missouri  Nurse.    194<i. 

:.  Vreeland,  E.  M.:  Some  Qualitative  and  Quantitative  Fac- 
tors m  Nurse  Education.  Pub.  Health  Rep.  63 :10i57-1601 
(Dee.    :'!)    101s. 

S.  A  Thousand  Think  Together,  A  report  of  three  regional 
conferences  held  in  connection  with  the  Study  of  Schools 
of    Nursing,    New    York,    National    Nursing    Council,    Inc., 


which  Dr.  Brown  has  stated  represents  what 
she  wrote  on  the  first  two  pages  before  she 
ever  started  her  book. 

"What  is  needed  at  this  moment  is  a  decisive  re- 
versal of  attitudes.  By  every  means  at  its  disposal 
the  nursing  profession,  collectively  and  individually, 
must  take  a  positive  position  concerning  itself  and 
the  significance  of  its  function.  It  must  be  as  un- 
questioning in  that  position  as  are  the  medical  and 
legal  professions,  which  assume  that  their  existence 
— on  a  progressively  higher  level  of  competence — is 
a  social  necessity  and  act  accordingly.  If  society  is 
interested  in  its  own  welfare,  it  too  must  share  in 
recognition  of  the  vital  importance  of  nursing. 

"Only  when  abiding  conviction  of  social  worth  re- 
places lack  of  self-confidence,  negativism,  and  carp- 
ing comment,  will  that  climate  of  opinion  be  created 
whereby  nursing  can  move  forward  to  greater  selec- 
tivity of  personnel  and  to  a  level  of  nursing  that 
bespeak  growth  and  development  for  the  nurse  her- 
self and  more  and  better  health  service  for  society." 

It  is  not  alone  to  the  Committee  on  Im- 
proving Nursing  Services  that  the  nurses 
must  look.  Nor  can  we  reach  our  goals  in  a 
year  or  ten.  The  medical  and  the  nursing 
professions  have  always  been  interdepend- 
ent. What  benefits  one  benefits  the  other,  or 
just  the  reverse.  The  reaction  to  what  reg- 
istered nurses  are  attempting  to  do  to  im- 
prove nursing  education  and  service  is  an 
indication  of  progress.  While  most  nurses 
and  the  majority  of  doctors  agree  that  the 
findings  on  nursing  conditions  are  true,  they 
will  not  be  wholly  in  accord  with  the  pro- 
grams developed  to  improve  them.  The  nurs- 
ing profession  is  proceeding  thoughtfully 
and  carefully  upon  untrodden  ground. 
Though  the  way  will  be  hard,  this  time, 
with  your  help,  we  will  succeed  in  reaching 
our  goal  of  building  a  better  nursing  service 
for  the  public  which  the  medical  and  nurs- 
ing professions  are  proud  to  serve. 


Seventy  per  cent  of  all  new  cases  discovered  by 
mass  x-ray  survey  are  minimal  and  do  not  consti- 
tute a  grievous  public  health  problem.  Most  of  those 
cases  will  be  noninfectious;  the  disease  process  will 
be  incipient;  and  the  probability  of  serious  progres- 
sion, with  adequate  follow-up,  will  be  slight.  Such 
cases  can  be  cared  for  by  private  physicians  and 
public  clinics,  assisted  by  public  health  nurses  and 
medical  social  workers.  Sanatorium  beds  now  oc- 
cupied by  noninfectious  cases  can  be  given  over  to 
far-advanced  virulent  disease  which  constitutes  a 
menace  to  the  local  population. — Francis  J.  Weber, 
M.D.,  Ohio  Pub.  Health,  Feb.,  1948. 


There  is  apparently  no  way  of  predicting  the  sub- 
sequent evolution  of  the  incipient  minimal  lesion  in 
tuberculosis  other  than  by  actual  observation  of  its 
behavior  over  a  considerable  period  of  time.  Neither 
the  age  of  the  patient,  nor  the  location  or  roent- 
genological appearance  of  the  lesion,  could  be  re- 
garded as  dependable  guides  for  estimating  the  rela- 
tive risk  of  progressive  disease. — David  Reisner, 
M.D.,  Am.  Rev.  Tuberc,   March,  1948. 
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ERRORS    OF   MEDICAL   EDUCATION 
AND  THEIR   REMEDY 

R.  B.  Davis,  M.D.,  M.M.S.,  F.A.C.S. 
Greensboro 

In  the  short  time  allotted  me,  it  will  be 
impossible  for  me  to  outline  in  detail,  citing 
facts  and  figures,  explaining  my  statements. 
Those  who  find  difficulty  in  believing  the 
astonishing  facts  set  forth  are  invited  to 
consult  with  me  after  the  meeting. 

It  is  not  the  purpose  of  this  discussion  to 
direct  unjust  criticism  upon  the  heads  of 
anyone.  Even  that  criticism  is  intended  en- 
tirely for  construction  and  not  for  destruc- 
tion. 

Errors 

Errors  in  medical  education  classify  them- 
selves into  three  large  groups  with  their 
subheads. 

Group  1 

The  period  of  preparation  for  a  medical 
degree  is  entirely  too  long.  Under  this  group, 
we  have  premedical  and  medical  school.  Pre- 
medical  education  lasts  four  years,  and  this 
is  longer  than  is  necessary.  The  English 
language,  the  ability  to  write  and  speak  the 
same  correctly,  the  study  of  physiology  and 
chemistry  and  biology  are  the  only  subjects 
that  the  student  actually  carries  from  pre- 
medical school  into  the  medical  school  and 
on  into  the  practice  of  medicine.  These  sub- 
jects can  be  covered  amply  in  a  two  year 
period,  and  a  student's  mind  can  be  prepared 
for  the  long  hours  of  studies  that  are  re- 
quired during  the  four  year  medical  course 
at  the  same  time. 

The  four  year  medical  course  as  it  is 
taught  today  betrays  great  evidence  of  the 
lack  of  common  horse  sense.  Many  things 
are  taught  that  are  interesting,  to  be  sure, 
and  that  would  be  thoroughly  enjoyed  as  a 
young  doctor  is  building  himself  a  practice, 
but-  at  this  time  they  are  crammed  into  the 
curriculum  in  such  a  way  that  they  not  only 
make  the  course  distasteful,  trying  and  time- 
consuming,  but  set  up  a  defense  mechanism 
to  prevent  the  mind  from  ever  deciding  to 
study  that  subject  again.  It  would  be  a  mat- 
ter for  considerable  controversy  on  the  part 
of  educators  if  these  subjects  were  to  be 
named.  Even  so,  at  the  risk  of  criticism,  I 


Read   before   the   First   General   Session.    Medical    Society   of 
the  State  of  North  Carolina,   Pinehursl,   May  10,    1949. 


venture  to  name  a  few  of  them.  Neuroanat- 
omy is  one.  What  cannot  be  taught  in  anat- 
omy and  physiology  should  be  reserved  for 
postgraduate  work.  Microscopic  anatomy  is 
another.  What  cannot  be  taught  in  histology 
and  pathology  should  be  reserved  for  post- 
graduate work.  Endocrinology  and  metab- 
olism is  a  third.  What  cannot  be  taught  in 
physiology  should  be  left  undone  until  after 
the  medical  course. 

Too  much  of  the  student's  time  is  spent 
in  studying  the  minute  details  of  many  im- 
portant medical  subjects ;  yet  practically 
every  graduate  today  is  led  to  believe  that, 
in  order  to  be  successful  and  make  a  living 
in  the  practice  of  medicine,  he  must  not 
make  these  examinations  that  he  studied  so 
minutely  in  college,  but  on  the  other  hand 
refer  heart  cases  to  a  cardiologist,  a  sick 
baby  to  a  pediatrician,  diarrheas  to  the 
gastroenterologist  or  proctologist,  and  re- 
tain for  his  own  treatment  the  limited  num- 
ber of  patients  that  fall  into  the  class  of 
specialties  that  he  is  interested  in.  Even  if 
he  does  retain  a  case,  he  calls  the  roentgen- 
ologist to  diagnose  x-rays,  the  bacteriologist 
to  diagnose  bacteria,  and  the  pathologist  to 
diagnose  the  pathological  aspects  of  a  case. 
Why  teach  a  student  such  a  volume  of  medi- 
cal facts  during  his  four  years  in  medical 
school,  during  his  internship  and  residency, 
and  then  teach  him  that  he  is  not  capable  of 
putting  that  knowledge  into  practice? 
Group  2 

The  second  large  group  of  errors  made  by 
medical  educators  is  that  of  expense.  An 
estimate  of  $51,000  has  been  made  for  the 
cost  of  an  M.D.  degree.  This  may  be  a  little 
high  or  a  little  low,  but  certainly  we  all  know 
one  thing — that  it  is  far  beyond  the  reach  of 
many  students.  A  definite  figure  of  $51,000,- 
000  will  be  spent  for  medical  education  this 
year.  The  reason  for  the  high  cost  is  the 
length  of  time  as  discussed  above,  the  ex- 
pensive equipment,  massive  and  impressive 
buildings  and  grounds  of  the  medical  schools. 
If  the  length  of  time  from  high  school  to  a 
medical  license  were  cut  from  ten  years  to 
seven  years,  about  one  third  of  the  cost  could 
be  eliminated  on  this  basis  alone. 

One  has  only  to  visit  medical  colleges  of 
our  country  and  ask  the  cost  of  various 
buildings  to  realize  that  this  item  runs  into 
a  preposterous  figure.  I  dare  say  that  any 
reasonably  sized  building  on  the  campus  of 
any  medical  college  costs  twice  as  much  as  a 
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similar  building  with  the  same  number  of 
cubic  feet  in  any  liberal  arts  college  in  the 
United  States.  Terrazzo  floors  and  marble 
walls  with  decorated  ceilings  are  among  the 
economic  errors  of  medical  educators.  This 
is  not  the  saddest  fact,  however,  connected 
with  this  situation.  The  most  astonishing  is 
that  these  lecture  halls,  classrooms,  and  lab- 
oratories, with  all  of  their  millions  of  dollars 
expense,  are  not  utilized  by  the  medical  col- 
lege one  sixth  of  the  time.  I  have  visited 
medical  schools  from  Georgia  to  California 
and  have  been  tremendously  impressed  with 
the  vacancy  of  laboratories  and  lecture  halls 
during  the  hours  between  9  and  5  on  week 
days. 

To  cite  a  few  instances,  I  visited  one  med- 
ical school,  whose  budget  is  $4,500,000  this 
year,  on  two  different  occasions  and  found 
that,  of  seven  laboratories  and  lecture 
rooms,  two  were  being  used.  On  another 
occasion,  I  visited  six  laboratories  and  lec- 
ture halls  in  the  same  institution,  and  one 
was  in  use.  In  a  medical  school  thousands  of 
miles  distant  from  the  first,  I  visited  thir- 
teen lecture  rooms  and  laboratories  and 
found  three  in  use.  In  still  another  medical 
school,  I  visited  a  four-story  building  during 
a  week  day  and  found  three  laboratories  and 
lecture  halls  in  use.  I  could  go  on  and  enum- 
erate the  same  kind  of  experience  in  every 
institution  that  was  investigated. 

Another  astonishing  fact  is  the  cost  of 
equipment  and  its  abuse.  If  one  will  enter 
the  physiology  laboratory  of  any  medical 
school,  he  will  probably  find  elaborate  equip- 
ment for  experimental  work  by  students,  but 
he  will  also  find  that  this  equipment  is  rusty 
and  dusty  and  shows  no  signs  of  having  been 
oiled  or  cleaned.  Frequently,  he  will  find  in 
corners  or  in  closets  a  piece  of  expensive 
equipment  with  a  very  small  portion  broken 
or  ill-adjusted;  it  has  been  discarded  and  a 
new  one  purchased. 

Another  reason  for  the  enormous  expense 
of  medical  education  is  the  amount  of  real 
estate  lying  idle.  One  school  in  its  catalogue 
reports  that  it  has  300  acres  of  land  for  the 
university  campus.  I  am  unable  to  conceive 
cf  enough  students  in  any  university  to  re- 
quire that  much  real  estate.  I  know  of  one 
university  whose  enrollment  is  16,000  stu- 
dents, and  it  does  not  have  a  campus  area 
of  50  acres.  I  am  of  the  opinion  that  other 
universities  may  have  even  larger  campuses, 


and  although  the  campus  may  be  joined  with 
other  departments  of  the  university,  it  is 
absurd  to  think  that  300  acres  is  necessary 
to  run  a  college  or  university.  It  is  doubtful 
whether  the  average  state  university  would 
have  300  acres  to  teach  boys  the  profession 
of  agriculture  and  farming. 

Group  3 

The  third  great  error  in  medical  education 
is  that  of  the  closed  shop,  into  which  only 
the  favored  few  may  enter.  The  rules  and 
regulations  and  standards  governing  admis- 
sion to  medical  schools  are  absurd.  They  are 
undemocratic,  they  are  unChristlike,  and 
they  crucify  the  essentials  of  ambitious  souls 
of  the  would-be  servants  of  sick  mankind. 
No  other  profession  in  the  world  is  so  diffi- 
cult to  enter. 

They  are  absurd  because  they  do  not 
recognize  the  most  essential  characteristics 
in  the  applicant,  which  are:  first,  a  genuine 
desire  to  dedicate  one's  life  to  the  service  of 
sick  mankind ;  second,  the  moral  stamina 
which  would  prevent  one's  becoming  an  un- 
ethical and  mercenary  doctor ;  and  third,  the 
willingness  to  work  hard  in  trying  to  pre- 
pare oneself  for  this  service.  This  does  not 
mean  the  ability  to  make  A's  and  B's  on 
examinations.  St.  Luke,  the  great  physician, 
one  time  remarked  that  the  stone  the  build- 
ers rejected  has  become  the  head  of  the 
corner. 

If  this  seems  unreasonable,  simply  call  to 
mind  your  own  class  in  school  and  find  out 
what  has  become  of  the  bookworms  in  your 
class.  If  it  were  possible  to  survey  the  situ- 
ation, I  dare  say  that  the  clientele  served  by 
the  students  in  the  lower  third  of  the  class 
from  a  scholastic  point  of  view  would  be 
louder  in  their  praise  by  far  than  those 
served  by  students  of  the  upper  third. 

They  are  undemocratic  because  they  pre- 
vent honest  boys  and  girls  from  dedicating 
their  lives  to  high,  more  noble,  more  worth- 
while purposes,  simply  because  the  good 
Lord  did  not  endow  them  with  a  "parrot 
memory"  or  mental  ability  to  read  and  re- 
tain for  a  few  days  or  weeks  what  some 
writer  has  said  about  some  certain  disease 
or  subject — in  many  instances,  many  years 
ago.  More  often  than  otherwise,  by  the  time 
he  gets  a  patient,  this  knowledge  will  have 
been  revised  or  reversed.  It  is  undemocratic 
because  a  person  judges  what  another  per- 
son can  do  in  the  future  solely  on  the  basis 
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of  what  he  did  under  different  circum- 
stances and  in  a  different  environment  in 
the  past. 

It  is  undemocratic  because  democracy  was 
based  upon  the  truism  that  "all  men  are 
created  equal  and  are  entitled  to  life,  liberty, 
and  the  pursuit  of  happiness."  No  person  is 
happy  when  frustrated  in  his  life's  ambition. 

It  is  un-Christlike  because  they  are  based 
upon  a  selfishness  that  refuses  to  look  back 
and  remember  the  path  it  has  come.  Little 
effort  is  made  to  determine  honesty,  integ- 
rity, or  moral  standards.  The  boy  or  girl  who 
is  a  drinker,  uses  profanity,  has  corrupt 
morals,  and  does  not  pretend  to  be  a  Chris- 
tian in  any  form  is  given  preference  over  the 
student  who  practices  the  virtues  of  Chris- 
tianity, if  it  so  be  that  the  first  student 
possesses  a  high  scholastic  rating.  It  is  un- 
Christlike  because  it  makes  no  pretense  of 
following  the  Golden  Rule — "Do  unto  others 
as  you  would  have  them  do  unto  you."  It 
accepts  no  responsibility  for  moral  obliga- 
tion placed  upon  stronger  brothers  to  help 
the  weaker  one. 

The  crucifying  effect  of  defrauding  a 
young  person  who  is  attempting  to  enter 
his  chosen  life's  work  is  far  reaching  and 
confusing.  I  wonder  what  would  happen  if 
some  of  our  educators  would  receive  a  letter 
tomorrow  stating  that  because  they  were  not 
in  the  upper  third,  scholastically  speaking, 
of  all  medical  educators  in  the  United  States, 
they  were  not  worthy  further  to  possess  the 
positions  that  they  now  hold  and  the  degrees 
conferred  upon  them.  I  wonder  what  would 
happen  if  the  professor  of  anatomy  were 
told  in  a  letter  of  one  paragraph  that  he 
could  never  again  enter  a  dissecting  hall, 
but  must  find  something  else  to  do  because 
his  mental  ability  did  not  measure  up  to  that 
so-called  standard  set  by  the  very  few  ego- 
tistical so-called  leaders  in  the  profession. 
I  wonder  what  would  happen  if  the  profes- 
sor of  surgery  were  required  to  lay  down 
his  scalpel  and  begin  to  sell  goods  over  the 
counter  or  lay  brick  or  become  a  machinist. 
I  wonder  what  would  happen  to  the  deans 
of  medical  schools  if  the  good  Lord  were  to 
appear  to  them  in  a  dream  one  night  and 
tell  them  of  the  crucifixion  of  all  the  young 
men  and  women  that  had  taken  place 
through  information  received  from  their 
offices  in  letters  of  one  paragraph,  stating 
that  the  admissions  committee  had  refused 
to  accept  their  application  to  medical  school. 


Remedy 

No  matter  how  dark  a  picture  is,  faith 
will  clear  the  horizon.  Honesty  and  strength 
will  correct.  Therefore,  we  must  have  faith 
that  this  great  evil  amongst  the  medical  pro- 
fession, which  has  brought  on  such  a  hue 
and  cry  for  socialized  medicine,  can  be  and 
must  be  corrected.  However,  correction  is 
hard,  and  reform  is  difficult,  and  repeal  is 
well  nigh  impossible  unless  we  confess  our 
sins  and  begin  a  new  walk  i)i  life.  No  one 
doctor  is  responsible  for  the  chaotic  condi- 
tion in  which  we  find  ourselves  at  this  mo- 
ment. Neither  can  one  doctor  correct  the  sit- 
uation, but  all  of  us  with  contrite  hearts  can 
begin  from  this  day  on  with  sincere  purpose 
to  bring  back  democracy  in  the  MEDICAL 
education. 

There  is  a  small  group  of  individuals  who 
can,  with  little  effort,  remedy  the  situation 
almost  overnight.  I  refer  to  the  full  time 
medical  educators,  of  whom  there  are  some 
1500.  But  within  this  group  there  is  a  much 
smaller  group  that  dictates  the  approval  of 
the  policies  of  medical  education.  This  small 
group  consists  of  the  executive  committee 
of  the  Association  of  American  Medical  Col- 
leges and  the  Council  on  Medical  Education 
of  the  American  Medical  Association.  I  be- 
lieve that  these  two  groups  are  composed  of 
less  than  twelve  doctors  each.  Can  it  be  pos- 
sible that  twenty-four  men  should  be  taxed 
with  the  responsibility  of  dictating  the  poli- 
cies of  medicine  for  our  entire  population? 
Further,  can  it  be  possible  that  50,000  or 
60,000  practicing  physicians  can  continue 
to  sit  idly  by  and  find  fault  with  and  criticize 
this  small  group  without  coming  to  their 
rescue  and  at  the  same  time  causing  their 
conversion?  I  do  not  think  so.  The  remedy 
for  the  errors  of  medical  education  as  set 
forth  in  this  article  represents  the  opinions 
of  some  fifty-odd  thousand  physicians,  and 
I  hope  the  smaller  group  mentioned  will  take 
heed. 

The  errors  are — to  recapitulate — that  the 
medical  education  is  too  long,  too  expensive, 
and  too  difficult  to  enter.  It  can  be  shortened 
by  requiring  only  two  years  in  premedical 
school  and  teaching  in  those  two  years  only 
subjects  that  will  be  important  to  the  grad- 
uate doctor.  A  five  year  medical  course,  with 
two  years  of  almost  exclusive  practice  in 
the  hospital  and  in  the  field  under  both  the 
professor     and    the     practicing     physician. 
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would  turn  out  superb  doctors  to  practice 
medicine  for  the  relief  of  85  per  cent  of  all 
the  ills  to  which  mankind  is  subject. 

The  expense  of  a  medical  education  would 
be  considerably  reduced  if  the  costs  of  an 
M.D.  degree  were  legitimate.  They  are  not, 
though.  It  is  not  reasonable  nor  economical 
to  build  buildings  to  educate  a  doctor  in  1948 
that  would  still  meet  the  needs  in  2048.  It 
is  not  reasonable  nor  economical  to  prepare 
lecture  halls  to  lecture  on  anatomy  Monday, 
Wednesday,  and  Friday  from  9:00  to  1:00 
for  nine  months  in  the  year.  There  is  abso- 
lutely no  excuse  for  the  anatomy  hall's  not 
being  used  from  2:00  to  6:00  as  well.  Each 
and  every  one  of  these  lecture  halls  and  lab- 
oratories contains  the  same  equipment  for 
twenty-four  hours  a  day.  Said  equipment 
will  become  obsolete  practically  as  quickly  if 
it  is  used  for  two  shifts  of  classes  a  day  as 
it  will  if  it  is  used  for  one  shift.  From  the 
standpoint  of  heat  for  the  comfort  of  the 
student  in  the  lecture  halls,  there  would  be 
little  difference  between  keeping  up  the  heat 
for  ten  hours  a  day  and  for  five  hours  a  day. 
The  difference  in  the  electrical  bill  for  the 
classrooms  and  lecture  halls  would  be  negli- 
gible. Therefore,  the  physical  equipment  is 
costing  the  student  for  the  M.D.  degree  four 
or  five  times  as  much  as  it  should. 

The  first  objection  raised  by  medical  edu- 
cators to  increasing  the  number  of  admis- 
sions is  that  they  do  not  have  room.  We  have 
answered  this  question  in  the  foregoing 
paragraph,  and  are  here  and  now  making 
the  statement  that  they  do  have  the  room 
and  all  the  room  they  need  to  double  their 
enrollment.  All  they  have  to  do  is  to  open 
their  eyes  and  ears  and  look  and  see  and 
hear  for  themselves. 

The  other  argument  put  forth  by  some 
medical  educators  is  that  they  do  not  have 
enough  teachers.  Can  they  not  realize  that 
in  the  olden  days,  when  the  medical  profes- 
sion was  born  out  of  compassion  for  sick 
human  beings,  every  doctor  was  a  teacher 
and  any  student  could  read  medicine  under 
any  doctor  for  a  period  of  time  and  then  go 
out  and  practice  the  healing  art  on  his  own  ? 
It  would  be  committing  a  grave  error  of 
judgment  for  college  professors  to  feel  that 
they  were  the  only  teachers  worthy  of  the 
name. 

The  shortage  of  teachers  is  due  to  two 
main  factors.  First,  the  preclinical  teachers 
are  not  paid  a  sufficient  salarv,  but  neither 


do  they  teach  long  enough  hours;  so  this 
evil  becomes  a  vicious  circle.  They  work  less 
because  they  are  paid  less,  and  they  are  paid 
less  because  they  work  less.  The  way  to  over- 
come this  difficulty  is  to  pay  more  to  pre- 
clinical teachers.  Sufficient  money  will  be 
available  if  two  shifts  of  classes  are  taught. 
The  other  evil  of  spending  too  much  time  in 
research  can  be  overcome  only  by  transfer- 
ring the  research  department  to  the  post- 
graduate school.  To  produce  a  good  general 
practitioner,  very  little  research  is  neces- 
sary. 

For  the  shortage  of  clinical  teachers,  the 
answer  is  much  simpler,  so  far  as  finances 
are  concerned.  It  will  take  no  increase  in  the 
budget  to  obtain  their  services.  The  under- 
paid full-time  clinical  teachers  are  few  and 
far  between.  Most  of  them  have  groups  for 
private  practice  organized  and  operated  in 
connection  with  their  daily  work.  Their  in- 
come is  sufficient  and  we  do  not  have  to 
worry  about  them.  There  is,  however,  a 
grave  possibility  that  this  group  of  profes- 
sors are  a  little  selfish  and  a  little  egotisti- 
cal. They  are  slow  to  admit  that  the  private 
practitioner  in  their  city  may  also  be  capable 
of  teaching  at  least  the  art  of  the  practice 
of  medicine.  These  doctors  have  proven  their 
ability  to  succeed  in  medicine,  and  enjov  a 
large  clientele  even  in  the  same  citv  where 
professors  are  available  for  private  prac- 
tice. With  a  little  change  of  heart  and  atti- 
tude on  the  part  of  the  professors,  the  pri- 
vate practitioners  of  our  cities  would  gladlv 
contribute  free  of  charge  sufficient  time  to 
teach  at  the  college  several  hours  a  week, 
and  also  take  students  into  their  private 
practice  in  return  for  an  appointment  on  the 
staff  of  a  medical  school.  This  would  prevent 
too  great  a  burden  from  falling  on  the  pres- 
ent so-called  full-time  professors  in  the  clin- 
ical years. 


The  distinction  between  general  practitioners  and 
fami'v  physicians. — I  wish  to  use  the  terms  general 
physician,  general  practitioner  and  family  phvsician 
interchangeably  though  thev  are  not  exactly  the 
same.  I  prefer  the  term  family  physician  as  it  makes 
for  cleai'er  thinking  as  to  what  the  work  of  a  corn- 
potent  doctor  should  be  who  is  capable  of  dealing 
with  85%  of  the  ills  that  beset  mankind,  and  who 
knows  where  to  send  the  remaining  15%  for  diag- 
nosis or  for  treatment.  Moreover,  the  best  approach 
to  much  physical  and  especially  to  much  mental 
health  is  through  the  family,  the  natural  unit  of 
society. — W.  V.  Johnston:  General  Practice  in  the 
Changing  Order,   Canad.   M.   Assoc.  J.  59:1G7,   1948. 
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SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  Editor 
Durham 

XII 

OSLER  AT  JOHNS  HOPKINS 

Both  the  Johns  Hopkins  Hospital  and  the 
Medical  School  were  organized  and  directed 
by  young  men.  When  the  hospital  was 
opened  in  May,  1889,  Dr.  Osier  was  the  old- 
est of  the  group,  and  he  was  only  39.  Dr. 
Welch  was  a  year  younger,  and  Dr.  Halsted 
was  37.  A  few  months  later  Dr.  Hurd,  aged 
36,  assumed  the  duties  of  superintendent, 
and  Dr.  Kelly,  who  was  31,  became  the  head 
of  the  obstetric  and  gynecologic  department. 
There  was  at  first  heartburning  in  Balti- 
more when  local  physicians  were  not  ap- 
pointed to  the  hospital  staff,  but  instead 
men  were  imported  from  the  North.  It  was 
soon  evident,  however,  that  in  Welch,  Osier, 
Halsted  and  Kelly  the  hospital  had  brought 
together  a  group  that  was  without  an  equal 
elsewhere. 

Dr.  Osier  came  to  Baltimore  after  having 
served  ten  years  on  the  McGill  faculty  and 
five  on  that  of  the  University  of  Pennsyl- 
vania. His  longest  period  of  clinical  activity 
was  at  the  Johns  Hopkins  Hospital,  where 
he  remained  sixteen  years.  After  his  re- 
moval to  Oxford  in  1905  he  did  little  clinical 
teaching,  the  medical  courses  at  Oxford  be- 
ing limited  to  the  preclinical  branches. 

The  organization  of  the  staff  of  the  Hop- 
kins Hospital  was  unlike  that  of  other  Amer- 
ican or  English  hospitals,  in  that  it  had  a 
single  chief  of  medicine  and  a  single  chief 
of  surgery.  They  were  paid  salaries,  and  so 
they  were  able  to  devote  the  major  part  of 
their  time  to  the  activities  of  the  hospital. 
In  this  respect  it  resembled  the  clinics  of 
the  German  universities.  The  other  hospitals 
in  this  country  were  manned  by  local  prac- 
titioners who  formed  a  rotating  staff,  each- 
member  of  which  served  a  few  months  of  the 
year.  This  lack  of  continuity  of  service,  and 
its  dependence  on  local  men  who  were  busy 
practitioners  offered  a  serious  handicap  to 
efficiency. 

Dr.  Osier's  training,  as  well  as  his  natural 


gifts,  had  fitted  him  admirably  for  his  new 
post.  After  spending  two  years  in  the  Toron- 
to School  of  Medicine,  he  had  continued  his 
clinical  studies  in  Montreal.  Upon  gradua- 
tion he  went  to  England  and  Germany  for 
two  years  of  study.  His  first  year  was  spent 
iu  London,  where  he  devoted  himself  to  re- 
search work  in  the  physiological  laboratory 
of  Burdon  Sanderson.  There  his  pioneer 
studies  of  the  blood  plates  made  his  name 
known.  In  Berlin  he  attended  the  lectures 
and  demonstrations  of  Virchow,  the  founder 
of  cellular  pathology.  In  directing  his  medi- 
cal activities  into  the  field  of  pathologic 
anatomy,  he  was  inspired  by  Virchow. 

On  his  return  to  Canada  in  1874,  Osier 
was  made  professor  of  the  Institutes  of 
Medicine,  and  under  this  title  was  given  the 
instruction  in  physiology  and  pathology. 
During  the  following  ten  years  he  performed 
1000  autopsies  and  described  carefully  his 
findings.  He  issued  the  first  pathologic  re- 
port to  be  published  from  a  Canadian  insti- 
tution. In  1878  he  was  appointed  a  physician 
to  the  Montreal  General  Hospital.  Up  to  that 
time  his  work  had  been  chiefly  in  the  labor- 
atory, lecture  hall,  and  autopsy  room.  On  the 
day  of  his  election  to  the  clinical  position, 
he  set  out  for  England  to  take  what  he  later 
advised  his  students  to  take — namely,  a 
"quinquennial  brain-dusting."  For  several 
months  he  "walked"  the  London  hospitals 
and  attended  the  bedside  clinics  of  Murchi- 
son,  Gee,  and  other  leading  teachers. 

In  Philadelphia  he  associated  himself  with 
that  distinguished  neurologist  and  littera- 
teur, S.  Weir  Mitchell.  While  in  Philadel- 
phia, he  collected  and  analyzed  a  large  series 
of  cases  of  the  cerebral  palsies  of  children, 
and  later  of  chorea.  Both  included  many 
cases  that  he  had  studied  himself  and  a  com- 
plete review  of  the  literature.  Both  were 
published  in  book  form.  Such  extensive 
studies  had  rarely,  if  ever,  been  made  up  to 
that  time  in  America.  He  continued  his 
pathologic  work  in  Philadelphia,  and  dish- 
ing stated  that  he  performed  191  autopsies 
at  Blockley  (Philadelphia  General  Hos- 
pital). 

Osier  established  at  the  Hopkins  a  resi- 
dent staff,  which  was  another  innovation  in 
American  hospitals  borrowed  from  German 
clinics.  His  first  chief  resident  was  H.  A. 
Laf leur,  who  came  from  McGill ;  two  assist- 
ant residents,  Scott  and  Tolman,  he  brought 
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with  him  from  Philadelphia.  All  the  other 
American  hospitals  had  then,  and  continued 
to  have  for  many  years,  only  interns,  who 
served  usually  for  just  twelve  months.  As 
late  as  1902  I  could  learn  of  no  hospital  ex- 
cept Hopkins  that  had  residencies.  The  edu- 
cational number  of  the  Journal  of  the  Amer- 
ican Medical  Association  issued  in  1949 
listed  more  than  3000  medical  residencies 
and  even  more  surgical  residencies  in  this 
country. 

On  Lafleur's  return  to  Montreal  his  place 
was  taken  by  W.  S.  Thayer,  who  came  to 
Hopkins  from  the  Massachusetts  General 
Hospital.  His  term  of  service  as  resident  ex- 
tended from  1891  to  1901.  The  description 
of  William  Osier  given  by  Thayer,  his  dis- 
ciple and  assistant  for  fifteen  years,  is  worth 
quoting'1' : 

"How  well  I  remember  him  as  he  was  in  those 
days  .  .  .  the  'Chief  as  we  called  him,  vigorous, 
handsome.  The  eyes  I  remember  most  clearly;  deen, 
dark,  rich,  brown  eyes;  at  rest  grave,  even  sad; 
sometimes,  when  he  looked  up  suddenly  from  his 
work  in  a  moment  of  deep  thought,  almost  severe. 
The  genius  of  Sargent  caught  such  a  moment  in  his 
well-known  crayon,  a  passing  expression  familiar 
only  to  those  who  knew  Osier  best.  Severe  at  such 
moments,  grave  and  inscrutable  when  at  rest,  they 
were  warm  and  glowing  and  kindly  and  direct  as 
they  met  one's  glance,  and  singularly  mobile,  in  a 
flash  sparkling  and  dancing  with  merriment  as  he 
seized  with  lightning  rapidity  the  humorous  aspects 
of  the  situation,  and  broke  into  a  quick  nervous,  or 
more  rarely  when  taken  off  guard,  into  a  loud, 
short  hearty  laugh.  His  glance  never  evaded  an- 
other's. His  manner  of  speaking  was  charming.  Hi? 
voice  was  quiet  and  even,  but  rich  and  symnathetie. 
His  movements  were  easy  and  measured;  his  gait, 
rather  rapid  with  long  swinging  strides.  His  com- 
posure and  poise  were  unusual.  He  talked  quietly, 
simply,  and  not  very  much.  He  practiced  himself  a 
virtue  which  he  often  praised,  the  'virtue  of  taci- 
turnity'. But  he  was  a  good  listener  and  had  un- 
usual skill  in  guiding  a  conversation.  If  the  con- 
versation took  a  turn  of  which  he  disapproved,  he 
could  cut  it  short  or  change  the  subject  with  ease 
...  In  the  fifteen  years  during  which  I  saw  him 
nearly  every  day,  I  never  heard  him  speak  a  hasty 
or  ill-considered  word  .  .  .  His  self-control  was  per- 
fect. Better,  I  think,  than  anyone  that  I  have  known, 
he   practised   what   he   preached." 

Of  how  few  men  would  this  be  true! 
Never  a  hasty  or  ill-considered  word  in  fif- 
teen years  of  constant  association!  Dr. 
Thayer  might  have  added,  never  a  criticism 
of  a  colleague.  Not  only  was  that  true,  but 
criticisms  of  mutual  acquaintances  made  in 
his  presence  met  with  a  quick  rebuke.  I  re- 
call the  wise  advice  he  gave  our  class : 
"Never  believe  what  a  patient  tells  you 
about  another  doctor" ;  then  he  added,  after 

1.  Thayer.  W.  S.t  Reminiscences  of  Osier  In  the  Early  Balti- 
more Days.  Osier  and  Other  Tapers.  Johns  Hopkins  Press. 
Baltimore,   1031,  pp.   18-41. 


a  short  pause,  "even  if  you  know  it  is  true." 

The  clinical  history  of  the  first  case  ad- 
mitted to  the  Medical  Dispensary  was  taken 
by  Dr.  Osier  himself,  with  his  assistants 
gathered  around  him.  A  few  days  later,  on 
May  15,  1889,  the  first  patient  was  admitted 
to  the  single  medical  ward  then  open.  It  was 
a  case  of  aortic  aneurysm. 

A  hospital  medical  society  was  soon 
formed,  with  meetings  on  the  first  and  third 
Monday  evenings  of  the  month.  To  this  was 
added  a  journal  club.  The  first  time  I  saw 
Osier  was  at  one  of  its  meetings,  when  I 
heard  him  discuss  a  paper  read  by  Dr.  Simon 
Flexner  on  recent  literature  dealing  with 
coagulation  of  the  blood.  This  was  in  the  fall 
of  1895.  Both  Dr.  Osier  and  Dr.  Welch  were 
greatly  interested  in  the  historical  aspects 
of  medicine,  and  a  medical  history  society 
with  monthly  meetings  was  organized  be- 
fore the  hospital  had  been  opened  a  year. 

Following  the  precedent  President  Gilman 
had  started  in  other  departments  of  the 
University,  a  journal  was  established  to 
publish  the  work  of  the  members  of  the  hos- 
pital staff.  The  first  issue  of  the  Johns  Hop- 
kins Hospital  Bulletin,  which  appeared  in 
the  winter  of  1889-90,  contained  a  paper  by 
Osier  on  "The  Value  of  Laveran's  Organ- 
isms in  the  Diagnosis  of  Malaria,"  and  three 
reports  of  unusual  cases  presented  by  him 
at  the  Johns  Hopkins  Medical  Society. 

The  publication  of  the  "Johns  Hopkins 
Reports"  was  planned  during  that  first  year. 
These  were  issued  first  as  fasciculi,  and 
later  as  large  bound  volumes.  They  furn- 
ished a  medium  for  the  publication  of  de- 
tailed studies  and  monographs  not  hitherto 
available  in  America.  One  of  the  earliest 
studies  was  on  amebic  dysentery.  The  path- 
ologic portion  was  prepared  by  Dr.  W.  T. 
Councilman,  then  resident  pathologist,  and 
the  clinical  section  by  the  medical  resident, 
Dr.  H.  A.  Lafleur.  This  important  paper  still 
remains  the  most  authoritative  article  on 
this  disease.  Later  Osier's  own  detailed 
studies  on  the  clinical  aspects  of  typhoid 
fever,  and  Thayer's  and  Hewetson's  on  "The 
Malarial  Fevers  of  Baltimore"  .appeared  in 
the  "Reports."  In  its  publications,  as  in  other 
respects,  the  Hopkins  Hospital  was  estab- 
lishing standards  far  in  advance  of  any 
previously  existing  here. 

Osier  began   work  on  his   world  famous 
textbook  in  the  spring  of  1891.  So  great  was 
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his  knowledge  of  medical  literature  and  his 
personal  experience  in  pathology  and  clinical 
medicine  that  he  was  able  to  complete  this 
gigantic  task  within  a  year.  He  had  a  photo- 
graphic memory,  and  apparently  forgot 
nothing  he  had  ever  read  or  seen.  The  book 
he  produced  soon  became  the  standard  trea- 
tise on  the  practice  of  medicine  throughout 
the  English-speaking  world,  and  for  many 
years  it  had  no  rival. 

The  Medical  School  did  not  open  until 
1893,  and  it  was  not  until  two  years  later 
that  Osier  had  an  opportunity  to  give  in- 
struction to  undergraduates  in  clinical  med- 
icine. W.  G.  MacCallum,  a  member  of  that 
first  class,  writing  of  a  student's  impression, 
said'-': 

"Then  we  met  in  a  small  room  in  the  Dispensary, 
small  because  there  were  only  fifteen  or  sixteen 
of  us,  and  a  patient  was  brought  from  among  those 
who  had  come  for  the  first  time  that  day  to  ask 
for  treatment.  One  of  us  was  called  upon  to  question 
the  patient  and  later  perhaps  to  make  a  physical 
examination,  while  the  rest  looked  on  and  listened. 
Those  were  rather  anxious  times,  although  we  were 
coached  without  a  trace  of  ridicule  by  'The  Chief 
as  he  was  always  called.  Assistants  might  afford 
information  as  to  blood  counts,  or  let  us  look  at 
malarial  parasites,  but  in  those  days  the  application 
of  laboratory  methods  was  simple  and  there  was 
little  need  to  wait  for  such  elaborate  reports  as  now 
seem  necessary.  ...  It  was  easy  to  grasp  the  mean- 
ing of  the  complaints  of  a  man  who  came  from 
down  the  Bay  with  his  blood  swarming  with  ma- 
larial parasites,  easy  to  understand  the  symptoms 
of  a  cancer  of  the  pylorus,  or  a  mitral  stenosis,  for 
these  we  had  seen  at  autopsy.  .  .  .  When  we  followed 
him  about  the  wards  or  attended  his  more  formal 
clinics,  there  was  the  same  delight  in  his  fresh  in- 
terest in  each  case.  His  own  study  of  the  physical 
signs  of  disease  stirred  our  admiration  by  its  ex- 
traordinary expertness.  Auscultation  and  percus- 
sion, and  more  especially  palpation  and  inspection 
of  contours  and  shadows  and  movements  as  seen  in 
a  good  light,  gave  him  information  which  was  hard 
for  us  to  follow  but  which  usually  proved  correct." 

As  a  member  of  the  second  class  to  receive 
instruction  from  this  master  of  medicine,  I 
took  full  notes  at  his  clinics.  These  were  pub- 
lished in  1949  by  the  Johns  Hopkins  Press, 
under  the  title  "A  Year  with  Osier."  Al- 
though these  clinics  were  given  more  than 
fifty  years  ago,  the  critical  reader  will  find 
that  Osier's  teaching  has  lost  little  of  its 
value  to  medical  student  and  physician  with 
the  passage  of  time.  He  called  his  clinics  to 
his  junior  students  "observation  clinics," 
and  he  showed  how  much  could  be  learned 
by  inspection  and  palpation  alone  when  they 
were  supplemented  by  a  good  clinical  his- 

2.    MacCallum,    W.    G. :    A    Student's    Impression     of    Osier, 
Canad.  M.  A.  J.  10:47-50   (July)    1920. 


tory.  At  his  formal  amphitheater  clinics,  at- 
tended by  both  the  third  and  fourth  year 
students,  he  reported  all  the  cases  of  typhoid 
fever  and  pneumonia  treated  during  the  ses- 
sion and  presented  many  of  them  in  the 
amphitheater.  In  those  days,  as  was  well 
said,  "Typhoid  fever  like  the  poor  is  always 
with  us."  The  mortality  in  pneumonia 
ranged  from  25  to  30  per  cent.  Unlike  most 
clinical  teachers  at  that  time,  he  recognized 
and  publicly  stated  that  there  was  no  known 
treatment  for  this  disease — that  is,  no  treat- 
ment that  lowered  the  mortality.  He  gave 
only  one  forma!  lecture  during  the  entire 
year,  and  that  was  devoted  to  abdominal 
outlines. 

Dr.  Osier  gave  unsparingly  of  his  time  to 
the  students  and  to  the  hospital  patients. 
Three  mornings  a  week  he  spent  at  the  hos- 
pital. He  began  his  ward  visit  at  9  o'clock, 
and  was  always  most  punctual.  The  students 
acted  as  clinical  clerks.  They  accompanied 
him  on  his  rounds  and  presented  the  cases 
which  had  been  assigned  to  them.  The  sys- 
tem of  clinical  clerkships,  although  long  em- 
ployed in  English  and  Scottish  hospitals,  was 
new  in  America.  Up  to  the  time  Osier  began 
teaching  at  Johns  Hopkins,  medical  students 
had  been  virtually  excluded  from  the  wards. 
Ten  years  or  more  passed  before  Harvard 
introduced  this  important  means  of  teaching 
at  the  bedside. 

At  noon  on  Tuesday  and  Thursday  Osier 
gave  the  third  year  class  an  hour's  clinic  in 
the  small  room  off  from  the  Dispensary,  and 
on  Saturday  at  this  hour  a  recitation.  On 
Wednesday  an  amphitheater  clinic  was  given 
to  the  third  and  fourth  year  classes.  This 
was  the  schedule  when  I  was  a  student. 
Later  the  clinic  for  the  combined  classes  was 
held  on  Saturday.  The  custom  of  inviting 
the  group  of  students  serving  as  clinical 
clerks  to  his  house  on  Saturday  evening  was 
begun  with  the  class  of  1901.  "Most  of  us," 
wrote  Thomas  Boggs'3'  "will  ever  retain  the 
delightful  recollection  of  those  informal 
gatherings  about  the  big  table  in  the  dining 
room  when,  after  the  discussion  of  the 
week's  work  in  the  wards  was  finished,  'The 
Chief  would  bring  out  some  of  the  books 
from  the  special  shelves  devoted  to  the  mas- 
ters of  medicine  and  show  us  the  first  edi- 
tions, tell  us  the  story  of  their  discovery  and 
acquisition,  point  out  the  notable  passages 

3.    Boggs,   T.  R.:   Osier  as  a  Bibliophile,  Bull.  Johns  Hopkins 
Hosp.   30:210    (July)    1919. 
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and  give  salient  facts  in  the  author's   life 
history." 

At  the  time  the  Johns  Hopkins  Medical 
School  was  established,  medical  education 
in  America  was  at  a  low  state,  as  it  had  al- 
ways been.  There  were  in  Baltimore  at  the 
time  five  medical  schools,  and  all  but  one  of 
them  granted  a  medical  degree  after  two 
six-month  periods.  Instruction  was  chiefly 
by  didactic  lectures.  Aside  from  autopsy 
rooms,  there  were  no  student  laboratories 
worthy  of  the  name.  Dr.  Henry  M. 
Thomas'",  who  graduated  in  1885  from  the 
University  of  Maryland,  the  best  of  these 
schools,  stated,  in  his  account  of  early  days 
at  the  Johns  Hopkins  Hospital,  that  he  was 
given  his  degree  without  getting  any  instruc- 
tion in  physical  diagnosis  and  received  a 
prize  in  obstetrics  without  ever  having  seen 
a  woman  in  labor!  Even  at  the  best  schools, 
such  as  Harvard  and  the  University  of  Penn- 
sylvania, the  majority  of  the  entering  class 
had  no  more  than  a  high  school  education. 
Few  of  those  with  a  college  degree  had  an 
adequate  knowledge  of  physics,  chemistry, 
or  biology.  From  the  outset  these  prelimi- 
nary studies  were  requirements  at  the  Hop- 
kins, as  was  also  a  reading  knowledge  of 
French  and  German.  There  was  some  fear 
that  the  qualifications  for  admission  were 
set  so  high  that  no  students  would  be  ad- 
mitted that  first  year.  But  fourteen  men  and 
three  women  appeared  who  met  the  require- 
ments, and  these  constituted  the  class  which 
entered  in  the  fall  of  1893. 

Dr.  Osier's  influence  in  improving  medi- 
cal education  was  soon  felt  in  Baltimore. 
Shortly  after  his  arrival  he  gave  the  annual 
address  at  the  meeting  of  the  Medical  and 
Chirurgical  Faculty  of  Maryland,  and  he 
took  as  his  subject  "The  License  to  Prac- 
tice." In  this  address  he  pointed  out  the  need 
of  higher  medical  education.  At  that  time 
one  could  practice  medicine  in  Maryland 
without  examination  or  certification.  His 
efforts  to  improve  conditions  soon  enlisted 
hearty  support.  He  early  came  to  the  rescue 
of  the  library  of  the  Faculty,  which  in  1892 
consisted  of  a  few  thousand  old  books  housed 
in  a  basement.  Through  Osier's  interest  it 
had  a  rebirth  and  became  a  credit  to  the 
medical  profession  of  the  city.  At  the  cen- 
tennial of  the  Faculty  in  1899  he  gave  the 

I.  Thomas.  H.  M. :  Some  Memories  of  the  Development  of 
the  Medical  School  and  of  Osier's  Advent,  Bull.  Johns 
Hopkins   Hosp.    30:185-189    (July)    1019. 


first  thousand  dollars  toward  an  endowment 
fund  for  this  library.  This  was  simply  one 
example  of  his  great  generosity.  He  was 
always  giving  rare  books  to  libraries  and 
friends. 

Although  few  physicians  had  greater  op- 
portunities to  make  money  than  Osier  dur- 
ing this  Baltimore  period,  he  strictly  lim- 
ited his  private  practice  to  afternoon  consul- 
tations. He  stated  that  he  took  out  of  Balti- 
more when  he  left  not  a  dollar  more  than 
he  had  when  he  came  there.  Out-of-town 
consultations  were  refused  when  they  would 
have  meant  absence  from  his  classes  or 
from  medical  meetings.  I  recall  that,  when 
he  organized  the  Interurban  Clinical  Club 
in  the  spring  of  1905,  he  said  that  in  order 
to  be  present  with  us  that  day  he  had  sent 
three  of  his  associates  on  consultation  trips 
he  had  declined  to  make — one  to  Virginia, 
one  to  North  Carolina,  and  one  to  West  Vir- 
ginia. 

Such,  in  outline,  were  Osier's  chief  con- 
tributions to  medicine  and  humanity  while 
at  Johns  Hopkins.  At  the  meeting  following 
his  death  the  Medical  and  Chirurgical  Fac- 
ulty of  Maryland  adopted  this  minute: 

Died 
on  29th  December,   1919,   at   Oxford 
WILLIAM    OSLER,    Baronet 
Physician,  teacher,  guide,  lover  of  his  fellow  man. 
Noble  exemplar  of  charity  and  tolerance   and   tem- 
perance and  work  and  love.  Untiring  stimulator  and 
generous   benefactor  of   this   society.   Whose   spark- 
ling   wit    and    genial,    subtle    humor    smoothed    the 
rough  way  of  life  for  so  many  weary  spirits.  Whose 
presence   banished   discord   and   suspicion.     The   gap 
which  his  absence  leaves  among  us  will  forever  be 
warmed    by    the    glow    of    that    all-embracing    love 
which    radiated    from    his    presence    like    a    halo    of 
light,   and   brought   to   all   about   him   something   of 
the  peace  that  now  is  his. 

Joseph  H.  Pratt,  M.D. 
New  England  Medical 
Center,  Boston 


Schering  Gives  Doctors  Tax   Guides 

The  "Schering  Physicians'  Income  Tax  Guide  for 
1950"  is  a  new  and  up-to-the-minute  edition  of  the 
popular  compilation  of  information  on  how  to  pre- 
pare the  doctor's  income  tax  declaration  and  return. 
It  is  now  being  distributed  free  on  request  to  the 
Medical  Service  Department  of  Schering  Corpora- 
tion, Bloomfield,  New  Jersey,  according  to  Dr.  John 
N.  McDonnell,  Schering's  vice-president.  Designed 
to  meet  the  need  of  busy  practitioners,  every  pos- 
sible situation  in  the  proper  completion  of  income 
tax  returns  is  covered  clearly  and  concisely.  It  pro- 
vides authoritative  answers  for  everything  from 
general  tax  return  procedure  to  such  problems  as 
bad  debts  or  the  deductibility  of  reading  matter  for 
the  physician's  waiting  room. 
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GUEST  EDITORIAL 
"NORMAL  SENILITY" 

It  is  generally  understood  that  senescence 
is  normal  aging;  senility  is  an  abnormal 
process.  The  Oxford  dictionary  defines  senile 
as  "now  only  of  diseases,  etc. ;  Peculiar  to 
the  aged."  There  are  centenarians  who  enjoy 
normal  senescence.  Unfortunately,  they  are 
exceptions  to  the  rule.  If  we  attempt  to  study 
them,  we  may  find  that  they  have  survived 
in  spite  of  excesses,  poor  diets,  and  other  un- 
favorable factors.  What  does  that  prove? 
That  the  fittest  survive.  Such  people,  how- 
ever, do  not  help  the  scientist  to  discover  the 
causes  of  aging  in  the  average  person. 

Ivan  Basylewicz  has  studied  the  aging 
processes  of  72  nonagenarians  and  centena- 
rians'11. In  most  of  these  people  medical  ex- 
amination did  not  show  any  signs  of  infirm- 

1.    Basylewicz,    I.:    Centenarians;    The    Svndrome    of    Normal 
Senility,   Rhode  Island  M.  J.   32:315-322    (June)    1949. 


ity.  It  is  noteworthy  that  the  heredity  of 
those  studied  was  quite  favorable.  There 
were  many  instances  of  longevity  in  other 
members  of  their  families. 

These  people  showed  practically  no 
changes  due  to  age :  even  their  rib  cartilages, 
except  the  first  pair,  were  not  calcified.  In 
this  country  it  is  difficult  to  find  such  per- 
sons past  the  age  of  50.  In  spite  of  hyper- 
cholesterolemia, there  was  no  evidence  of 
atherosclerosis  nor  arteriosclerosis.  This 
finding  may  mean  that  in  this  group  the 
cholesterol  remained  in  solution. 

The  only  definite  change  noted  in  these 
patients  was  that  the  basal  metabolic  rate 
was  markedly  decreased.  The  author  was 
of  the  opinion  that  the  functions  of  the  pitui- 
tary gland,  thyroid,  and  ovary  showed  defi- 
nite weakening;  this  "exerted  a  great  influ- 
ence on  the  course  of  many  vital  processes 
in  the  aged  body." 

These  patients  were  described  as  enjoying 
mental  and  vegetative  calm.  There  was  also 
a  decrease  in  the  sensations  of  hunger  and 
thirst,  with  diminished  consumption  of  food 
and  water.  This  finding  suggests  that  under- 
nutrition (as  in  European  countries  during 
the  war)  may  have  a  beneficial  effect  in  re- 
tarding the  aging  process. 

Basylewicz  designated  his  old  patients  as 
"macrobiotes."  This  is  not  a  new  term.  Hufe- 
land,  whose  Art  of  Prolonging  Life  was 
translated  into  English  in  1797,  used  the 
term  "macrobiotics."  Hufeland  also  wrote: 
"Adepts  know  well  that  the  breath  of  young 
girls  contains  the  vital  principle  in  all  its 
purity."  Incidentally,  the  Hufeland  move- 
ment lasted  for  a  generation. 

Basylewicz  concluded  that  100-120  years 
should  be  the  normal  span  of  life.  He  noted 
that  premature  senility  and  premature  death 
have  been  the  rule,  and  stated  that  one  must 
try  to  prevent  premature  aging  and  result- 
ing death. 

A  study  of  vital  statistics  will  show  the 
increasing  incidence  of  disease  in  advancing 
years.  Autopsy  records  reveal  that  individ- 
uals past  50  often  harbor  several  diseases. 
One  must  not  be  thrown  off  the  track  by  a 
few  old  people  who  show  no  signs  of  aging. 
They  are  exceptions  to  the  rule.  Moreover, 
to  form  definite  conclusions  one  needs 
sounder  premises  than  observations  on  72 
patients. 

Malford  W.  Thewlis,  M.D. 
Wakefield,  Rhode  Island 
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NATIONAL  HEALTH  INSURANCE  AND 
THE  GENERAL  PRACTITIONER 

Apparently  some  of  the  general  practi- 
tioners in  the  country  have  been  deluded 
into  thinking  that  they  might  fare  better 
under  a  national  health  insurance  scheme 
administered  by  the  government.  These  men 
should  obtain  a  few  copies  of  the  British 
Medical  Journal  and  read  the  letters  written 
by  disillusioned  and  embittered  general 
practitioners  which  appear  in  almost  every 
issue.  A  typical  example  is  a  letter  from  Dr. 
Ian  D.  Grant111,  which  said  in  part: 

"Already  the  old  traditional  doctor-patient  atmos- 
phere is  becoming  undermined  and  a  spirit  of  apathy 
and  indifference  is  growing'.  It  is  an  old  truism  that 
the  labourer  is  worthy  of  his  hire.  The  general 
practitioner  is  now  classified  as  the  lowest  form  of 
medical  life,  and  there  is  a  real  danger  that  the 
service  he  gives  to  the  public  in  the  future  may  be 
commensurate  with  his  classification  .  .  . 

"But  an  even  more  serious  result  of  the  National 
Health  Service  is  the  very  great  loss  of  status  in 
general  practice.  The  family  doctor  is  now  given  no 
real  incentive  to  become  a  good  doctor  .  .  ." 

"In  the  future  I  very  much  fear  that  general 
practice  will  be  the  field  of  the  mediocre  and  un- 
ambitious and  that  only  those  will  enter  it  who 
have  failed  to  secure  a  preferable  post  in  other 
spheres  of  medicine.  In  the  past  the  good  general 
practitioner  felt  himself  pre-eminent  in  his  own 
sphere  and  would  not  change  his  chosen  vocation 
for  any  other  branch  of  medicine.  Under  present 
conditions  I  cannot  see  that  pride  of  place  remain- 
ing." 

In  the  same  issue  an  editorial,  "A  Year 
of  N.H.S."1-',  summarizes  a  review  of  the 
"first  year's  working"  of  the  National 
Health  Service  which  appeared  in  the  Prac- 
titioner. According  to  this  review,  neither 
specialists  nor  general  practitioners  are 
happy  over  the  system,  but  the  latter  are 
most  bitter.  The  editorial  puts  it  concisely : 
"The  growing  unattractiveness  of  general 
practice  is  the  most  serious  repercussion  of 
the  National  Health  Service  on  the  develop- 
ment of  medicine  in  Britain." 

General  practitioners  and  specialists  alike 
would  do  well  to  heed  the  warnings  of  their 
British  colleagues. 

1.  Grant,  I.  D. :  Status  of  General   Practice,  Correspondence, 
Supp.  to  Brit.   M.   J.,    (Oct.    1)    1940,   p.    155. 

2.  A    Vear  of   N.H.S.,    Editorial,    Brit.    M,    J.    (Oct.    1)    191!), 
p.   7J6. 


"THE  IMPORTANCE  OF  POST- 
TRAINING  PRACTICE" 

On  page  44  of  this  issue  will  be  found  a 
statement  from  the  American  Board  of  Ob- 
stetrics and  Gynecology  concerning  resi- 
dency training  requirements.  This  statement 
was  issued  because  of  rumors  that  the  Board 
expected  to  increase  the  period  of  forma! 
training  required  for  certification.  Dr.  Paul 
Titus,  secretary  of  the  Board,  states  em- 
phatically that  no  change  is  contemplated  in 
the  eligibility  requirements — "namely,  three 
years  of  acceptable  formal  training,  followed 
by  at  least  two  years  of  post-training  prac- 
tice in  the  specialty."  He  adds  that  "the 
Board  does  not  accept  a  fourth  year,  or 
more,  of  residency  training  as  a  substitute 
for  any  part  of  the  required  two  years  of 
post-training  practice." 

This  announcement  should  be  of  interest 
to  the  governing  body  of  the  Lexington  Me- 
morial Hospital,  since  they  have  recently 
voted  to  change  a  policy  whereby  a  well 
qualified  gynecologist,  who  had  had  more 
than  the  required  three  years  of  formal 
training,  was  forbidden  to  do  gynecologic 
surgery  in  the  hospital  on  the  ground  that 
he  was  not  yet  certified.  Apparently  the  hos- 
pital trustees  followed  the  reasoning  of  the 
mother  in  the  old  rhyme : 

Mother,  may  I  go  out  to  swim  ? 
Yes,  my  darling  daughter: 
Hang  your  clothes  on  a  hickory  limb, 
And  don't  go  near  the  water. 

It  is  good  to  know  that  the  matter  has 
been  settled  amicably,  for  the  public  finds  it 
hard  to  understand  why  a  competent  physi- 
cian is  barred  from  a  community  hospital. 
Furthermore,  the  decision  was  in  keeping 
with  the  expressed  intent  of  the  Board  of 
Obstetrics  and  Gynecology:  "The  import- 
ance of  post-training  practice  ...  is  empha- 
sized as  an  opportunity  for  maturing  of  the 
candidate  and  for  colleague  appraisal  of  a 
man's  ability  when  working  on  his  own  re- 
sponsibility in  his  chosen  community." 


WANTED 

Copies  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL  for  April  and  No- 
vember, 1947.  Fifty  cents  will  be  paid  for 
each  copy  of  one  of  these  issues  received 
in  good  condition  at  the  editorial  office, 
300  South  Hawthorne  Road,  Winston-Salem 
7,  N.  C. 
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PRESIDENT'S  MESSAGE 
DUES 

The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  North  Carolina,  at 
its  annual  1949  meeting,  established  the  an- 
nual dues  of  its  members  at  $40,  to  become 
effective  in  1950.  The  constitution  provides 
that  membership  is  contingent  upon  pay- 
ment of  annual  dues.  Honorary  Fellows  are 
exempt  from  state  dues,  but  must  pay  those 
of  the  American  Medical  Association.  By 
recent  action  of  the  Executive  Committee, 
members  of  the  State  Society  who  are  physi- 
cally disabled  may  have  state  dues  waived 
upon  certification  of  hardship  by  their 
county  societies. 

Prior  to  this  time  the  American  Medical 
Association  has  had  dues  of  $12  for  Fellows, 
including  subscriptions  to  the  Journal,  but 
no  membership  dues.  By  recent  action  of  the 
House  of  Delegates  of  the  American  Medical 
Association,  annual  membership  dues  of 
$25,  beginning  with  1950,  were  established. 
These  dues  are  to  be  collected  by  the  county 
societies  and  placed  in  the  hands  of  the  State 
Society  for  transmittal  to  the  American 
Medical  Association.  Membership  in  the 
A.M. A.  will  be  contingent  upon  membership 
in  component  societies  and  upon  payment  of 
annual  dues.  Fellows  must  continue  to  pay 
the  $12  in  addition  to  the  recently  estab- 
lished membership  dues  of  $25. 

"The  following  members  may  be  exempted 
from  the  payment  of  the  $25.00  American 
Medical  Association  membership  dues :  re- 
tired members,  members  who  are  physi- 
cally disabled ;  interns,  and  those  members 
for  whom  the  payment  of  such  dues  would 
constitute  a  financial  hardship." 
This  notation  is  given  for  guidance  in  the 
payment  of  dues  to  secretaries  of  county 
medical  societies : 

(1)  Dues   to   county   society  —  necessary 
for  membership 

(2)  Dues  to  State  Society  ($40.00)— nec- 
essary for  membership 

(3)  A.M.A.  dues  ($25.00)— necessary  for 
membership 

(4)  A.M.A.  clues  ($12.00)— necessary  for 
fellowship. 

This  represents  a  total  of  $77.00,  plus 
county  society  dues. 


Attention   is   directed    to   four   important 
phases  of  this  matter  of  society  dues. 

( 1 )  Members  may  be  exempted  from  pay- 
ment of  both  state  and  A.M.A.  dues 
under  conditions  as  set  forth. 

(2)  The  requirement  of  dues  must  be  met 
for  desired  membership  or  fellowship 
in  county  societies,  the  state  society, 
and  the  A.M.A. 

(3)  State  society  representation  in  the 
House  of  Delegates  of  the  A.M.A.  will 
be  based  entirely  upon  active,  dues- 
paying  members,  at  the  rate  of  one 
delegate  for  each  thousand  or  frac- 
tion thereof. 

(4)  Such  dues  will  seem  excessive  to 
many  members.  It  must  be  rememb- 
ered, however,  that  the  very  existence 
of  our  system  of  free  medicine  is  at 
stake.  The  public  can  be  informed 
and  socialization  can  be  resisted  only 
by  the  societies  in  question,  and  they 
must  have  funds.  No  lodge  or  club, 
no  insurance  policy  can  be  half  so 
vital  to  North  Carolina  doctors  as 
are  these  societies.  In  no  other  way 
can  the  physician  buy  for  his  dollar 
half  so  much  service,  so  much  protec- 
tion for  himself  and  his  patients.  If 
these  organizations  fail,  then  all  i> 
lost. 

G.  W.  Murphy,  M.D. 


Resolution  Passed  by  the  Union  County 
Medical  Society 

Resolution    of    Corporate    Practice 

WHEREAS,  the  Union  County  Medical  Society 
opposes  the  practice  of  medicine  by  lay  corporations, 
and 

WHEREAS,  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  at  its  annual  meeting  in 
June,  1949,  clarified  the  position  of  the  American 
Medical  Association  opposing  corporate  practice  by 
passing  a  resolution  to  that  effect,  and 

WHEREAS,  it  is  the  duty  of  each  and  every  med- 
ical society  to  uphold  the  ethics  of  the  profession 
pertaining  to  groups  and  individuals  alike;  there- 
fore 

BE  IT  RESOLVED  that  the  Union  County  Medi- 
cal Society  fully  endorses  the  resolutions  of  the 
Mecklenburg  County  Medical  Society  (Sentember  6, 
1949)  and  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  concerning  corporate  prac- 
tice and  joins  the  former  in  petitioning  the  Execu- 
tive Committee  of  the  Medical  Society  of  the  Stato 
of  North  Carolina  to  withhold  the  issuance  of  its 
medical  and  surgical  policy,  pending  further  thought 
and  study,  and 

BE  if  FURTHER  RESOLVED  that  a  copy  of 
this  resolution  be  forwarded  to  each  county  society 
in  the  state  of  North  Carolina,  to  the  secretary  of 
the  Medical  Society  of  the  State  of  North  Carolina, 
and  to  the  editor  of  the  Journal  of  the  State  Society. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Construction  of  a  $1,705,356  addition  to  the  North 
Carolina  Baptist  Hospital  is  expected  to  get  under 
way  this  spring.  The  North  Carolina  Medical  Care 
Commission  allocated  $697,356  to  the  project,  and 
the  balance  of  $1,008,000  required  for  the  building 
had  already  been  pledged,  contingent  upon  the  ac- 
tion of  the  Commission,  by  interested  friends  of  the 
hospital,  the  Baptist  State  Convention,  and  doctors 
associated  with  the  hospital  and  the  Bowman  Gray 
School  of  Medicine. 

The  new  wing  will  provide  space  for  150  more 
beds,  a  relocated  and  enlarged  kitchen,  the  x-ray 
department,  and  storage.  Added  to  the  present  ca- 
pacity of  260  beds  and  55  bassinets,  this  will  bring 
the  hospital's  capacity  up  to  410  beds  and  55  bassi- 
nets, and  make  possible  the  training  of  more  medi- 
cal students  and  student  nurses.  Architects  estimate 
that  about  five  months  will  be  required  to  make 
alterations  in  the  basic  plans  and  complete  the 
working  blueprints.  The  building  is  expected  to  be 
ready  for  occupancy  within  eighteen  to  twenty-four 
months  after  construction  is  started. 
*     *     *     * 

Dr.  J.  Robert  Andrews,  former  director  of  radiol- 
ogy at  the  Good  Samaritan  Hospital,  West  Palm 
Beach,  Florida,  has  been  named  visiting  professor 
of  radiology  and  director  of  the  department  of 
radiology  at  the  Bowman  Gray  School  of  Medicine, 
and  began  his  duties  there  on  January  9.  He  is  a 
graduate  of  Brown  University  and  of  the  medical 
school  of  Western  Reserve  University,  and  holds  a 
D.  Sc.  degree  from  the  University  of  Pennsylvania. 

$       $       $       $ 

Dr.  Richard  T.  Myers  of  Winston-Salem  began 
his  duties  as  instructor  in  surgery  at  Bowman  Gray 
School  on  January  1.  He  is  a  graduate  of  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  and  will 
maintain  offices  for  the  private  practice  of  surgery 
in  the  Private  Diagnostic  Clinic. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Morehead  City  Hos- 
pital on  December  12.  This  was  a  dinner  meeting, 
the  hospital  acting  as  host. 

The  topics  discussed  were:  (1)  the  hospital  death 
rate,  (2)  the  importance  of  securing  autopsies,  and 
(3)  the  school  health  tonsil  clinics  recently  estab- 
lished under  an  appropriation  made  by  the  last 
legislature  for  the  correction  of  physical  defects  in 
underprivileged  school  children.  The  school  program 
in  Carteret  County  seems  to  be  working  to  the  en- 
tire satisfaction  of  the  medical  society,  the  health 
department,  and  the  school  system. 

At  the  conclusion  of  the  program  the  society 
elected  officers  for  the  coming  year.  Dr.  S.  W. 
Hatcher  of  Morehead  City  succeeds  Dr.  F.  E.  Hyde 
of  Beaufort  as  president,  and  Dr.  C.  S.  Maxwell  of 
Beaufort  succeeds  Dr.  S.  W.  Hatcher  as  secretary. 
Reported  by  N.  Thomas  Ennett,  M.D. 
Corresponding  Secretary 


Forsyth  County  Medical  Society 

At  a  dinner  meeting  of  the  Forsyth  County  Medi- 
cal Society,  held  in  Winston-Salem  on  December  13, 
Dr.  George  W.  James  of  Winston-Salem  spoke  on 
"Drug  Eruptions." 


Iredell-Alexander  County  Medical 
Society 

At  the  annual  meeting  of  the  Iredell-Alexander 
County  Medical  Society,  held  on  December  13,  the 
following  officers  were  elected: 

President — Dr.  David  L.  Pressly,  Statesville 

Vice  president — Dr.  Creighton  Wrenn,  Mooresville 

Secretary-treasurer — Dr.  Ernest  Ward,  Statesville 

The  delegate  from  Iredell  County  will  be  Dr.  J.  S. 

Holbrook  of  Statesville,  and  the  alternate  Dr.  L.  B. 

Skeen   of  Mooresville.   From  Alexander  County  the 

delegate  will  be  Dr.  Roy  C.  Tatum,  and  the  alternate 

Dr.  John  D.  Powell.  The  local  dues  were  increased 

from  $2.00  to  $5.00  per  year. 

The  following  doctors  were  elected  to  membership 
in  the  society: 

Dr.   William   Groover   Skipper,   Statesville 

Dr.  James  Bernice  Aycock,  Statesville 

Dr.  Vernon  L.  Eley,  Hiddenite 

Dr.  Thomas  Ray  Griffin,  Troutman 

Dr.  Joseph  McMurray  Hester,  Statesville 


Edgecombe-Nash  Counties  Medical 
Society 

The  Edgecombe-Nash  Counties  Medical  Society 
held  a  business  meeting  in  Rocky  Mount  on  Decem- 
ber 14,  for  the  purpose  of  revising  the  constitution 
and  electing-  officers. 


Union  County  Medical  Society 

At  the  regular  monthly  meeting  of  the  Union 
County  Medical  Society,  held  in  Monroe  on  Monday, 
December  12,  the  following  officers  were  elected 
for  the  ensuing  year: 

President — Dr.  J.  H.  Neese,  Monroe 
First  vice  president — Dr.  R.  B.  Dalv,  Waxhaw 
Second  vice  president — Dr.  W.  H.  Phifer,  Monroe 
Secretary  and  treasurer — Dr.  Clem  Ham,  Monroe 
Dr.  J.  P.  U.  McLeod  was  elected  as  delegate  to 
the  State  Medical  Society,  and  Dr.  J.  H.  Neese  as 
alternate  delegate. 


Wake  County  Medical  Society 

Dr.  George  F.  Lull,  secretary  and  general  man- 
ager of  the  American  Medical  Association,  was 
guest  speaker  at  the  annual  banquet  of  the  Wake 
County  Medical  Society,  held  in  Raleigh  on  De- 
cember 22.  His  subject  was  "Modern  Trends  in 
American   Medicine." 

Dr.  John  S.  Rhodes  of  Raleigh  was  elected  presi- 
dent of  the  society  for  1950,  succeeding  Dr.  A.  G. 
Crumpler  of  Fuquay  Springs.  Other  officers  elected 
were  Dr.  Oscar  S.  Goodwin,  first  vice  president; 
Dr.  James  Wright,  second  vice  president;  Dr.  Lee 
H.  Sanders,  secretary;  and  Dr.  William  A.  Withers, 
treasurer.  Dr.  A.  G.  Crumpler,  Dr.  P.  G.  Fox,  and 
Dr.  Chauncey  L.  Royster  were  elected  delegates  to 
the  State  Medical  Society.  Alternate  delegates  are 
Dr.  J.  J.  Combs,  Dr.  Hugh  McManus,  and  Dr.  E.  N. 
Pleasants. 

A  gift  was  presented  to  Dr.  W.  Howard  Wilson, 
retiring  secretary-treasurer. 


The  National  Society  for  Crippled 
Children  and  Adults 

The  problems  and  outlook  for  the  nation's  28,- 
000.000  handicapped  were  discussed  by  outstanding 
national  authorities  at  the  annual  convention  of  the 
National  Society  for  Crippled  Children  and  Adults 
at  the  Commodore  Hotel  in  New  York,  November 
7-10.  Among  the  speakers  was  Dr.  Leslie  B.  Hoh- 
man,  professor  of  neuropsychiatry  at.  the  Duke  Uni- 
versity School  of  Medicine. 
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Regional  Conference  on  Pediatric 
Education 

A  Southeastern  Region  Pediatric  Education  Meet- 
ing will  be  held  in  Winston-Salem  on  January  27. 
Dr.  Robert  B.  Lawson,  associate  professor  of  pedi- 
atrics at  the  Bowman  Gray  School  of  Medicine,  will 
serve  as  regional  chairman.  The  meeting  is  one  of 
several  regional  meetings  planned  for  follow-up 
study  of  the  report  on  a  nationwide  survey  made  by 
the  committee  for  the  study  of  child  health  services 
of  the  American  Academy  of  Pediatrics. 

District  and  state  chairmen  and  chiefs  of  pedi- 
atric departments  have  been  invited  to  attend  the 
meeting.  Previous  conferences  of  this  kind  were 
held  in  Detroit,  San  Francisco,  New  York  and  Phila- 
delphia. Round  table  discussions  centered  around 
the  findings  of  the  Study  of  Pediatric  Education, 
the  financial  problem  of  supporting  pediatric  educa- 
tion, the  development  of  a  score  sheet  or  form  suit- 
able for  continued  evaluation  of  pediatric  depart- 
ments, and  the  advisability  of  future  meetings. 


Southeastern  Surgical  Congress 
Postgraduate  Assembly 

The  eighteenth  annual  Postgraduate  Surgical  As- 
sembly of  the  Southeastern  Surgical  Congress  will 
be  held  at  the  Shoreham  Hotel  in  Washington, 
March  6-9.  Among  the  fortv-one  guest  speakers  are 
Dr.  Bayard  Carter  of  Durham  and  Dr.  A.  T.  Miller, 
Jr.,  of  Chapel  Hill. 

Those  interested  in  more  information  about  the 
assembly  should  write  Dr.  B.  T.  Beasley,  701  Hurt 
Building,  Atlanta  3,  Georgia.  Hotel  reservations 
should  be  obtained  from  the  Manager  of  the  Shore- 
ham  Hotel. 


Cancer  Seminar 

North  Carolina  physicians  and  surgeons  have 
been  invited  to  attend  a  three-day  seminar  on  can- 
cer which  will  be  held  at  the  Medical  College  of 
Alabama  in  Birmingham  on  February  21,  22,  and  23. 
It  will  be  conducted  by  at  least  ten  specialists  wide- 
ly recognized  for  their  work  in  their  various  fields 
and  will  give  doctors  the  opportunity  of  hearing 
comprehensive  expositions  of  the  most  modern  and 
effective  methods  of  cancer  detection,  diagnosis  and 
treatment.  The  seminar  is  being  sponsored  jointly 
by  the  Medical  Association  of  Alabama,  the  Jeffer- 
son County  Medical  Society,  the  Extension  Division 
of  the  University  of  Alabama  and  the  Alabama  Di- 
vision of  the  American  Cancer  Society. 
There  will  be  no  registration  fee. 
Dr.  Karl  F.  Kesmodel  of  Birmingham  is  chairman 
of  the  American  Cancer  Society's  Committee  on 
Arrangements.  Reservations  for  the  seminar  should 
be  made  through  Dr.  Kesmodel  at  his  offices  in  the 
Medical  Arts  Building  in  Birmingham.  Hotel  reser- 
vations, however,  should  be  made  direct  with  the 
headquarters  hotel,  The  Tutwiler,  or  with  Hotel 
Molton  or  Hotel  Redmont,  which  are  nearby. 
The  complete  program  follows: 

Tuesday,  February  21 
11:00  to  12:00  Cancer  of  the  Pharynx,  Hypopharynx 
and  Larynx — Dr.  Louis  H.  Clerf,  Jef- 
ferson  Medical   School,   Philadelphia 
2:00  to    3:30  Cancer    of    the     Breast  —  Dr.    Frank 
Adair,  Memorial  Hospital,  New  York 
3:30  to    5:00  Cancer  of  the   Mouth— Dr.   Oliver   S. 
Moore,  Memorial  Hospital,  New  York 
7:00  p.m.         Dinner— Hotel  Tutwiler 
8:30  p.m.         Address  —  Dr.    Charles    S.    Cameron, 
Jr.,   Medical   and    Scientific   Director, 
the   American    Cancer    Society,     New 
York 


12:30 
3:30 


Wednesday,   February   22 
11:00  to  12:30..Cancer  of  the  Female  Genital  Organs 

— Dr.  A.  N.  Arneson,  Department  of 
Gynecology,  Bernard  Skin  &  Cancer 
Hospital,  St.  Louis 

1:45  Cancer  of  the  Lung — Dr.  William  F. 
Reinhoff,  Johns  Hopkins,  Baltimore 

5:00  Cancer  of  the  Colon  and  Rectum — 
Dr.  Harry  Bacon  and /or  Dr.  Lloyd 
F.  Sherman,  Temple  University  Hos- 
pital and  Medical  School,  Philadel- 
phia 
8:00  to  9:30  Lymphoblastomas — Dr.  Sidney  Far- 
ber,  The  Children's  Hospital,  Boston 
Thursday,  February  23 
11:00  to  12:30  Radiation  Therapy  of  Cancer  of  the 
Pharynx  and  Larynx — Dr.  Ralph  W. 
Caulk,  Garfield  Memorial  Hospital, 
Washington 

3:00  Cancer  of  the  Stomach  — Dr.  Alex- 
ander Brunschwig,  Memorial  Hos- 
pital, New  York 

5:00  Radiation  Therapv  of  Lymphoblasto- 
mas—Dr.  Ralph  W.  Caulk,  Garfield 
Memorial  Hospital,  Washington 


2:00 
3:30 


to 


to 


Georgia  Society  of  Ophthalmology  and 
Otolaryngology 

The  Georgia  Society  of  Ophthalmology  and  Oto- 
laryngology will  hold  its  annual  meeting  at  the 
General  Oglethorpe  Hotel  in  Savannah,  March  3-4, 
1950. 

Members  and  guests  are  invited  to  make  their 
reservations  directly  with  the  hotel.  Registration 
fee  for  the  lectures' is  $20.00. 


Resolution  Passed  by  the  Southern 
Medical  Association 

The  Council  of  the  Southern  Medical  Association, 
the  executive  body  of  the  Association,  composed  of 
one  physician  from  each  of  the  seventeen  states  from 
which  the  Association  draws  its  membership,  in  an- 
nual session  assembled  at  Cincinnati,  Ohio,  Novem- 
ber 14-17,  1949,  under  the  sponsorship  of  the  Camp- 
bell-Kenton County  Medical  Society  of  Northern 
Kentucky,  unanimously  passed  the  following  reso- 
lution : 

WHEREAS,  the  proposed  health  plan  of  President 
Truman,  if  enacted,  would  give  the  people  of  the 
United  States  an  inferior  quality  of  medical  care, 
and 

WHEREAS,  similar  plans  have  failed  in  many 
other  countries,  and 

WHEREAS,  we  believe  that  an  extension  of  vol- 
untary health  insm-ance  will  give  the  people  a  much 
more  satisfactory  method   of  protection, 

THEREFORE*  BE  IT  RESOLVED,  that  the 
Southern  Medical  Association,  the  second  largest 
group  of  physicians  in  the  United  States,  go  on 
record  at  this  forty-third  annual  session  as  being 
opposed  to  any  form  of  compulsory  health  insurance. 


S-W   Research    Institute   Promotes    Dr.    Dennis 

Dr.  E.  Westervelt  Dennis,  formerly  associate  di- 
rector, has  been  appointed  director  of  the  biological 
division  of  the  Sterling-Winthrop  Research  Insti- 
tute, a  division  of  Sterling-  Drugs,  Inc.  He  succeeds 
Dr.  Lloyd  Millei,  who  is  leaving  the  Institute  to 
become  director  of  Revision  of  the  United  States 
Pharmacopoeia. 
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American  Board  of  Obstetrics  and 
Gynecology 

Residency   Training   Requirements 

The  American  Board  of  Obstetrics  and  Gynecol- 
ogy has  not  made  nor  is  it  contemplating  any 
changes  in  its  residency  training  requirements,  de- 
spite rumors  of  an  increase  in  training  years.  Eli- 
gibility requirements  remain  the  same  —  namely, 
three  years  of  acceptable  formal  training,  followed 
by  at  "least  two  years  of  post-training  practice  in 
the  specialty. 

Hospitals  are  inspected  and  approved  for  training 
jointly  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association  and 
this  Board.  Approvals  are  granted  for  training 
periods  of  one,  two  and  three  years  depending  on 
the  available  facilities  and  the  findings  of  the  sur- 
vey inspections. 

This  Board  has  no  objection  to  residency  services 
being  arranged  by  hospitals  for  periods  longer  than 
three  years,  unless  this  dilutes  the  candidate's 
clinical  training  opportunities  too  much  during  the 
first  three  years.  However,  the  Board  does  not  ac- 
cept a  fourth  year,  or  more,  of  residency  training 
as  a  substitute  for  any  part  of  the  required  two 
years  of  post-training  practice. 

The  importance  of  post-training  practice  in  the 
specialty  is  emphasized  as  an  opportunity  for  ma- 
turing of  the  candidate  and  for  colleague  appraisal 
of  a  man's  ability  when  working  on  his  own  re- 
sponsibility in  his  chosen  community.  The  only  ex- 
ception to  this  ruling  is  in  the  case  of  men  advanc- 
ing from  their  training  into  full-time  teaching  po- 
sitions. These  men  then  must  complete  at  least  two 
years  in  such  positions. 

Copies  of  the  Bulletin  of  this  Board,  outlining  the 
above  requirements  in  more  detail,  are  available  to 
hospital  administrators  or  to  candidates,  upon  ap- 
plication. 

Paul  Titus.  M.D.,  Secretary, 

American  Board  of  Obstetrics  and  Gynecology, 

1015  Highland  Building, 

Pittsburgh  6,  Pennsylvania. 
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American  Board  of  Ophthalmology 

Candidates  for  the  certificate  of  the  American 
Board  of  Ophthalmology  are  accepted  for  examina- 
tion on  the  evidence  of  a  written  qualifying  test. 
These  tests  are  held  annually  in  various  parts  of 
the  United  States. 

Applications  are  now  being  accepted  for  the  1951 
written  test.  They  will  be  considered  in  order  of  re- 
ceipt until  the  quota  is  filled. 

Practical  Examinations  for  Acceptable 
Candidates   1950 

Boston    May    22-26 

Chicago   October  2-6 

West   Coast   January,   1951 


A  new  directory  of  all  diplomates  to  date,  ar- 
ranged alphabetically  and  geographically,  will  be 
published  early  in  1950.  No  biographical  material 
will  be  included. 

Important:  Diplomates  are  urged  to  keep  the 
Board  office  informed  of  all  changes  of  address. 

Officers  for  1950 

Chairman Dr.  Algernon  B.  Reese 

Vice  Chairman Dr.  John  H.  Dunnington 

Secretary-Treasurer  Dr.  Edwin  B.  Dunphy 

Executive  Office — Cape  Cottage,  Maine 
(BULLETIN    BOARD    CONTINUED    ON    TAGE    -18) 


Blakiston's  New  Gould  Medical  Dictionary. 

Edited  by  Harold  Wellington  Jones,  M.D., 
Normand  L.  Hoerr,  M.D.,  and  Arthur  Osol, 
Ph.D.  1294  pages  with  252  illustrations  on 
45  plates.  129  in  color.  Price,  $8.50.  Phila- 
delphia:  The   Blakiston   Company,   1949. 

In  the  preparation  of  this  volume  the  editors 
have  enlisted  the  services  of  an  editorial  board  and 
eighty  contributors  to  revise  completely  this  stand- 
ard work.  It  is  in  effect  an  entirely  new  volume, 
covering  terms  used  not  only  in  medicine  but  in  the 
allied  sciences  of  dentistry,  pharmacy,  nursing,  vet- 
erinary medicine,  and  the  basic  sciences. 

The  format  is  well  arranged  for  easy  reference. 
The  word  to  be  discussed  is  printed  in  boldface  type 
with  the  syllables  and  accents  clearly  indicated. 
The  derivation  and  the  pronunciation,  by  a  syllabic 
rather  than  a  phonetic  method,  are  given.  Trade 
names  are  indicated  in  many  instances.  Proper 
names  of  important  personages  in  medical  history, 
after  whom  physical  signs,  diseases  or  operations 
are  named,  are  included.  Many  abbreviations  are 
found,  listed  alphabetically  as  they  occur. 

In  the  center  of  the  book  are  forty-five  plates, 
manv  in  color,  illustrating  anatomic  features,  the 
develoDment  of  the  body,  human  blood  cells,  para- 
sites, bacteria,  certain  surgical  procedures,  and  so 
forth.  Most  of  these  plates  have  been  taken  from 
other  volumes  of  the  same  publisher.  At  the  end 
of  the  book  are  a  number  of  tables  listing  anatomic 
structures,  diet  tables,  enzymes,  and  hormones,  all 
of  which  seem  somewhat  out  of  place  in  a  diction- 
ary; the  tables  of  common  Latin  or  Greek  terms 
and  abbreviations  used  in  prescription  writing 
should  be  useful.  Dosage  tables  for  veterinarv  medi- 
cine and  for  some  drugs  used  in  man  are  given,  as 
well  as  tables  of  weight  and  measures  with  metric 
and  apothecary  equivalents. 

A  completely  revised,  up-to-date  medical  diction- 
ary has  been  badly  needed,  and  this  one  should  fill 
the  need. 


Synopsis  of  Hernia.  By  Alfred  H.  Iason, 
M.D.,  Attending  Surgeon,  Adelphi  Hos- 
pital; Director  of  Surgery,  Brooklyn  Hos- 
nital  for  the  Aged;  Instructor  in  Anatomy, 
New  York  Medical  College.  Illustrations  bv 
Alfred  Feinberg,  Instructor  of  Medical  Il- 
lustration, Department  of  Pathology,  Col- 
lege of  Phvsicians  and  Surgeons,  New  York 
Citv.  500  "pages.  Price,  $6.50.  New  York: 
Grune  &  Stratton,  1949. 

This  book  is  well  titled.  The  author  has  given  in 
500  pages  a  comprehensive,  yet  concise,  display  of 
this  sometimes  confusing   subject. 

The  hernial  entities  are  taken  up  in  sequence  and 
the  essentials  of  definition,  surgical  anatomy,  eti- 
ology, signs,  symptoms,  diagnosis,  differential  diag- 
nosis, and  treatment — both  operative  and  nonoper- 
ative — are  presented  in  orderly  fashion. 

Any  synopsis  may  be  too  brief  in  places  to  suit 
all  readers.  Cooper's  ligament,  hernioplasty,  and 
cutis  grafts  are  not  mentioned,  and  the  treatment 
of  some  other  subjects  freely  discussed  in  current 
surgical  literature  is  so  brief  as  to  yield  little  prac- 
tical information. 

The  book,  however,  is  of  great  value  to  the  gen- 
eral practitioner,  house  officer,  and  surgeon  who 
must  deal  in  a  practical  and  effective  manner  with 
the  treatment  of  this  annoying  and  sometimes  fatal 
condition. 
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Physiology   of   Heat    Regulation    and    The 
Science   of    Clothing — Prepared   at   the   re- 
quest of  the  Division  of  Medical  Sciences, 
National  Research  Council.  Edited  by  L.  H. 
Newburgh,  M.D.,  Professor  of   Clinical  In- 
vestigation, the  Medical  School,  University 
of  Michigan.  457  pages  with  78  figures  and 
38   tables.     Price,    $7.50.     Philadelphia    and 
London:   W.  B.   Saunders  Company,   1949. 
This  book  was  prepared  by  the  members  of  the 
Committee  of  Civilians  created  by  the  Division  of 
Medical  Sciences  of  the  National  Research  Council 
in  order  that  they  might  contribute  toward  the  solu- 
tion of  the  climatic  hazards  to  which  many  of  our 
aviators,  seamen,  and  soldiers  were  being  subjected 
during  the  recent  war. 

The  first  69  pages  are  devoted  to  a  review  of  the 
adaptations  to  climate  made  among  various  non- 
European  peoples  who  have  adapted  themselves  to 
extreme  cold,  to  hot,  dry  atmospheres,  or  to  hot,  wet 
climates.  The  middle  portion  of  the  book  covers  the 
methods  of  investigation  in  the  laboratory,  the 
mechanism  of  temperature  regulation  in  man,  physi- 
ologic investigation  of  adjustments  to  heat  and  cold, 
the  range  of  physiologic  responses  possible  to  cli- 
matic heat  and  cold,  and  indices  ot  comfort.  The 
latter  portion  of  the  book  discusses  the  use  of  cloth- 
ing as  a  thermal  barrier. 

Despite  its  technical  character,  this  reviewer 
found  the  book,  especially  the  first  portion,  quite 
interesting.  The  remainder  of  the  book  is  equally 
well  written  and  is  highly  informative.  It  will  prove 
of  interest  to  anyone  concerned  with  problems  of 
providing  adequate  comfort  for  persons  exposed  to 
extremes  of  temperature.  Because  of  the  informa- 
tion in  the  first  part  of  the  book,  it  will  also  be  of 
considerable  interest  to  the  general  reader.  The 
book  is  further  recommended  to  students  of  physi- 
ology for  its  excellent  handling  of  the  physiology 
of  temperature  regulation. 


Critical  Studies  in  Neurology.  Bv  F.  M.  R. 
Walshe,  M.D.,  F.R.S.  256  pages.  Price, 
$4.50.  Baltimore:  The  Williams  and  Wilkins 
Company,  1948. 

This  monograph  is  a  collection  of  reprints  of 
articles  written  by  the  author  and  published  in 
Brain  during  the  past  five  years.  It  comprises  six 
chapters  dealing  with  controversial  problems  in 
neurology.  The  first  chapter,  entitled  "The  Anatomy 
and  Physiology  of  Cutaneous  Sensibility,"  reviews 
the  work  of  Head,  Trotter  and  Davies,  Lewis,  Wed- 
del,  and  others. 

From  a  thorough  analysis  of  the  studies  outlined 
above,  the  author  concludes  that  there  is  good  sup- 
port for  the  long  established  view  that  there  are 
four  primary  modes  of  cutaneous  sensibility — touch, 
pain,  cold  and  warmth.  The  author  does  not  believe 
that  the  local  sign  in  sensation  is  a  quality  inherent 
in  the  tactile  impulse.  He  believes  instead  that  the 
sensory  system  is  composed  of  units  comparable  in 
many  ways  with  the  "motor  unit"  of  the  efferent 
system.  He  observes  that  a  single  sensory  nerve 
may  supply  several  nerve  endings,  and  that  a  given 
sensory  ending  may  be  supplied  with  several  dif- 
ferent sensory  nerve  fibers.  He  believes  that  local 
signs  depend  upon  the  relative  stimulation  of  dif- 
ferent nerve  endings  within  a  single  area  or  single 
ending.  The  author  also  discusses  disturbances  of 
sensation  such  as  hyperesthesia  and  unusual  painful 
conditions. 

The  second  chapter  is  entitled  "The  Giant  Cells  of 
Betz,  the  Motor  Cortex  and  the  Pyramidal  Tract." 


In  this  section  the  author  indicates  that  the  idea 
that  the  Betz  cell  represents  a  special  category  of 
cortical  neuron  is  open  to  serious  question.  He  pre- 
sents evidence  to  indicate  that  the  giant  cells  of 
Betz,  the  single  giant  cells  and  the  large  pyramidal 
cells  are  all  of  one  group  pathologically  and  physi- 
ologically, and  that  areas  4  and  6  of  the  cortex  can 
not  be  considered  as  separate  entities.  In  consider- 
ing the  physiologic  aspects  of  the  problem,  one 
should  be  concerned  with  the  distribution  of  func- 
tions of  a  cortical  lamina,  rather  than  with  the 
arbitrarily  defined  morphology  of  each  area.  The 
area  of  the  cortex  which  comprises  these  cells  in 
layer  5  is  that  which  should  be  thought  of  as  the 
motor  cortex,  since  it  is  readily  excitable  electrically 
and  areas  of  the  frontal  lobe  anterior  to  this  are 
not.  The  projection  tract  of  this  cortex  is  the  pyra- 
midal tract,  together  with  the  shorter  cortical  fibers 
passing  to  the  brain  stem.  Fiber  counts  of  the  pyra- 
midal tract  and  the  cells  of  the  cortex  lend  further 
support  to  the  view  that  the  Betz  cells  cannot  be 
considered  as  the  sole  source  of  the  pyramidal  tract, 
but  that  many  slowly  conducting  fibers  must  also 
be  included  in  this  grouping. 

Chapter  3  is  entitled  "On  the  Mode  of  Represen- 
tation of  Movements  in  the  Motor  Cortex,  With 
Special  Reference  to  'Convulsions  Beginning  Uni- 
laterally' ".  In  this  chapter  the  author  discusses  the 
question  of  localization  of  discrete  movements  in 
the  motor  cortex  and  indicates  his  belief  that  move- 
ments are  represented  in  the  cortex  in  overlapping 
fields,  the  response  of  a  stimulation  on  a  given  area 
depending  upon  the  state  of  activity  of  the  various 
overlapping  fields  represented  within  that  area  be- 
ing stimulated. 

Chapter  4  is  entitled,  "On  the  Notion  of  the  'Dis- 
crete Movement'  in  Willed  Motion."  In  this  section 
the  author  further  discusses  the  question  of  the 
discrete  localization  of  movement  on  the  motor  cor- 
tex. He  points  out  that  the  results  of  experiments 
involving  stimulation  of  a  discrete  part  of  the  cor- 
tex can  scarcely  be  carried  over  uncritically  to  the 
intact  animal  in  which  one  is  dealing  with  an  or- 
ganized effort  of  a  coordinated  structure  rather 
than  artificial  stimulation  of  one  of  its  parts. 

Chapter  5  is  entitled  "On  the  Role  of  the  Pyra- 
midal System  in  Willed  Movements."  In  this  sec- 
tion the  author  points  out  that,  although  some  in- 
dividuals have  described  certain  types  of  move- 
ments, especially  the  discrete  finer  movements  of 
the  fingers,  as  being  specifically  lost  in  lesions  of 
the  pyramidal  tract,  actually  one  cannot  differen- 
tiate one  type  of  movement  from  another.  Injuries 
of  the  pyramidal  tract  reduce  the  range  of  all  vari- 
eties of  movement,  both  pyramidal  and  extrapyra- 
midal, and  such  a  distinction  between  discrete  move- 
ment and  stereotyped  movement  is  an  artificial  one 
having  no  basis  of  anatomic  and  physiologic  evi- 
dence. It  is  furthermore  pointed  out  that  the  pyra- 
midal tract  itself  has  no  motor  function  whatso- 
ever, but  merely  serves  as  a  pathway  through  which 
are  channeled  activities  initiated  from  the  sensory 
system. 

In  the  final  chapter,  entitled  "The  Integration 
of  Medicine,"  the  author  voices  a  plea  for  a  greater 
attempt  to  integrate  and  correlate  our  available 
knowledge  of  medicine. 

This  monograph  deals  with  a  number  of  contro- 
versial problems  in  neurophysiology,  and  includes 
good  reviews  of  other  material  dealing  with  these 
problems.  It  is  a  book  which  is  important  in  pre- 
senting a  philosophy  of  approach  to  medical  prob- 
lems and  a  careful  study  of  neurophysiologic  prob- 
lems of  basic  theoretical  importance. 
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The  Fulton  County  Medical  Society 

announces 

the  next  annual  meeting  of  the 

Atlanta  Graduate  Medical  Assembly 

FEBRUARY  6,  7,  8, 

1950 

The  following 

doctors  will  speak  at  this  meeting: 

A.  H.  Blakemore 

New  York  Polyclinic 

Porta  caval  shunt 

Alexander  Brunschwig 

N.  Y.  Memorial  Hospital 

Operability  of  cancer 

Meredith  F.  Campbell 

New  York 

Urology 

Louis  K.  Diamond 

Harvard  Medical  School 

Rh  factor 

Arthur  C.  DeGraff 

New  York 

Heart 

Maxwell  Finland 

Harvard  Medical  School 

New  antibiotics 

Richard  H.  Freyberg 

Cornell  University 

Compound  E  in  arthritis 

Chevalier  L.  Jackson 

Philadelphia 

Bronchoscopy 

Herbert  C.  Maier 

N.  Y.  Presbyterian  Hospital 

Chest  surgery 

James  F.  Norton 

Margaret  Hague  Maternity 
Hospital 

Extraperitoneal  caesarean  section 

Eugene  P.  Pendergrass 

Pennsylvania  Hospital 

X-ray 

E.  R.  Pund 

University  of  Georgia 

Smear  diagnosis  of  cancer 

R.  L.  Sanders 

Memphis 

Biliary  and  peptic  ulcer  surgery 

Hugh  R.  Butt 

Mayo  Clinic 

Medical  treatment  of  gallbladder 

Walter  G.  Stuck 

San  Antonio 

Backache 

Donald  H.  Stubbs 

George  Washington  University 

Vascular  and  circulatory  collapse 

Oscar  Swineford 

University  of  Virginia 

Allergy 

Willard  0.  Thompson 

Chicago 

Use  of  estrogens;  obesity 

Richard  W.  TeLinde 

Johns  Hopkins  Hospital 

Cancer  in  situ  (cervix) 

Waltman  Walters 

Blayo  Clinic 

Gallbladder  surgery 

Julius  L.  Wilson 

Tulane  University 

Chest  disease 

Harold  G.  Wolff 

Cornell  University 

Headache 

Clinics  via 

COLOR  TELEVISION.    Not  film  but  live  programs. 

Courtesy,  Smith,  Kline  ant 

I  French 

Meetings  will  be  held  in  the  MUNICIPAL  AUDITORIUM  ANNEX 

▼ 

For  further  information  write 

Mrs.  Stewart  Roberts,  Executive  Secretary,  Atlanta  Graduate  Medical  Assembly, 

768  Juniper  St.,  N.E.,  Atlanta,  Georgia 

A-l  5 
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Diseases  of  the  Heart.  By  Charles  K.  Fried- 
berg,  M.D.,  Associate  Physician,  Mt.   Sinai 
Hospital,  New  York;  Lecturer  in  Medicine, 
Columbia    University.    1081    pages   with   79 
figures.     Price,     $11.50.     Philadelphia     and 
London:   W.   B.  Saunders   Company,   1949. 
This  addition  to  the  books  on  the  heart  is  well 
written,    and    the    sections    read    by    this    reviewer 
seem  to  give  a  clear  description  of  the  clinical  fea- 
tures of  heart  disease.   The  discussion  of  coronary 
heart  disease  is  excellent;  the  picture  of  myocardial 
infarction  is  drawn  vividly,  and  should  be  helpful  in 
fixing  the  condition  in  the  mind  of  the  reader.  It  is 
probable  that  this  book  will  meet  with  a  favorable 
reception,  since  it  is  sound  and  easy  to  read. 


Psychosomatic  Medicine — The   Clinical  Ap- 
plication   of     Psychopathology    to     General 
Medical  Problems.  By  Edward  Weiss,  M.D.. 
Professor  of  Clinical  Medicine,  Temple  Uni- 
versity  Medical    School,    Philadelphia;    and 
0.    Spurgeon    English.    M.D.,    Professor    of 
Psychiatry,     Temple     University     Medical 
School,    Philadelphia.     Ed.   2.     803   pages. 
Price,     $9.50.      Philadelphia     and     London: 
W.  B.  Saunders  Company,  1949. 
Those  who  have  used  the  first  edition  of  Psycho- 
somatic Medicine  will  not  be  surprised  to  know  that 
it  has  been  successful  enough  to  merit  a  complete 
revision.   The   second   edition   is   in   many   ways   an 
improvement  over  the  first.  It  is  better  organized; 
much    new   clinical   material    has    been    added;    and 
there   is   a   new   chapter   on   "Psychosomatic    Diag- 
nosis." The  second  edition,  like  the  first,  maintains 
an   excellent  balance  between  the   psychic   and   the 
somatic  elements  of  disease.  It  can  be  heartily  rec- 
ommended to  all  who  want  to  learn  more  about  one 
of  the  most  important  developments  in  modern  med- 
icine— recognition    of    the    influence    the    emotions 
have  upon  the  body.  It  should  be  of  particular  in- 
terest to   general   practitioners   and   internists,   but 
should  also  be  quite  helpful  to  surgeons  and  other 
specialists. 


Psvchosexual   Development    in    Health    and 
Disease.  Edited  by  Paul  H.  Hoch,  M.D.  and 
Joseph  Zubin,  Ph.D.  283  pages.  Price,  $4.50. 
New  York:  Grune  &  Stratton,  1949. 
This  book  is  a  symposium  comprising  papers  read 
at  the  thirty-eighth  annual  meeting  of  the  American 
Psychopathological   Association.    It    deals    with   the 
problem  of   sexual  behavior  under   normal  and  ab- 
normal conditions  in  human  beings  and  in  animals. 
The  topic  is  discussed  first  from  the  viewpoint  of 
the   biologist   and   the   anthropologist,    second   from 
the  viewpoint  of  the  physician  and  the  psychoana- 
lyst,  and  third  from  the  viewpoint  of  the   sociolo- 
gist. It  is  thus  a  summary  of  sexual  behavior  as  it 
is  observed  in  "normal"  or  unselected  groups  of  the 
population,  as  it  is  observed  in  sick  individuals,  and 
finally  as  it  relates  to  the  needs  of  our  social  sys- 
tem. 

It  becomes  evident  that  there  is  still  a  wide  gap 
between  the  approach  of  the  biologist,  who  is  im- 
pressed by  the  wide  diversity  of  forms  of  sexual 
expression  observed  in  other  cultures  as  well  as  in 
our  own,  and  that  of  the  physician,  who  so  often 
observes  mental  disease  associated  with  sexual  prac- 
tices which  vary  from  the  prescribed  "normal"  of 
our  culture. 

Since  it  provides  an  extremely  valuable  survey 
of  current  thinking  regarding  sexual  behavior  in 
all  its  aspects,  this  book  should  be  extremely  valu- 
able from  the  point  of  view  of  orientation  in  this 
field.  Its  value  from  the  practical  point  of  view  in 
handling  patients  is  extremely  limited. 


The  Eye  and  Its  Diseases — by  Ninety-Two 
International  Authorities.  Edited  by  Con- 
rad Berens,  M.D.,  F.A.C.S.  Ed.  2.  1092 
pages  with  436  figures,  8  in  colors.  Price, 
$16.00.  Philadelphia  and  London:  W.  B. 
Saunders   Company,   1949. 

The  long  awaited  revision  of  Dr.  Berens'  text- 
book on  ophthalmology  is  a  welcome  addition  to  the 
bookshelves  of  all  interested  in  the  eye  and  its  dis- 
eases. The  new  book  is  attractively  made  up  in  a 
more  compact  manner  than  the  previous  edition. 

A  detailed  review  of  a  book  of  such  wide  scope 
is  obviously  impossible.  The  list  of  contributing 
authors  is  impressive,  and  certainly  it  is  both  in- 
teresting and  extremely  useful  to  have  such  a  col- 
lection of  short  monographs  on  many  subjects,  each 
of  them  written  by  a  specialist  in  the  specific  sub- 
ject covered.  If  criticisms  are  to  be  made  of  the 
book,  perhaps  they  should  be  directed  at  the  attempt 
to  be  too  comprehensive.  Coverage  of  some  of  the 
many  subjects  discussed  is  rather  spotty  and  dog- 
matic. Perhaps  some  subjects  might  better  have 
been  omitted  in  order  to  allow  more  complete  cov- 
erage of  more  important  subjects.  Another  possible 
criticism  is  that  the  articles  express  the  individual 
authors'  opinions  rather  than  summarizing  the  pre- 
vailing opinion  of  the  leading  ophthalmologists  of 
the  world. 

This  book  is  a  splendid  addition  to  the  literature 
on  the  eye,  and  is  probably  the  best  single-volume 
text  on  ophthalmology  which  attempts  anything 
more  than  a  very  elementary  presentation  of  the 
subject. 


FOR    PATIENTS   WITH 

ALCOHOLIC 
PROBLEMS 

T'he  Baltimore  Clinic 

A  non-institutional  arrange- 
ment in  Baltimore,  Maryland, 
for  the  individual  psycholog- 
ical rehabilitation  of  a  limited 
number  of  selected  voluntary 
patients  with  ALCOHOL  prob- 
lems— both  male  and  female — 
under  the  psychiatric  direction 
of  Robert  V.  Seliger,  M.D., 
Fellow  of  the  American  Psy- 
chiatric Association. 

City  office: 

2030  Park  Ave.     Baltimore  17,  Md. 
Telephone:  LAFAYETTE  1200 
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National  Gastroenterological 
Association  1950  Award  Contest 

The  National  Gastroenterological  Association 
again  takes  pleasure  in  announcing  its  Annual  Cash 
Prize  Award  Contest  for  1950.  One  hundred  dollars 
and  a  Certificate  of  Merit  will  be  given  for  the  best 
unpublished  contribution  on  gastroenterology  or  al- 
lied subjects.  Certificates  will  also  be  awarded  those 
physicians  whose  contributions  are  deemed  worthy. 

Contestants  residing  in  the  United  States  must 
be  members  of  the  American  Medical  Association. 
Those  residing  in  foreign  countries  must  be  mem- 
bers of  a  similar  organization  in  their  own  country. 
The  winning  contribution  will  be  selected  by  a  board 
of  impartial  judges  and  the  award  is  to  be  made  at 
the  Annual  Convention  Banquet  of  the  National 
Gastroenterological  Association  in  October  of  1950. 
The  Association  reserves  the  exclusive  right  of  pub- 
lishing the  winning  contribution,  and  those  receiv- 
ing Certificates  of  Merit,  in  its  official  publication, 
The  Review  of  Gastroenterology. 

All  entries  for  the  1950  prize  should  be  limited 
to  5,000  words,  be  typewritten  in  English,  prepared 
in  manuscript  form,  submitted  in  five  copies  accom- 
panied by  an  entry  letter,  and  must  be  received  not 
later  than  June  1,  1950.  Entries  should  be  addressed 
to  the  National  Gastroenterological  Association, 
1819  Broadway,  New  York  23,  N.  Y. 


The  American  Society  for  the  Study 
of  Sterility 

The  American  Society  for  the  Study  of  Sterility 
is  offering  an  annual  award  of  $1,000,  known  as 
the  Ortho  Award,  for  an  essay  on  the  result  of 
some  clinical  or  laboratory  research  pertinent  to  the 
field  of  sterility.  Competition  is  open  to  those  who 
are  in  clinical  practice  as  well  as  to  individuals 
whose  work  is  restricted  to  research  in  basic  fields 
or  full  time  teaching  positions.  The  prize  essay 
will  appear  on  the  program  of  the  next  annual 
meeting  of  the  American  Society  for  the  Study  of 
Sterility,  which  is  to  be  held  at  the  Sir  Francis 
Drake  Hotel  in  San  Francisco  on  June  24  and  25, 
1950. 

Full  particulars  may  lie  obtained  from  the  Sec- 
retary, Dr.  Walter  W.  Williams,  20  Magnolia  Ter- 
race, Springfield,  Massachusetts.  Essays  must  be  in 
his  hands  by  April  1,  1950. 


News  Notes  from  the  Office  of  the 
Surgeon  General 

Major  General  Harry  G.  Armstrong  was  sworn  in 
as  Surgeon  General  of  the  U.  S.  Air  Force  Medical 
Service  on  December  9.  General  Armstrong  suc- 
ceeds Major  General  Malcolm  C.  Grow,  who  retired 
on  November  30. 


Veterans  Administration 

Veterans  Administration  recently  announced  that 
a  Field  Operations  Service  will  be  established  in  the 
Department  of  Medicine  and  Surgery  and  that  Dr. 
Robert  C.  Cook,  former  Deputy  Medical  Director, 
will  return  to  Central  Office  January  22,  1950,  to 
become  Assistant  Chief  Medical  Director  in  charge 
of  the  new  service. 

The  Field  Operations  Service  as  presently  con- 
templated will  comprise  three  divisions — Field  Liai- 
son, Hospital  Requirements  and  Equipment,  and 
Hospital  Administration. 


United  States  Atomic  Energy 
Commission 

AEC   to   Sponsor   Training   Courses   in   Medical 
Hazards  of  Atomic  Warfare 

The  U.  S.  Atomic  Energy  Commission,  in  cooper- 
ation with  the  National  Security  Resources  Board 
and  the  General  Services  Administration,  will  spon- 
sor a  series  of  one-week  "teacher  training"  courses 
in  the  medical  hazards  of  atomic  warfare  for  se- 
lected representatives  of  the  medical  profession. 

The  first  of  the  courses  will  be  held  in  March  at 
the  Argonne  National  Laboratory,  Chicago,  Illinois; 
the  Atomic  Energy  Project,  University  of  Rochester, 
Rochester,  New  York,  and  Western  Reserve  Univer- 
sity School  of  Medicine,  Cleveland,  Ohio.  Later  in 
the  spring,  courses  will  be  offered  at  the  Atomic 
Energy  Project,  University  of  California  at  Los 
Angeles,  California;  the  University  of  Utah  School 
of  Medicine,  Salt  Lake  City,  Utah;  the  University 
of  Alabama  School  of  Medicine,  Birmingham,  Ala- 
bama, and  Johns  Hopkins  School  of  Medicine,  Balti- 
more, Maryland. 

The  basic  purpose  of  the  courses  is  to  provide  in- 
formation and  materials  to  selected  members  of  the 
medical  profession  who  in  turn  will  instruct  physi- 
cians, dentists  and  nurses  in  local  areas  as  part  of 
state  and  municipal  civil  defense  programs.  Those 
attending  the  AEC-sponsored  courses  will  be  repre- 
sentatives of  state  medical  societies,  accredited 
medical  schools,  and  state  and  large  city  govern- 
ments. Invitations  to  nominate  representatives  to 
the  courses  will  be  issued  by  the  NSRB.  The  quali- 
fication requirements  which  trainees  must  meet  will 
be  set  jointly  by  the  NSRB,  the  AEC  and  the  GSA. 


Federal  Security  Agency 

Supplement  23  of  The  Journal  of  Venereal  Dis- 
ease Information,  "The  Diagnosis  of  Syphilis  by  the 
General  Practitioner,"  is  Dr.  Joseph  Earle  Moore's 
revision  of  his  useful  booklet  originally  published 
in  1938  as  Supplement  5. 

This  edition  has  been  almost  doubled  in  content 
by  the  addition  of  a  completely  new  section  on  the 
interpretation  of  laboratory  tests  for  syphilis.  The 
helpful  charts  of  "suspicion  arousers"  are  again  a 
feature  of  the  section  on  clinical  diagnosis. 

Copies  of  Supplement  23  can  be  purchased  from 
the  Superintendent  of  Documents,  U.  S.  Government 
Printing  Office,  Washington  25,  D.  C,  for  25  cents 
each.  A  discount  of  25  per  cent  is  allowed  on  orders 
of  100  or  more  consigned  to  one  address. 


Classified  Advertisements 


ELECTROCARDIOGRAM   FOR   SALE 
FOR     SALE:      1941     model     "Simpli-Trol" 
Cambridge       Electrocardiogram.       Excellent 
Condition.  $300.00. 

Address  "GH" 

P.  O.  Box  456 

Winston-Salem,  N.  C. 


LOCUM  TENENS  WANTED 
Locum  tenens  wanted  for  general  practice: 
February  1  -  22,  1950.  Remuneration  $75 
weekly  and  50%  of  receipts.  Write  to  Norman 
M.  Hornstein,  M.D.,  Buxton,  Cape  Hatteras, 
North   Carolina. 
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PANEL  DISCUSSION  ON  CONGESTIVE  HEART  FAILURE 


THE  MECHANISM  OF  HEART 
FAILURE* 

A.  T.  Miller,  Jr. 
Chapel  Hill 

The  heart  is  a  muscular  pump,  and  the 
term  "heart  failure"  indicates  a  condition 
in  which  the  pumping  action  of  the  heart 
fails  to  maintain  an  adequate  circulation  of 
blood.  It  is  thus  distinguished  from  such  con- 
ditions as  shock,  in  which  the  circulation  is 
inadequate  through  no  fault  of  the  heart. 
Heart  failure  may  be  acute,  as  in  massive 
cardiac  infarction,  or  chronic,  as  in  conges- 
tive failure.  There  are  certain  important 
hemodynamic  differences  between  the  two 
types  of  failure,  and  the  present  discussion 
is  concerned  primarily  with  chronic  conges- 
tive failure  of  the  heart. 

Classically,  the  patient  with  congestive 
heart  failure  presents  a  picture  of  inadequate 
cardiac  output,  dilatation  of  one  or  both  ven- 
tricles, pulmonary  congestion  and  dyspnea, 
systemic  venous  congestion  with  or  without 
a  rise  in  venous  pressure,  a  variable  degree 
of  renal  insufficiency,  and  edema.  An  analy- 
sis of  the  mechanism  of  heart  failure  must 
attempt  to  explain  the  mode  of  production 
of  these  abnormalities,  and  to  distinguish 
cause  and  effect  when  possible. 

Principles  Governing  Cardiac  Output  in  Man 
It  is  well  to  begin  by  considering  the  ba- 
sic principles  which  govern  the  cardiac  out- 
put in  man.  The  classic  researches  of  Star- 
ling(1)  have  dominated  both  physiologic  and 
clinical  thinking  on  this  topic  for  more  than 
thirty  years,  and  only  recently  has  their  ap- 
plicability to  man  been  seriously  questioned. 


Presented  before  the  Section  on  the  Practice  of  Medicine. 
Medical  Society  of  the  State  of  North  Carolina,  Pinehurst, 
May  11,   1949. 

*  From  the  Department  of  Physiology,  School  of  Medicine, 
and  Laboratory  of  Applied  Physiology,  University  of  North 
Carolina,  Chapel  Hill. 

1.    Patterson,   S.  W.,  Piper,   H.,   and  Starling.  E.:  The  Regu- 
lation  of  the  Heart  Beat.   J.   Physiol.   -18:465-513,    1914. 


It  will  be  recalled  that  Starling,  as  a  result 
of  his  experiments  on  the  heart-lung  prep- 
aration, emphasized  the  effect  of  venous  in- 
flow on  the  cardiac  output.  The  greatest 
stroke  volume  was  obtained  by  increasing 
the  venous  inflow  until  the  atrial  pressure 
was  moderately  elevated. 

On  the  basis  of  this  finding,  it  has  been 
assumed  that  an  increase  in  stroke  volume  in 
man  requires  distention  of  the  ventricle  by 
an  increased  atrial  filling  pressure.  This  as- 
sumption is  not  borne  out  by  clinical  ob- 
servations in  conditions  such  as  anemia,  thy- 
rotoxicosis, arteriovenous  fistula,  and  anx- 
iety, in  which  the  resting  cardiac  output  is 
elevated,  while  the  right  atrial  pressure  is 
normal  unless  cardiac  failure  is  present'2'. 
The  maximal  output  of  the  heart  in  the  heart- 
lung  preparation  is  below  the  normal  output 
for  the  unanesthetized  animal ;  therefore  it 
would  appear  that  the  level  of  the  right  atrial 
or  venous  pressure  influences  the  cardiac 
output  only  in  the  heart-lung  preparation 
and  in  patients  with  a  low  blood  volume. 
Stead  and  Warren'2 '  have  suggested  that  the 
output  of  the  heart,  in  the  presence  of  an 
adequate  blood  volume,  may  be  controlled 
primarily  by  reflex  stimuli  acting  directly 
on  the  ventricles  and  increasing  the  diastolic 
volume  and  stroke  volume  independently  of 
changes  in  atrial  pressure. 

Sequence  of  Events  in  Congestive  Failure 
Inadequate  cardiac  output 

It  may  be  assumed  that  the  first  step  in 
the  sequence  of  events  leading  to  congestive 
failure  is  that  the  cardiac  output  becomes 
inadequate  to  meet  the  circulatory  require- 
ments of  the  body — at  first  during  activity, 
and  later  under  resting  conditions  as  well. 
The  cardiac  output  may  be  low  as  a  result 

2.  Stead,  E.  A.,  Jr.  and  Warren,  J.  V.:  Cardiac  Output  in 
Man ;  Analysis  of  Mechanisms  Varying  Cardiac  Output 
Based  on  Recent  Clinical  Studies,  Arch.  Int.  Med.  80:237- 
248   (Aug.)   1947. 


50 


NORTH   CAROLINA   MEDICAL  JOURNAL 


February,   1950 


of  weakness  of  the  myocardium,  or  it  may 
be  within  the  normal  range  and  yet  be  in- 
adequate because  of  excessive  requirements, 
as  in  anemia. 

The  basic  cause  of  myocardial  failure  is 
still  uncertain.  A  great  variety  of  agents  may 
induce  acute  failure  in  the  heart-lung  prep- 
aration, and  in  fact  spontaneous  failure  usu- 
ally occurs  in  five  to  eight  hours.  In  experi- 
ments on  the  normal  hearts  of  animals  with 
intact  circulation,  however,  localized  injury 
of  the  heart  muscle,  even  though  extensive, 
may  only  occasionally  produce  failure'31.  In 
contrast,  generalized  myocardial  damage 
produced  by  embolization  of  the  coronary 
vessels  with  starch  granules  consistently  re- 
sults in  acute  congestive  heart  failure,3a).  It 
seems  that  heart  failure  may  be  associated 
with  myocardial  changes  which  functionally 
incapacitate  all  or  more  of  the  muscle,  even 
though  the  morphologically  evident  damage 
may  be  slight. 

In  the  normal  heart,  the  stroke  volume  is 
increased  by  ventricular  dilatation.  Within 
certain  limits,  the  greater  length  of  the 
muscle  fibers  results  in  greater  contractile 
force,  and  at  the  same  time  increases  the 
oxygen  requirement  of  the  myocardium. 
When  fatigue  or  weakness  of  the  heart  mus- 
cle is  present,  dilatation  is  necessary  to 
maintain  adequate  contractile  force.  Even- 
tually the  ventricles  dilate  beyond  the  opti- 
mal limits,  the  work  output  falls  off,  and 
progressive  failure  ensues.  Since  the  oxygen 
consumption  of  the  heart  increases  with  dila- 
tation, the  mechanical  efficiency  of  the  fail- 
ing heart  is  low.  A  real  insight  into  the  na- 
ture of  myocardial  failure  must  await  a 
better  understanding  of  the  metabolism  of 
heart  muscle. 

Retention  of  sodium 

When  the  cardiac  output  is  inadequate, 
there  is  a  decrease  in  both  the  absolute  and 
the  relative  amount  of  blood  flowing  through 
the  kidney'41.  The  relative  decrease  is  a  part 

3.  (a)  Roos.  A.  and  Smith,  J.  R.:  Production  of  Experi- 
mental Heart  Failure  in  Dogs  with  Intact  Circulation. 
Am.  J.  Physiol.  153:558-661  (June)  1948.  (b)  Starr.  I., 
Jeffers.  W.  A.  and  Meade.  R.  H.,  Jr.:  Absence  of  Con- 
spicuous Increments  of  Venous  Pressure  after  Severe  Dam- 
age to  Right  Ventricle  of  Dog,  with  Discussion  of  Relation 
between  Clinical  Congestive  Failure  and  Heart  Disease. 
Am.   Heart  J.    26:291-301    (Sept.)    1943. 

4.  (a)  Merrill,  A.  J. :  Mechanisms  of  Salt  and  Water  Reten- 
tion in  Heart  Failure.  Am.  J.  Med.  6:357-367  (March) 
1949.  (b)  Sinclair-Smith,  B.,  Kattus,  A.  A.,  Genest,  J.  and 
Newman,  E.  V. :  The  Renal  Mechanism  of  Electrolyte  Ex- 
cretion and  the  Metabolic  Balances  of  Electrolytes  and 
Nitrogen  in  Congestive  Heart  Failure:  Effects  of  Exercise, 
Rest,  and  Aminophvllin,  Bull.  Johns  Hopkins  Hosp.  84: 
369-394    (April)    1949. 


of  the  body's  attempt  to  safeguard  the  sup- 
ply of  blood  to  the  heart  and  brain  by  di- 
verting blood  from  other  regions.  The  same 
diversion  of  blood  from  the  kidney  results 
from  exercise'5',  and  it  is  obvious  that  exer- 
cise and  inadequate  cardiac  output  would 
have  additive  effects  on  renal  blood  flow. 
The  glomerular  filtration  rate  decreases  less 
rapidly  than  does  the  renal  blood  flow  in 
these  conditions,  because  the  filtration  frac- 
tion is  increased  by  constriction  of  the  effer- 
ent arterioles  of  the  kidney;  eventually, 
however,  it  too  begins  to  fall.  Recent  ex- 
periments'41" have  demonstrated  that,  even 
when  the  glomerular  filtration  rate  is  nor- 
mal, both  exercise  and  a  lowered  cardiac  out- 
put are  associated  with  a  retention  of  so- 
dium, because  tubular  reabsorption  of  fil- 
tered sodium  is  increased.  The  sodium  reten- 
tion is,  of  course,  still  more  marked  when 
the  amount  of  sodium  filtered  in  the  glom- 
eruli is  reduced. 

The  mechanism  responsible  for  the  in- 
creased tubular  reabsorption  of  sodium  in 
heart  failure  and  exercise  is  not  clear.  It  is 
apparently  not  due  to  the  posterior  pituitary 
anti-diuretic  principle  which  causes  increased 
sodium  excretion  in  the  face  of  water  reten- 
tion. The  effect  of  the  salt-and-water  hor- 
mone of  the  adrenal  cortex  in  increasing  the 
tubular  reabsorption  of  sodium  is  well 
known,  and  the  recent  report'0'  that  urinary 
excretion  of  adrenal  corticoids  is  increased 
in  congestive  heart  failure  is  suggestive.  It 
has  also  been  postulated'7'  that  sodium  re- 
tention and  edema  may  be  due,  in  some  un- 
known way,  to  the  low  oxygen  tension  of  the 
mixed  venous  blood  in  congestive  failure. 
This  concept  is  strengthened  by  the  report'5' 
that  cardiac  edema  may  be  temporarily  dim- 
inished by  oxygen  breathing.  Finally,  it  has 
been  reported  recently'9'  that  a  rise  in  renal 

5.  (a)  White,  H.  L.  and  Rolf,  D.:  Effects  of  Exercise  and 
of  Some  Other  Influences  on  Renal  Circulation  in  Man, 
Am.  J.  Phvsiol.  152:505-516  (March)  1948.  (b)  Barclay, 
J.  A.,  Cooke.  W.  T..  Kenney,  R.  A.  and  Nutt.  M.  E.: 
Effects  of  Water  Diuresis  and  Exercise  on  Volume  and 
Composition  of  Urine,  Am.  J.  Phvsiol.  148:327-337  (Feb.) 
1947.  (c)  Merrill.  A.  J.  and  Cargill,  W.  H.:  Effect  of  Ex- 
ercise on  Renal  Plasma  Flow  and  Filtration  Rate  of 
Normal  and  Cardiac  Subjects,  J.  Clin.  Investigation  27: 
272-277  (March)  194S.  (d)  Chapman.  C  B.  et  al.:  The 
Effect  of  Exercise  on  Renal  Plasma  Flow  in  Normal  Male 
Subjects,    J.    Clin.    Investigation    27:639-644    (Sept.)    1948. 

6.  Parrish.  A.  E. :  The  Bioassay  of  Adrenal  Corticoids  in  the 
L'rine  of  Patients  with  Congestive  Heart  Failure,  J.  Clin. 
Investigation    28:45-49    (Jan.)    1949. 

7.  Briggs.  A.  P.  et  ah:  Renal  and  Circulatory  Factors  in  the 
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venous  pressure  causes  a  significant  decrease 
in  water  and  sodium  excretion,  even  though 
there  is  no  change  in  the  renal  plasma  flow 
and  glomerular  filtration  rate. 

Increase  in  extracellular  fluid  volume 

The  retention  of  sodium  (as  sodium  chlor- 
ide) is  accompanied  by  a  corresponding  re- 
tention of  water,  and  there  results  an  ex- 
pansion of  the  extracellular  fluid  volume. 
This  is  manifested  as  an  increase  in  blood 
volume  and  edema.  The  rise  in  venous  pres- 
sure which  may  follow  is  secondary  to  the 
increase  in  blood  volume  and  is  not,  as  was 
long  believed,  due  to  failure  of  the  right  side 
of  the  heart  to  accommodate  the  venous  in- 
flowaoi  This  concept  is  further  supported  by 
the  report  of  Starr'111  that  the  elevation  of 
venous  pressure  in  congestive  failure  may 
persist  after  the  death  of  the  patient,  when 
it  can  be  due  only  to  distention  of  the  vessels 
by  an  increased  blood  volume.  It  is  thus 
apparent  that  the  explanation  of  systemic 
venous  congestion  and  edema  on  the  basis 
of  backward  failure  of  the  right  side  of  the 
heart  is  no  longer  tenable. 

The  proponents  of  the  backward  failure 
theory  have  looked  on  the  increased  blood 
volume  and  the  rise  in  venous  pressure  as  a 
favorable  response  which  tends  to  increase 
the  cardiac  output  by  distending  the  right 
ventricle.  Since  it  has  been  demonstrated 
that  cardiac  output  is  uninfluenced  by  atrial 
pressure  over  a  wide  range  of  filling  pres- 
sures, this  argument  loses  its  appeal.  In  fact, 
relief  of  the  venous  congestion  and  edema 
by  salt  restriction  and  the  use  of  mercurial 
diuretics  produces  no  appreciable  change  in 
cardiac  output  and  renal  blood  flow,  and  ac- 
tually makes  the  patient  feel  better. 

Pulmonary  edema 

The  concept  that  venous  congestion  and 
edema  result  from  the  backing  up  of  blood 
behind  a  failing  ventricle  seems  to  provide 
a  more  valid  explanation  for  the  pulmonary 
edema  of  congestive  failure.  This  concept  is 
substantiated  by  the  fact  that  acute  pulmon- 
ary edema  may  result  from  massive  infarc- 
tion of  the  left  ventricle  when  there  is  no 
time   for   sodium   retention.      The  blood  is 

10.  Warren,  J.  V.  and  Stead,  E.  A..  Jr.:  Fluid  Dynamics  in 
Chronic  Congestive  Heart  Failure;  Interpretation  of  Mech- 
anisms Producing:  Edema,  Increased  Plasma  Volume,  and 
Elevated  Venous  Pressure  in  Certain  Patients'  with  Pro- 
longed Congestive  Failure.  Arch.  Int.  Med.  73:138-147 
(Feb.)   1914. 

11.  Starr,  I.:  Role  of  "Static  Blood  Pressure"  in  Abnormal 
Increments  of  Venous  Pressure  Especially  in  Heart 
Failure,   Am.  J.  M.  Sc.   199:40-55    (Jan.)    1940. 


forced  into  the  lungs  by  the  right  side  of 
the  heart,  and  cannot  be  removed  by  the  left 
side.  In  the  more  common  types  of  left  ven- 
tricular failure  associated  with  salt  and 
water  retention,  a  considerable  portion  of  the 
extra  fluid  is  accommodated  in  the  highly 
distensible  pulmonary  vessels,  and  the  pul- 
monary edema  is  made  worse.  Conversely, 
the  administration  of  mercurial  diuretics 
often  diminishes  the  pulmonary  edema  with- 
out any  measurable  improvement  in  left  ven- 
tricular function.  It  appears,  then,  that  so- 
dium retention  is  the  primary  factor  in  sys- 
temic congestion  and  edema,  and  a  poten- 
tiating factor  of  considerable  importance  in 
the  pulmonary  edema  of  congestive  failure. 

Dyspnea 

The  dyspnea  of  congestive  failure  appears 
to  be  reflex  in  origin'121.  The  engorgement 
of  the  pulmonary  vessels  diminishes  the  elas- 
ticity of  the  lungs,  and  results  in  a  perver- 
sion of  the  normal  Hering-Breuer  or  vagal 
stretch  reflex.  The  same  effect  may  be  pro- 
duced in  the  dog  by  massive  pulmonary  em- 
bolism with  injected  starch  suspensions*13'. 
In  such  experiments  intense  dyspnea  occurs, 
and  this  dyspnea  is  abolished  by  section  of 
the  pulmonary  vagal  fibers  which  convey  af- 
ferent impulses  from  the  lungs  to  the  res- 
piratory center. 

Summary 

1.  The  initiating  factor  in  typical  con- 
gestive heart  failure  is  an  inadequate  car- 
diac output.  The  output  may  be  low  because 
of  myocardial  weakness,  or  it  may  be  within 
the  normal  range  and  yet  inadequate  because 
of  increased  circulatory  demands. 

2.  As  a  consequence  of  the  inadequate 
cardiac  output,  the  blood  flow  through  the 
kidney  is  diminished  and  salt  and  water  are 
retained.  There  result  an  increase  in  blood 
volume,  systemic  edema,  and  finally  a  rise 
in  systemic  venous  pressure.  This  sequence 
of  events  represents  "forward  failure"  of 
the  circulation. 

3.  The  signs  and  symptoms  of  conges- 
tive failure  are  increased  by  exercise,  not 
only  because  a  greater  load  is  placed  on  a 
failing  heart,  but  also  because  exercise  it- 
self induces   a   retention   of   sodium  which 

12.  (a)  Christie,  R.  V.:  Dyspnoea:  A  Review,  Quart.  J.  Med. 
7:421-4.i4  (July)  1938.  (b)  Harrison,  T.  R.:  Failure  of  the 
Circulation,  ed.   2,  Baltimore.  Williams  and  Wilkins.   1939. 

13.  Binger,  C  A.  L..  Brown.  G.  R.  and  Branch,  A.:  Experi- 
mental Studies  on  Rapid  Breathing;  Tachypnea  Independ- 
ent of  Anoxemia  Resulting  from  Multiple  Emboli  in  Pul- 
monary Arterioles  and  Capillaries.  J.  Clin.  Investigation 
1:127-153    (Dec.)    1924. 
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intensifies     the     systemic     congestion     and 
edema. 

4.  Failure  of  the  left  ventricle  also 
causes  blood  to  back  up  in  the  pulmonary 
circulation,  with  consequent  edema  and 
dyspnea.  This  "backward  failure"  is  poten- 
tiated by  the  increase  in  blood  volume  which 
results  from  the  altered  renal  hemodynamics 
associated  with  forward  failure  of  the  cir- 
culation. 


DIAGNOSIS  OF  CHRONIC  CONGESTIVE 
HEART  FAILURE 

Robert  L.  McMillan,  M.D. 
Winston-Salem 

There  are  three  fundamental  methods 
which  must  be  employed  in  order  to  make 
a  correct  diagnosis  in  almost  any  disease  or 
disorder.  These  are  the  history,  the  physical 
examination,  and  the  accessory  clinical  stu- 
dies. These  three  methods  are  indispensable 
in  the  diagnosis  of  chronic  congestive  heart 
failure,  and  their  correlation  is  of  vital  im- 
portance. 

The  diagnosis  of  far  advanced  chronic  con- 
gestive heart  failure  is,  in  general,  easily 
made.  However,  we  must  remember  that 
there  are  all  degrees  of  congestive  heart  fail- 
ure, and  that  recognition  in  the  early  stages 
is  desirable  in  order  to  insure  the  success 
of  therapy  and  to  prolong  life.  Often  the  be- 
ginning of  congestive  failure  is  insidious ;  the 
symptoms  and  findings  are  not  outspoken, 
and  in  this  phase  the  condition  may  be  con- 
fused with  diseases  of  other  systems  such 
as  the  lungs  (because  of  pulmonary  symp- 
toms) or  the  gastrointestinal  tract  (because 
of  the  complaint  of  indigestion).  The  most 
common  digestive  symptoms  are  upper  ab- 
dominal distention,  soreness  in  the  right  up- 
per quadrant,  epigastric  pain,  and  frequent 
eructation.  These  symptoms,  which  are  due 
to  congestion  of  the  abdominal  viscera  — 
especially  the  liver — are  quite  frequent,  and 
are  commonly  misinterpreted.  Often  the  pa- 
tient will  take  sodium  bicarbonate  for  relief, 
only  to  increase  the  congestion  by  the  addi- 
tional intake  of  sodium. 

History 

Dyspnea  is  the  commonest  early  symptom 


From  the  Department  of  Internal  Medicine,  Bowman  Gray 
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of  chronic  heart  failure.  Paroxysmal  dysp- 
nea, especially  that  which  occurs  during 
sleep  at  night,  is  a  frequent  sign  of  heart 
failure — particularly  of  so-called  left  ven- 
tricular failure.  Although  patients  seldom 
complain  of  it  as  such,  Cheyne-Stokes  respir- 
ation may  be  present;  this  is  often  discov- 
ered by  relatives,  who  notice  the  periodic 
episodes  of  overbreathing  alternating  with 
apnea.  This  symptom,  however,  may  be  due 
to  a  cerebral  rather  than  a  cardiac  lesion. 

It  is  important  to  note  that  shortness  of 
breath  may  come  from  other  organic  causes 
such  as  spontaneous  pneumothorax,  pneu- 
monitis, carcinoma  of  the  bronchus,  and  tu- 
berculosis or  fungous  infection  of  the  lungs. 
Especially  in  the  aged,  pulmonary  emphy- 
sema is  a  common  cause.  Pronounced  anemia 
may  also  result  in  dyspnea,  which  is  due  to 
the  reduced  oxygen-carrying  capacity  of  the 
blood.  Finally,  one  must  determine  whether 
the  patient's  complaint  of  shortness  of  breath 
is  bona  fide.  Sighing  respiration  is  common 
in  patients  with  an  anxiety  neurosis.  A  very 
common  complaint  in  this  group  of  patients 
is  "I  can't  get  a  deep  breath;  it  will  go  down 
no  farther  than  here" — pointing  to  the  level 
of  the  xyphoid  process.  These  patients  usu- 
ally are  young  or  middle-aged  individuals, 
and  more  commonly  women  than  men.  They 
frequently  exhibit  other  psychoneurotic  ten- 
dencies. 

Edema  due  to  chronic  failure  characteris- 
tically appears  in  the  lower  extremities,  be- 
comes worse  as  the  day  wears  on,  and  dis- 
appears overnight,  only  to  recur  the  next 
day.  However,  it  is  important  to  recognize 
that  the  same  type  of  edema  may  result  from 
causes  other  than  heart  failure — for  exam- 
ple, hypoproteinemia  due  to  liver  disease  and 
starvation,  impaired  venous  return  resulting 
from  thrombotic  disease  in  the  legs,  or  com- 
pressing pelvic  tumors.  Such  edema  may  also 
occur  in  nephritis,  but  in  this  case  is  often 
associated  with  general  edema  noted  espe- 
cially in  the  face  and  hands. 

One  type  of  edema  which  commonly  es- 
capes attention  is  that  occurring  in  the  sac- 
ral region.  This  is  found  primarily  in  pa- 
tients confined  to  bed  or  to  a  chair,  and  is  so 
located  because  the  part  is  dependent.  In 
treating  patients  with  chronic  heart  failure 
the  sacrum  should  be  observed  daily. 

Orthopnea  is  not  uncommon  in  chronic 
heart  failure,  but  it  may  be  due  to  pleural 
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oi"  pericardial  effusion,  or  to  one  of  many 
pulmonary  lesions,  rather  than  to  primary 
heart  disease. 

Cough  is  often  pronounced  in  congestive 
heart  failure;  it  is  usually  non-productive 
and  does  not  respond  to  the  sedatives  ordi- 
narily used.  It  is  worse  upon  effort  and  upon 
lying  down,  and  disappears  dramatically 
upon  proper  treatment  of  the  cardiac  failure. 
It  is,  of  course,  obvious  that  cough  may  also 
be  a  symptom  of  countless  respiratory  dis- 
orders totally  unrelated  to  heart  disease. 

Hemoptysis  may  occur,  but  is  more  fre- 
quently seen  in  pulmonary  diseases,  infarc- 
tion of  the  lung,  and  advanced  mitral  steno- 
sis without  chronic  congestive  heart  failure. 

Physical  Examination 

Cardiac  enlargement  is  the  one  physical 
finding  which  is  always  present  in  chronic 
heart  failure.  Without  this  finding  the  diag- 
nosis cannot  be  made.  The  heart  size  may 
be  determined  by  palpation  of  the  apex  im- 
pulse or  by  percussion  except  in  obese  in- 
dividuals, those  with  pulmonary  emphysema, 
or  those  with  very  thick  chest  walls ;  in  these 
cases  roentgen  studies  are  necessary. 

The  second  most  reliable  sign,  although  it 
is  not  always  present,  is  diastolic  gallop 
rhythm.  This  indicates  cardiac  dilatation 
and  does  not  result  from  any  cause  other 
than  congestive  failure  except  in  acute  in- 
farction of  the  myocardium.  When  a  dias- 
tolic gallop  is  present  in  acute  infarction  of 
the  left  ventricle,  it  usually  does  not  indicate 
congestive  failure,  but  rather  temporary; 
dilatation  of  the  left  ventricle.  Except  in  this 
case  the  finding  of  gallop  rhythm  absolutely 
indicates  a  failing  heart. 

Dilatation  of  the  neck  veins  is  common  in 
chronic  failure.  Other  possible  causes  of  this 
condition  are  chronic  constricting  pericardi- 
tis (in  which  the  heart  is  not  enlarged,  but 
rather  quite  small),  mediastinal  tumors, 
bronchial  asthma,  and  obstruction  of  the  su- 
perior vena  cava  from  other  causes. 

Hepatic  enlargement  is  almost  always 
found  in  chronic  failure.  Among  the  other 
conditions  commonly  associated  with  an  en- 
larged liver  are  hepatitis,  early  cirrhosis, 
liver  abscess,  diabetes  and  metastatic  tu- 
mor. 

Edema  is  another  common  finding  in 
chronic  failure,  but  it  too  may  result  from 
other  factors,  which  have  been  mentioned 
above. 


Rales  are  an  early  finding  in  chronic  fail- 
ure. They  are  usually  coarse  and  moist,  and 
are  generally  more  numerous  in  the  right 
lung  base,  although  they  may  vary  with  the 
side  the  patient  lies  on.  It  should  be  pointed 
out  that  rales  elicited  in  the  dependent  lung 
with  the  patient  lying  on  his  side  are  not 
to  be  relied  upon.  Therefore,  when  possible, 
this  sign  should  be  sought  for  with  the  pa- 
tient sitting  rather  than  supine. 

Auricular  fibrillation  may  indicate  chron- 
ic heart  failure.  This  total  irregularity  of 
the  heart  rhythm  is  common  in  mitral  sten- 
osis and  coronary  atherosclerotic  heart  dis- 
eases, but  may  occur  paroxysmally  in  a  nor- 
mal heart,  or  in  patients  with  thyrotoxico- 
sis. Nevertheless,  this  finding  calls  for  fur- 
ther studies  directed  to  the  heart. 

Tachycardia  is  usual  in  cardiac  failure,  but 
often  one  sees  severe  degrees  of  failure  in 
patients  who  have  a  normal  or  even  a  slow 
rate.  Actually  congestive  failure  may  occur 
in  patients  with  complete  heart  block,  with 
a  rate  of  about  30.  This  finding  should  not 
cause  one  to  delay  treatment  by  digitalis,  a 
low  sodium  diet,  and  diuretics. 

Accessory  Clinical  Studies 
Accessory  clinical  studies  are  important 
but  must  be  correlated  with  the  history  and 
physical  examination.  Roentgenograms  of 
the  chest  show  cardiac  enlargement  and  pul- 
monary congestion,  especially  in  the  hilar  re- 
gions. The  vital  capacity  is  usually  decreas- 
ed. Venous  pressure  and  circulation  time  are 
increased. 

The  electrocardiogram  is  of  very  little 
value  in  the  diagnosis  of  chronic  heart  fail- 
ure. It  may  confirm  the  clinical  diagnosis  of 
auricular  fibrillation,  or  otherwise  indicate 
the  presence  of  myocardial  disease  by  show- 
ing auriculoventricular  block,  intraventricu- 
lar block,  or  alterations  of  the  S-T-T  com- 
plexes. Any  of  these  electrocardiographic 
changes,  however,  may  be  present  without 
congestive  failure. 

Conclusion 
The  early  diagnosis  of  chronic  congestive 
heart  failure  depends  upon  a  correlation  of 
the  history,  physical  findings,  and  accessory- 
laboratory  studies.  These  three  methods  are 
of  fundamental  importance,  and  if  carried 
out  with  diligence  will  result  in  the  proper 
diagnosis  of  this  serious  disorder. 
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DIETARY  AND  DIURETIC  MANAGE- 
MENT OF  CONGESTIVE  FAILURE 

Eugene  A.  Stead,  Jr.,  M.D. 
Durham 

There  comes  a  phase  in  the  natural  history 
of  congestive  heart  failure  when  reduction 
of  the  activity  of  the  patient,  the  use  of  digi- 
talis, and  other  aids  will  not  result  in  a 
return  of  normal  circulation.  The  patient 
then  has  continued  heart  failure.  This  does 
not  mean  that  he  cannot  live  in  comfort, 
although  he  will  always  have  heart  failure 
and  will  always  have  to  have  some  aid  in 
preventing  the  accumulation  of  sodium 
chloride  in  the  body. 

The  best  form  of  therapy  is  restriction  of 
sodium  chloride  in  the  diet  to  prevent  the 
occurrence  of  symptoms  of  congestion.  Un- 
fortunately, this  requires  a  high  degree  of 
cooperation  between  patient  and  doctor.  If 
that  cooperation  can  be  obtained,  this  is  the 
most  successful  form  of  therapy.  The  dietary 
intake  of  sodium  chloride  must  be  checked 
frequently.  The  simplest  method  of  doing 
this  is  by  analysis  of  the  chloride  content  in 
a  twenty-four  hour  specimen  of  urine. 

One  may  have  to  compromise  and  treat 
the  patient  by  the  use  of  mercurial  diuretics 
instead  of  diet.  This  treatment  has  to  be 
continuous.  The  patient  should  receive  his 
mercurial  treatments  as  regularly — although 
they  will  be  spaced  differently — as  the  dia- 
betic receives  his  insulin.  He  will  have  to  be 
weighed  daily,  and  given  a  diuretic  when- 
ever an  increase  in  weight  occurs.  This 
treatment  usually  lasts  during  the  entire 
length  of  the  patient's  life. 

From  the   Department  of   Medicine.   Duke   University   School 
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DIGITALIS  THERAPY  IN  CONGESTIVE 
HEART  FAILURE 

Edward  S.  Orgain,  M.D. 

and 

Robert  A.  Broome,  Jr.,  M.D. 

Durham 

Our  understanding  of  the  phenomena  as- 
sociated with  the  clinical  picture  of  conges- 
tive heart  failure  is  gradually  becoming 
clearer,  principally  because  of  newer  meth- 
ods available  in  the  study  of  cardiovascular 
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dynamics.  Most  fruitful  has  been  the  tech- 
nique of  cardiac  catheterization11''"''1.  It  ap- 
pears that  in  the  presence  of  congestive  fail- 
ure, the  cardiac  output  relative  to  the  need  of 
the  body  for  blood  is  low,  whether  by  abso- 
lute measurement  the  output  be  low,  normal, 
or  even  high  (as  in  hyperthyroidism,  anemia, 
arteriovenous  fistula,  and  beriberi) (lc).  So- 
dium and  water  are  retained,  plasma  volume 
is  increased,  and  edema  develops.  Since  the 
observations  of  Withering  in  the  latter  part 
of  the  eighteenth  century,  however,  digitalis 
has  remained  the  principal  pharmacologic 
agent  of  value  in  the  treatment  of  the  failing 
heart.  By  the  same  token,  congestive  heart 
failure  remains  the  most  important  indica- 
tion for  administration  of  this  drug.  The  ad- 
vances recently  made  in  the  field  of  digitalis 
therapy  relate  primarily  to  the  isolation  of 
the  several  cardioactive  glycosides  responsi- 
ble for  the  striking  effects  which  follow  the 
exhibition  of  the  drug  to  patients  suffering 
from  cardiac  decompensation. 

Effects  of  Digitalis 

The  most  forthright  actions  of  digitalis 
in  such  instances  are  two :  the  force  of  the 
systolic  myocardial  contraction  is  increased, 
and  impulse  conduction,  especially  through 
the  auriculo-ventricular  node  and  bundle,  is 
depressed.  The  latter  function  is  most  influ- 
ential in  the  presence  of  auricular  fibrilla- 
tion, when  the  rate  of  ventricular  responses 
must  be  slowed  to  a  more  efficient  range. 
The  former  effect  produces  more  complete 
systolic  emptying  of  the  ventricle,  diminu- 
tion in  the  diastolic  length  of  the  muscle 
fibers,  and  a  smaller  diastolic  heart  size. 
Proportional  to  the  reduction  in  diastolic  size, 
there  is  a  decrease  in  oxygen  consumption 
per  unit  of  work  done  by  the  heart  muscle, 
and  a  concomitant  increase  in  the  mechani- 
cal efficiency  of  the  heart  as  a  pump. 

These  fundamental  effects  of  the  digitalis 
derivatives  are  followed  by  alterations  in  cir- 
culatory dynamics  which  may  be  considered 
mediate  or  secondary.  The  more  effectively 
beating  heart  increases  its  output,  the  tis- 
sues  are   supplied   with   a   greater   flow   of 

1.  (a)  Cournand,  A.,  and  Ranges,  H.  A.:  Catheterization  of 
the  Right  Auricle  in  Man.  Proc.  Soc.  Exper.  Biol.  &  Med. 
46:462-400  (March)  1941.  (b)  Warren,  J.  V..  and  Stead. 
E.  A.,  Jr.:  Fluid  Dynamics  in  Chronic  Congestive  Heart 
Failure.  Arch.  Int.  Med.  73:138-147  (Feb.)  1944.  (c)  Stead, 
E.  A.,  Jr.,  Warren,  J.  V.,  and  Brannon,  E.  S. :  Cardiac 
Output  in  Congestive  Heart  Failure.  Am.  Heart  J.  35: 
329-511  (April)  1948.  (d)  Merrill,  A.  J.:  Edema  and  De- 
creased Renal  Blood  Flow  in  Patients  with  Chronic  Con 
gestive  Heart  Failure:  Evidence  of  "Forward  Failure"  as' 
Primary  Cause  of  Edema,  J.  Clin.  Invest.  25:389-400 
(May)    1940. 
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blood,  the  circulation  time  is  shortened,  and 
the  arteriovenous  oxygen  difference  is  re- 
duced, since  there  is  less  time  for  the  tissues 
to  extract  oxygen  from  a  given  volume  of 
blood.  Along  with  increased  peripheral  blood 
flow  the  renal  circulation  improves'ld).  This 
is  highly  important,  for  it  enhances  glomer- 
ular filtration  which  in  turn  facilitates  so- 
dium and  water  diuresis,  and  ultimate  re- 
turn of  the  plasma  volume  toward  normal. 
As  the  retained  water  is  excreted,  edema 
and  pulmonary  congestion  diminish,  venous 
pressure  falls,  vital  capacity  is  restored,  and 
dyspnea  and  orthopnea  gradually  disappear. 

Classification  of  Patients  Requiring 
Digitalis 
Patients  with  heart  failure  requiring  digi- 
talis may  be  divided  into  two  general  groups : 
1.  Those  patients  who  may  be  digitalized 
more  or  less  at  leisure,  and  then  main- 
tained on  daily  doses  for  an  indefinite 
period.  This  group  includes  patients  who 
manifest  obvious  chronic  congestive  heart 
failure,  and  certain  patients  who  lack  the 
fully  developed  clinical  picture.  These  lat- 
ter are  the  individuals  exhibiting  only 
paroxysmal  nocturnal  dyspnea,  protodias- 
tolic gallop  rhythm,  or  both'-"1'.  Paroxys- 
mal dyspnea  is  a  manifestation  of  episodic 
left  ventricular  failure,  and  gallop  rhythm 
may  be  regarded  as  an  early  sign  of  a 
dilated,  failing  heart.  Also  included  in  this 
group  are  patients  with  cardiac  enlarge- 
ment and  greatly  decreased  cardiac  re- 
serve who  present  dyspnea  on  slight  to 
moderate  exertion. 

2.     The  second  group  includes  those  pa- 
tients who  require  emergency  treatment, 
and  who  must  be  given  digitalis  rapidly 
in  full  dosage  with  expectation  of  speedy 
effect.    This  category  consists  essentially 
of  patients  with  acute  pulmonary  edema 
or  marked  pulmonary  congestion  associ- 
ated with  severe  dyspnea  and  orthopnea, 
as  well  as  patients  of  the  first  group  who 
require  emergency  surgical  procedures. 
For  the  first  group,  oral  digitalis  is  quite 
satisfactory,  and  the  digitalizing  dose  may 
be  spread  over  a  period  of  a  day  or  more. 
Digitalis   (U.S.P.  XIII)   or  one  of  the  pure 
glycosides,   usually   digitoxin    (or  digoxin), 
may  be  used. 

2.  (a)  Broome,  R.  A..  Jr..  and  Orgain.  E.  S.:  The  Practical 
Use  of  Digitalis.  North  Carolina  M.  J.  7:3-8  (Jan.)  1940. 
(b)  Broome.  R.  A.,  Jr.,  and  Orgain,  E.  S. :  The  Cardiac 
Glycosides.   North  Carolina  M.  J.   7:61-05   (Feb.)    1946. 


For  the  emergent  situation  exemplified  by 
the  second  group,  we  have  available  intra- 
venous preparations  of  rapidly  acting  digi- 
talis derivatives'-'''.  Most  prominent  among 
these  are  lanatoside  C  and  ouabain  (crystal- 
line G-strophanthin),  whose  actions  begin 
ten  to  twenty  minutes  after  a  full  single 
digitalizing  dose  and  attain  their  maximum 
in  two  to  four  hours. 

Digitalis  Derivatives  and  Their  Uses 
In  view  of  the  foregoing  discussion,  it  is 
apparent  that  each  physician  needs  to  select 
and  employ  at  least  one  oral  and  one  intra- 
venous preparation  of  digitalis  until  he  has 
become  completely  familiar  with  their  ad- 
ministration. 

The  various  glycosides  which  comprise 
whole  leaf  digitalis  are  considered  identical 
in  the  manner  of  their  action  to  improve  the 
efficiency  of  the  cardiac  muscle.  They  differ 
from  one  another,  however,  in  degree  of  in- 
testinal absorption,  in  latent  period  of  ac- 
tion, and  in  rapidity  of  elimination'31.  These 
differences  are  sometimes  employed  to  ad- 
vantage. By  means  of  the  glycosides  com- 
plete oral  digitalization  can  be  attained  more 
rapidly  than  with  leaf  preparations,  and 
when  necessary  the  glycosides  may  be  given 
intravenously  with  safety.  They  are  meas- 
ured and  prescribed  by  actual  weight,  thus 
eliminating  the  arbitrary  systems  of  cat  and 
digitalis  units,  which  require  tedious  biologic 
assay. 

Ouabain  is  unsuitable  for  oral  use,  because 
it  is  not  appreciably  absorbed  from  the  gas- 
trointestinal tract  in  active  form.  Similarly, 
lanatoside  C  is  poorly  suited  for  oral  admin- 
istration, because  its  absorption  from  the 
intestine  is  irregular  and  quite  variable.  Dig- 
itoxin and  digoxin,  however,  are  both  reg- 
ularly and  more  predictably  absorbed,  and 
thus  are  well  suited  for  use  in  the  first  group 
of  patients. 
Digitoxin 

The  most  widely  used  glycoside  is  digitox- 
in, which  is  almost  completely  absorbed  after 
oral  administration,  reaches  its  full  effect 
in  six  to  ten  hours,  and  is  eliminated  slowly 
over  a  period  up  to  two  weeks.  It  is  digitoxin 
which  is  responsible  for  the  slow  excretion 
of  leaf  digitalis.  Because  absorption  is  so 
nearly   complete,  the   oral  and   intravenous 

3.  Batterman,  R.  C.  and  DeGraff.  A.  C:  Comparative  Study 
on  the  Use  of  the  Purified  Digitalis  Glycosides,  Digoxin. 
Digitoxin.  and  Lanatoside  C,  for  the  Management  of  Am- 
bulatory Patients  with  Congestive  Heart  Failure.  \m. 
Heart   J.    31:063-673    (Nov.)    1947. 
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doses  are  the  same.  Given  within  a  24-hour 
period,  the  digitalizing  dose  of  digitoxin  is 
most  often  in  the  region  of  1.8  to  2.0  mg. — 
although  the  range,  as  is  usual  in  digitalis 
therapy,  is  considerable.  The  process  of  digi- 
talization  should  not  be  unduly  prolonged, 
since  this  accomplishes  no  useful  purpose  and 
serves  to  delay  the  improvement  and  com- 
fort of  the  patient14'.  The  daily  maintenance 
dose  is  generally  about  0.15  mg.,  with  var- 
ious patients  requiring  from  0.1  to  0.2  mg. 
per  day. 

The  digitalizing  dose  of  digitoxin  has  been 
the  subject  of  much  discussion  in  the  past 
few  years,  since  Gold  and  his  group15'  advo- 
cated 1.2  mg.  as  being  the  "average  single 
digitalizing  dose."  Stewart  and  Newman'0' 
found  the  digitalizing  dose  in  the  average 
patient  to  lie  nearer  2.0  mg.  given  over  a 
period  of  twenty-four  hours  or  less.  They 
recommended  oral  digitalization  by  giving 
0.8  mg.  initially,  followed  in  four  hours  by 
0.5  mg.,  in  another  four  hours  by  0.3  mg., 
then  by  0.2  mg.  every  four  hours  for  one  or 
two  doses  to  a  total  of  approximately  2.0 
mg.,  or  until  proper  effect  is  secured.  De- 
Graff,  Batterman  and  Rose17'  found  the  ther- 
apeutic digitalizing  dose  to  be  about  2.2  mg. 
— an  amount  close  to  that  recommended  by 
Stewart  and  Newman.  They  suggested  an  in- 
itial close  of  0.6  mg.,  followed  by  0.3  mg. 
every  six  hours  until  the  desired  therapeutic 
effect  is  obtained. 

These  authors  pointed  out  that  the  opti- 
mum dose  is  specific  for  each  patient,  can- 
not be  predicted,  and  varies  from  time  to 
time  in  the  same  patient,  depending  upon 
the  degree  of  congestive  failure,  the  theore- 
tical maximum  improvement  possible  with 
the  underlying  heart  disease,  and  the  preci- 
pitating cause  of  failure.  They  further  noted 
that  a  correlation  exists  between  the  digital- 
izing dose  and  the  daily  maintenance  dose 
for  any  given  patient ;  if  the  former  is  rela- 
tively high  or  low,  the  latter  is  similarly 
high  or  low.  They  believe,  therefore,  that 
since  Gold  advocated  a  small  initial  dose  (1.2 

4.  Ernstene.  A.  C. :  The  Treatment  of  Congestive  Heart  Fail- 
ure,  Cleveland  Clin.  Quart.   15:134-139    (July)    1948. 

5.  Gold.  H..  Kwit.  N.  T..  and  Cattell,  M. :  Studies  on  Puri- 
fied Digitalis  Glucosides:  I.  Potency  and  Dosage  of  "Digi- 
taline  Xativelle"  bv  Oral  Administration  in  Man,  J.  Pharm- 
acol. &  Exper.   Therap.   09:177-197    (July)    1940. 

6.  Stewart.  H.  J.,  and  Newman.  A.  A.:  The  Amount  of 
Digitoxin  (Digitaline  Xativelle)  Required  for  Adequate 
Digitalization.    Am.    Heart   J.    30:041-667    (Nov.)    1948. 

7.  DeGraff.  A.  C.  Batterman,  R.  C,  and  Rose,  0.  A.:  Digi- 
toxin: Its  Evaluation  for  Initial  Digitalization  of  the 
Patient  with  Congestive  Heart  Failure,  J.A.M.A.  138:475- 
479    (Oct.  16)    1948. 


mg.)  and  a  relatively  large  maintenance  dose 
(0.2  mg.),  the  "maintenance  dose"  under 
that  regimen  serves  not  only  to  maintain,  but 
to  finish  digitalization  by  gradual  cumulative 
action. 

We  have  used  a  similar  and  satisfactory 
divided  close  schedule  for  digitoxin  admin- 
istration, with  but  rare  instances  of  intoxi- 
cation from  overdosage.  An  initial  dose  of 
0.6  mg.  is  followed  in  six  hours  by  an  addi- 
tional 0.6  mg.  Subsequent  closes  of  0.2  mg. 
every  six  to  twelve  hours  are  given  until 
full  therapeutic  effect  is  achieved  or  a  minor 
toxic  symptom  is  noted.  From  personal  ex- 
perience, we  agree  that  Gold's  estimate  of 
1.2  mg.  as  an  average  digitalizing  dose  is 
too  small. 

Digoxin 

Because  of  the  slow  dissipation  of  digi- 
toxin, intoxication  due  to  overdosage  of  this 
glycoside  tends  to  persist  for  several  days. 
It  is  principally  for  this  reason  that  Batter- 
man and  DeGraff'3'  favor  the  use  of  digoxin 
rather  than  digitoxin  for  routine  purposes. 
Digoxin,  like  lanatoside  C,  is  eliminated  rap- 
idly; therefore,  toxic  effects,  in  the  event 
of  overdosage,  usually  do  not  last  longer 
than  one  or  two  days.  This  rapid  elimination 
would,  be  expected,  since  the  simple  glycoside 
digoxin  is  the  immediate  breakdown  product 
of  the  complex  lanatoside  C.  It  is  eliminated 
so  rapidly,  in  fact,  that  merely  dividing  the 
daily  dose  into  two  equal  doses  serves  to 
reduce  the  level  of  glycoside  saturation  in 
the  body.  It  may  even  be  possible  to  abolish 
minor  toxic  effects  by  this  means  without 
actually  reducing  the  total  daily  dose. 

Oral  digitalization  with  digoxinlS)  may  be 
accomplished  with  an  initial  dose  of  1.5  nig., 
followed  at  six-hour  intervals  by  0.75  mg. 
until  appropriate  effect  is  produced.  The 
daily  maintenance  dose  is  usually  0.5  to  0.75 
mg.,  with  a  range  from  0.25  to  1.5  mg.  in 
occasional  cases. 

Lanatoside  C 

For  accelerated  intravenous  digitalization, 
the  two  most  satisfactory  preparations  are 
lanatoside  C,  obtained  from  Digitalis  lanata, 
and  ouabain,  derived  from  Strophanthus  gra- 
ins. These  glycosides  are  both  rapid  in  onset 
of  action,  reach  full  effect  in  about  two  to 
four  hours,  and  are  quickly  eliminated.  In 

8.  Rose.  O..  A.,.  Batterman,  R.  C.  and  DeGraff.  A.  C:  Clin- 
ical Studies  on  Digoxin,  a  Purified  Digitalis  Glycoside, 
Am.  Heart  J.  24:435-457    (Oct.)    1942. 
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patients  who  have  not  received  digitalis  prep- 
arations within  two  weeks,  lanatoside  C  may 
be  given  intravenously  in  the  approximate 
full  digitalizing  dose  of  1.6  mg.,  either  in  a 
single  dose,  or  in  divided  doses.  After  the 
emergency  has  been  controlled,  maintenance 
may  be  continued  with  digitalis  leaf,  digoxin, 
or  digitoxin  in  the  usual  daily  doses. 

Ouabain 

Rapid  intravenous  digitalization  with  oua- 
bain is  accomplished  with  an  initial  dose  of 
0.5  mg.,  followed  at  half-hour  intervals  by 
additional  closes  of  0.1  mg.  until  proper  ef- 
fect is  obtained'01.  A  total  of  1.0  mg.  or  less 
is  quite  sufficient.  The  problem  of  rapid  ex- 
cretion exists  here,  as  in  the  case  of  lanato- 
side C.  Batterman,  Rose  and  DeGraff'10' 
have  described  a  satisfactory  method  for  the 
combined  use  of  ouabain  and  digitalis  leaf. 
Since  digitalis  given  orally  takes  effect  grad- 
ually over  a  period  of  several  hours,  0.5  mg. 
of  ouabain  may  be  given  intravenously  while 
0.4  to  0.8  Gm.  of  digitalis  is  given  orally. 
The  major  action  of  the  oral  preparation  be- 
comes manifest  as  the  effect  of  the  ouabain 
is  waning,  and  maintenance  is  then  carried 
on  by  daily  oral  doses  of  digitalis. 

Complicating  Factors 

There  are  certain  circumstances  which 
merit  special  consideration  with  regard  to 
the  use  of  digitalis.  These  are  instances  of 
congestive  heart  failure  occurring  in  asso- 
ciation with  infarction,  infection,  or  exces- 
sive stimulation  of  the  myocardium.  Exam- 
ples are  coronary  heart  disease  with  fresh 
or  recent  myocardial  infarction,  active  rheu- 
matic or  diphtheritic  carditis,  and  thyrotoxi- 
cosis. The  response  to  digitalis  is  relatively 
poor  under  these  circumstances,  and  myo- 
cardial irritability  is  increased.  When  fresh 
infarction  is  present,  the  irritability  of  the 
ventricular  muscle  is  already  increased  in 
the  injured  zone  adjacent  to  the  infarct,  and 
digitalis  may  produce  ventricular  tachycar- 
dia with  its  attendant  danger.  If  the  drug  is 
to  be  administered  in  such  a  case,  it  is  wise 
to  proceed  cautiously,  and  to  precede  it  by 
quinidine  sulfate  in  doses  of  0.2  to  0.4  Gm. 
given  four  to  six  times  every  twenty-four 
hours.  Conventionally  quinidine  is  continued 

9.  Wyckoff .  J„  and  Goldring,  W. :  Intravenous  Injection  of 
Ouabain  in  Man.  Areb.  Int.  Med.  39:488-497  (April)  1927. 
10.  Battemian.  R.  C.  Rose.  0.  A.,  and  DeGraff.  A.  C:  The 
Combined  Use  of  Ouabain  and  Digitalis  in  the  Treatment 
of  Congestive  Heart  Failure,  Am.  Heart  J.  20:443-453 
(Oct.)    1940. 


for  four  weeks  after  the  onset  of  infarction. 

The  increased  myocardial  irritability  oc- 
curring in  active  rheumatic  fever  is  well 
known,  and  in  these  patients  digitalis  tends 
to  produce  ectopic  rhythms'11'. 

In  spite  of  these  forebodings,  it  must  be 
remembered  that  congestive  heart  failure  is 
the  prime  indication  for  the  exhibition  of 
digitalis,  and  the  drug  should  not  be  with- 
held when  it  is  needed,  even  though  certain 
specific  conditions  necessitating  caution  may 
be  present.  Probably  the  only  exception  to 
this  statement  is  the  fact  that  digitalis  must 
not  be  given  in  the  presence  of  ventricular 
tachycardia,  even  though  it  may  seem  desir- 
able from  the  point  of  view  of  cardiovascular 
dynamics,  because  there  exists  the  very  real 
danger  of  inducing  ventricular  fibrillation 
and  death.  Ventricular  tachycardia  cannot 
be  slowed  by  digitalis ;  restoration  of  normal 
rhythm  must  be  accomplished  by  other 
drugs. 

Summary 
A  brief  review  of  the  use  of  digitalis  and 
its  constituent  glycosides  in  the  treatment 
of  congestive  heart  failure  is  presented.  The 
mechanism  of  its  action,  certain  dangers, 
and  general  problems  of  dosage  for  four  use- 
ful preparations  are  discussed.  The  intelli- 
gent use  of  digitalis  preparations  remains 
an  important  duty  of  the  general  physician. 

11.  Walsh.  B.  J.,  and  Sorague,  H.  B.:  The  Treatment  of  Con- 
gestive Failure  in  Children  with  Active  Rheumatic  Fever. 
J. A.M. A.    116:500-51-2    (Feb.    15)     1941. 


Discussion 

Question  to  Dr.  Orgain:  Do  you  see  any  reason 
for   using-   digitoxin   instead   of  digitalis? 

Dr.  Orgain:  Yes.  Digitoxin,  the  glycoside,  has 
certain  theoretical  and  practical  advantages  over 
digitalis,  the  whole  leaf  preparation.  It  is  a  highly 
purified  preparation,  assayed  gravimetrically,  and 
more  uniform  in  action  because  it  is  wholly  ab- 
sorbed from  the  gastrointestinal  tract.  The  oral  and 
parenteral  dosages  for  digitalization  are  identical, 
thus  facilitating  a  switch  from  one  to  the  other 
method  of  administration  when  desired.  Less  gas- 
trointestinal irritation  from  large  single  doses  is 
observed — a  fact  which  allows  more  rapid  digitaliza- 
tion in  a  greater  number  of  patients.  It  is  slowly 
excreted,  and  when  intoxication  from  the  glycoside 
occurs,  it  may  pass  off  more  slowly  than  intoxica- 
tion from  the  digitalis  leaf.  The  actions  of  the  two 
drugs  are  the  same,  and  their  cost  now  compares 
favorably  for  use  even  in  large  numbers  of  patients. 
Digitalis  leaf  preparations  are  assayed  biologically, 
are  less  uniform  in  potency,  and  ai-e  poorly  absorbed 
from  the  gastrointestinal  tract.  In  my  own  practice 
I  now  use  digitoxin  exclusively,  except  for  a  few 
patients  who  have  been  well  controlled  on  digitalis 
in  maintenance  doses  for  vears. 
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Question  to  Dr.  McMillan:  If  digitalis  adminis- 
tered to  a  patient  with  congestive  failure  and  nor- 
mal rhythm  produces  auricular  fibrillation,  is  quini- 
dine   immediately   indicated  ? 

Dr.  McMillan:  I  think  that  most  of  us  have  had 
the  experience  of  seeing  interatrial  clots  develop 
rapidly  in  patients  with  auricular  fibrillation.  Re- 
version to  a  normal  rhythm  is  not  only  desirable 
but  urgent.  There  is  no  reason  why  quinidine  cannot 
be  used  with  digitalis,  and  I  believe  Dr.  Orgain  spoke 
of  that  in  his  paper.  In  my  own  experience  I  have 
found  that  it  takes  a  much  smaller  dose  of  quinidine 
to  revert  paroxysmal  fibrillation  than  auricular  fi- 
brillation of  longer  duration.  That  is  not  universally 
true.  There  are  some  who  consider  my  attitude  on 
quinidine  a  little  bit  radical.  I  have  ample  reason 
to  believe  that  it  is  not  the  dreadful  poison  it  is 
spoken  of  as  being,  but  is  an  unusually  useful  drug. 
I  don't  contend,  however,  that  every  patient  who 
has  fibrillation  should  be  reverted  to  a  normal 
rhythm. 

I  suggest  that  quinidine  be  given  on  a  four-hour 
schedule  day  and  night.  It  has  been  mentioned"  by 
Dr.  Orgain,  I  believe,  that  the  excretion  time  of 
quinidine  sulfate  is  about  four  to  six  hours,  and 
there  is  not  much  cumulative  effect.  If  a  dose  of  0.2 
Gm.  given  every  fours  does  not  cause  the  rhythm 
to  revert  to  normal  within  twenty-four  hours,  it 
may  be  increased  to  0.3  or  0.4  Gm.,  or  even  more. 

Question  to  Dr.  McMillan:  What  do  you  consider 
the  maximum  total  dose  of  quinidine  which  should 
be  given  in  one  day? 

Dr.  McMillan:  In  some  instances  we  have  given 
as  much  as  1.1  Gm.  every  four  hours,  or  6.6  Gm.  in 
twenty-four  hours.  Although  quinidine  is  not  a 
poison,  I  feel  somewhat  uneasy  when  the  dose  reach- 
es 0.7  Gm.;  we  have,  however,  given  doses  of  1.2 
Gm.  before  we  succeeded  in  reverting  fibrillation  to 
a  normal  rhythm. 

Question  to  Dr.  Miller:  Is  ammonium  chloride  con- 
verted to  sodium  chloride  in  the  body? 

Dr.  Miller:  Yes,  but  at  the  expense  of  other  so- 
dium salts,  principally  bicarbonate,  so  that  the  total 
sodium  content  of  the  body  is  not  increased.  Low 
salt  intake  really  means  low  sodium  intake,  and  the 
administration  of  ammonium  chloride  does  not  vio- 
late the  principle  of  dietary  salt  restriction. 

Question  to  Dr.  Orgain:  How  effective  are  the 
oral  mercurial  diuretic  preparations? 

Dr.  Orgain:  We  have  had  very  little  experience 
with  oral  mercurial  diuretics.  I  would  say  they  are 
partially  effective.  I  feel  that  the  injection  of  a 
mercurial  diuretic  is  so  easy  that  there  is  no  need 
for  the  use  of  oral  mercurial  diuretics. 

Question  to  Dr.  McMillan:  Is  there  any  other 
therapeutic  measure  to  be  employed  when  chronic 
congestive  failure  does  not  respond  to  adequate 
digitoxin,  a  salt-free  diet,  mercurials  every  other 
day,   sedation,  and  aminophylline  ? 

Dr.  McMillan:  I  am  sure  we  all  realize  that 
some  day  the  patient  with  severe  heart  disease  who 
develops  congestive  failure  gets  to  the  end  of  the 
line,  in  spite  of  everything  that  can  be  done.  In 
some  cases  therapy  is  unsuccessful  because  the  pa- 
tient will  not  cooperate.  If  all  those  measures  have 
been  used  and  the  patient  becomes  edematous  pe- 
riodically, it  is  wise  to  check  on  the  exact  amount 
of  digitalis  that  he  is  getting.  I  am  of  the  opinion 
that  all  these  preparations  should  be  labeled  in 
terms  of  units;  the  U.  S.  P.  unit  is  standardized  so 
that  we  know  exactly  what  it  is.  It  is  important  to 
be  sure  that  the  patient  is  getting  the  drug  at  the 


proper  time,  as  well  as  in  the  proper  amount.  Main- 
tenance doses  should  be  given  early  in  the  day.  We 
also  want  to  be  sure  that  it  is  from  a  fresh  supply. 
The  patient  should  be  questioned  as  to  whether 
he  is  taking  any  kind  of  powders  for  indigestion. 
These  are  a  common  source  of  sodium.  Many  pa- 
tients who  have  digestive  disturbances  due  to  con- 
gestive heart  failure  make  it  a  practice  to  take  a 
dose  of  soda   every  morning. 

Those  are  just  a  few  of  the  points  to  watch.  I 
believe  physical  activity  was  not  referred  to  in 
this  question,  but  certainly,  if  things  are  not  going 
well,  the  patient  might  wisely  be  put  to  bed. 

Question  to  Dr.  Stead:  What  should  the  total 
24-hour  salt  intake  be  on  a  sodium  restriction  diet? 

Dr.  Stead:  All  we  can  say  is  that  the  sodium  in- 
take should  be  cut  down  to  that  level  which  will  re- 
duce fluid  retention.  A  diet  containing  about  150  mg. 
of  sodium  and  about  200  mg.  of  chloride  in  a  24-houi 
period  represents  a  very  low  total  salt  intake.  Until 
the  patient  has  been  put  on  as  low  a  sodium  intake 
as  can  be  tolerated,  one  is  not  justified  in  saying 
that  salt  restriction  has  been  given  a  fair  trial. 

Question  to  Dr.  Orgain:  Please  comment  on  the 
treatment  of  paroxysmal  tachycardia  with  paroxysms 
occurring  once  or  twice  a  month. 

Dr.  Orgain:  I  presume  that  tachycardia  undei 
these  circumstances  refers  to  auricular  tachycardia. 
In  contrast  to  other  tachycardias,  such  as  fibrilla- 
tion, flutter,  and  ventricular  tachycardia,  paroxys- 
mal auricular  tachycardia  usually  is  self-terminat- 
ing. During  the  attack  itself,  pressure  on  the  eye 
balls,  carotid  sinus  stimulation,  or  induced  vomiting 
are  simple  physical  methods  which  may  serve  to 
terminate  the  attack  quickly.  If  they  fail,  Mecholyl, 
because  of  its  rapid  action,  may  be  administered 
subcutaneously  or  intramuscularly.  The  initial  dose 
is  20  to  30  mg.,  and  each  subsequent  dose  should 
be  increased  bv  5  mg.  until  a  definite  parasympa- 
thomimetic effect  is  noted.  Once  the  drug  effect 
is  obtained,  further  administration  is  not  indicated, 
even  if  the  arrhythmia  persists.  Atropine  will  abol- 
ish any  over-reaction  to  the  drug,  and  as  a  precau- 
tionary measure,  it  should  be  in  a  syringe  with  the 
needle  already  inserted  in  a  vein  before  Mecholyl 
is  given. 

Rapid  digitalization  by  means  of  a  large  single 
dose  of  a  glvcoside — for  example,  lanatoside  C,  1.6 
mg.,  given  intravenously — frequently  aborts  the  at- 
tack. Ouinidine  in  large  doses  (0.4  to  0.6  Gm.)  ad- 
ministered at  hourly  intervals  for  three  to  four 
doses,  or  to  a  total  of  2  Gm.,  may  be  very  effective. 
If  the  rhythm  fails  to  revert,  I  then  use  the  four- 
hour  schedule  mentioned  by  Dr.  McMillan,  to  be 
followed  by  a  three-hour  or  even  a  two-hour  sched- 
ule of  0.4  Gm.  doses  if  they  are  tolerated. 

After  the  attack  is  over,  quinidine  is  then  given 
in  maintenance  doses  of  0.2  to  0.4  Gm.  every  four 
hours  when  the  patient  is  awake  as  a  oreventive 
over  a  period  of  months,  deDending  upon  therapeutic 
results.  If  auinidine  alone  fails  as  a  preventive,  one 
may  try  digitalis  and  ouinidine  in  combination.  Oral 
Prostigmine  also  has  been  reported  to  be  of  value. 

Most  patients  relate  their  attacks  to  definite  stim- 
uli— nervous  tension,  anxiety,  fatigue,  overwork,  loss 
of  sleep,  indigestion,  bowel  irregularity,  smoking, 
drinking,  or  other  common  irritants  such  as  caffeine 
and  tobacco.  In  my  experience,  the  regulation  and 
control  of  all  such  background  factors  is  at  least 
equally  as  important  as  drug  therapy. 

Whether  a  patient  should  take  a  drug  to  prevent 
attacks  of  ectopic  tachycardia  depends  entirely  on 
their  frequency  and  duration,  as  well  as  on  the 
degree   of  discomfort  they  cause. 
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The  aspiration  of  foreign  materials  into 
the  lower  respiratory  passages  may  lead  to 
serious  and  prolonged  illness.  Inorganic  ob- 
jects are  less  apt  to  produce  pulmonary 
changes  than  is  vegetable  matter. 

Nuts  and  vegetable  matter,  once  in  the 
bronchi,  tend  to  break  up ;  this  tendency, 
coupled  with  the  patient's  coughing,  actually 
may  cause  numerous  fragments  to  be  dis- 
seminated into  lung  segments.  Some  work- 
ers have  stressed  the  high  toxicity  of  the 
fatty  acids  of  peanuts.  Gobbelm  in  a  recent 
experimental  study  could  not  substantiate 
this  belief,  although  he  did  find  that  peanut 
oil  produces  a  lipid  pneumonia  in  rabbits. 
This  same  finding  has  been  noted  in  human 
beings. 

Most  of  the  cases  of  foreign  body  aspira- 
tion occur  among  infants  and  young  chil- 
dren, and  it  has  been  assumed  that  little  can 
be  done  to  prevent  this  potentially  serious 
type  of  accident.  The  tendency  of  children  to 
place  various  and  sundry  objects  in  their 
mouths,  coupled  with  their  urge  to  talk  or 
laugh  or  cry  while  eating,  supposedly  leaves 
the  matter  to  sheer  luck.  Our  study,  we  feel, 
will  shed  light  on  this  aspect  of  the  problem 
and  serve  to  alter  some  of  the  previously 
held  assumptions. 

Analysis  of  One  Hundred  and  Sixty  Cases 
Clinical  aspects 

For  this  report  we  have  analyzed  160 
cases.  Of  these  160  patients,  118  were  white 
and  42  were  Negroes.  Of  greater  interest 
and  significance  is  the  age  range  (table  1). 
One  hundred  and  twenty-nine  of  the  160  pa- 
tients were  between  1  and  5  years  of  age, 
and  102  were  in  their  second  or  third  year. 
Almost  every  patient  over  20  years  of  age 
was  either  edentulous  or  a  worker  who  ha- 
bitually held  objects  such  as  tacks,  nails,  or 
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Table 

1 

Age 

Distri 

bution 

Age 

No.  Cases 

(Years) 

% 

4 

1 

27 

iy2 

33 

2 

38 

3 

17 

4 

14 

5-16 

18 

20  and 

over 

9 

TOTAL 


160 


pins  in  his  mouth  or  between  his  teeth  while 
at  work. 

Table  2  shows  the  various  types  of  foreign 
bodies  aspirated.  In  21  cases  the  objects  as- 
pirated were  metallic.  These  cases  will  be 
mentioned  but  briefly,  for  they  were  the  most 
innocuous  of  the  group.  The  remaining  pa- 
tients aspirated  some  type  of  organic  matter. 
The  peanut  was  by  far  the  most  common 
offender,  being  responsible  for  about  40  per 
cent  of  the  cases  in  this  series.  As  the  table 
shows,  the  majority  of  our  cases  were  caused 
by  nuts,  seeds,  and  uncooked  foods  (chiefly 
raw  potatoes,  corn,  turnips,  and  apples) . 
Particularly  striking  is  the  paucity  of  cases 
in  which  cooked  foods  were  aspirated. 

Table  2 
Types  of  Foreign  Bodies 
Type  No.  Cases 

Peanut  62 

Watermelon  seeds  15 

Corn  and  popcorn  12 

Pecan  10 

Raw  foods  17 

Cooked  foods  4 

Bones  6 

Wood  5 

Cocklebur  3 

Rubber  3 

Orange  seed  2 

Opaque  object  21 


TOTAL 


160 


It  has  often  been  pointed  out  that  aspir- 
ated foreign  matter  lodges  most  frequently 
in  the  right  bronchial  tree  (table  3),  usu- 
ally in  the  lower  or  middle  lobe  branch.  This 
fact  is  undoubtedly  due  to  the  difference  in 
the  angulation  of  the  right  and  left  major 
bronchi,  the  right  one  being  almost  a  con- 
tinuation of  the  trachea.  In  88  instances  the 
foreign  body  was  found  on  the  right,  in  43 
on  the  left.  Eighteen  patients  had  the  ma- 
terial lodged  in  the  trachea.  In  11  cases  the 
operator  was  not  certain  as  to  the  exact  site 
from  which  the  foreign  body  was  removed. 

The  histories  given  in  all  the  cases  were 
remarkably  similar.  In  almost  every  instance 
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Table  3 
Site  of  Foreign  Bodv 

Site  No.  Cases 

Right  lung  88 

Left  lung  43 

Trachea  18 

Site  not  verified  11 

TOTAL  160 

the  child  was  seen  strangling  or  choking; 
after  a  brief  period  of  cyanosis  it  retched 
and  vomited  and  then  seemed  to  improve, 
only  to  manifest  cough,  wheezing  and  dysp- 
nea sooner  or  later.  A  number  of  patients 
developed  fever  and  were  treated  as  cases 
of  infectious  pneumonia. 

The  physical  examination  is  of  prime  im- 
portance in  diagnosis.  The  physical  findings 
led  to  a  correct  diagnosis  of  the  presence  and 
site  of  the  foreign  body  in  111  cases,  and 
were  negative  in  30  (table  4) .  Among  this 
latter  group  were  many  of  the  patients  with 
opaque  bodies  in  the  trachea.  In  these  cases, 
pulmonary  signs  were  absent,  although  it 
was  occasionally  possible  to  determine  that 
the  object  was  moving  up  and  down  the  tra- 
chea during  respiration.  Bilateral  physical 
signs  were  elicited  in  19  instances,  and  ac- 
curate localization  was  impossible. 

Table  4 

Accuracy   of   Physical   Examination   in   Localizing 

Foreign   Body 

No.  Cases 


Localized   correctly 
Examination    negative 
Bilateral  physical  findings 

TOTAL 


111 
30 
19 


160 


Once  the  diagnosis  is  established,  treat- 
ment consists,  of  course,  in  removal  of  the 
foreign  body  by  bronchoscopy.  This  proce- 
dure was  carried  out  in  155  cases,  and  32 
patients  had  to  have  more  than  one  bron- 
choscopy. In  one  youngster  the  procedure  was 
performed  twenty-five  times.  The  chief  fac- 
tor necessitating  multiple  examinations  was 
the  removal  of  a  fragment  of  foreign  matter 
rather  than  the  whole  object.  Bronchoscopy 
in  itself  is  a  formidable  procedure,  particu- 
larly in  young  infants.  Sixteen  patients  re- 
quired tracheotomy  following  the  examina- 
tion, and  there  were  a  few  instances  of  pneu- 
mothorax, mediastinal  emphysema,  and  atel- 
ectasis as  complications  of  the  treatment. 

The  total  number  of  hospital  days  required 
for  the  treatment  of  these  160  patients  is 
surprisingly  large.  Although  5  patients  were 
treated  as  outpatients,  the  group  spent  a 
total  of  1376  days  in  the  hospital.  The  aver- 


age stay  was  8.6  days,  and  the  longest  period 
required  for  treatment  was  four  months. 

Aspiration  of  foreign  bodies  carries  a  sig- 
nificant mortality.  There  were  9  deaths  in 
our  group — a  mortality  rate  of  5.6  per  cent. 
Three  deaths  were  due  to  secondary  infection. 

Table  5 

Accuracy   of  Roentgen  Examination  in  Diagnosis 

of  Foreign   Bodies 

No.  Cases 

Positive  findings  131 

Negative  study  25 

Roentgen  examination  not  made  4 


TOTAL 


160 


Table  6 


Types  of  Roentgen  Changes 


No.  Cases 

Emphysema 

66 

Atelectasis 

30 

Pneumonia 

24 

Diaphragm   changes 

45 

Mediastinal  shift 

45 

Rib  changes 

49 

Vessel  changes 

49 

Opaciue  foreign  body  with 

pulmonary  changes 

4 

Five  infants  succumbed  to  bilateral  occlu- 
sion of  the  major  bronchi.  One  child  died 
after  a  lobectomy  for  removal  of  the  middle 
and  lower  lobes  on  the  right  side.  A  number 
of  children  developed  pneumonia,  but  recov- 
ered with  treatment. 

Roentgen  aspects 

The  roentgen  survey  is  an  integral  part 
of  the  study  of  each  case.  Naturally  the  roent- 
genogram will  localize  those  foreign  bodies 
which  are  opaque,  but  it  is  also  of  inestimable 
value  in  establishing  the  presence  of  non- 
opaque bodies  by  disclosing  the  pulmonary 
changes  which  are  so  frequently  produced 
(table  5) .  The  roentgen  study  is  of  least 
help  when  a  non-opaque  object  remains  in 
the  trachea. 

Table  6  summarizes  the  roentgen  findings. 
Manges'-',  many  years  ago,  first  called  at- 
tention to  the  important  changes  on  the 
roentgenogram.  In  essence  our  findings  par- 
allel those  of  Manges,  but  we  will  emphasize 
one  further  sign  which  has  received  scant  at- 
tention— namely,  the  changes  in  the  vascular 
pattern. 

X-ray  examination  was  positive  in  131 
cases  and  negative  in  25.  Four  patients  were 
not  examined  by  x-ray.  Several  of  those  films 
listed  as  negative  could  not  be  checked,  for 
they  were  apparently  lost.  Some  which  had 

2.  Manxes,  TV.  F. :  Roentgen-Ray  Diagnosis  of  Non-Opaque 
Foreign  Bodies  in  the  Air  Passages,  Am.  J.  Roentgenol. 
9:288-30-1    (May)    1922. 
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Figure  1. 


A.   Film   made    in   inspiration.  Note   the   appar- 
ently normal  chest. 


been  interpreted  as  negative,  however,  were 
found  to  show  changes  when  they  were  re- 
examined for  this  study. 

A  foreign  body  which  lodges  in  a  bron- 
chus will  most  frequently  cause  a  partial  oc- 
clusion, so  that  some  air  is  allowed  to  enter 
but  none  can  escape.  Thus  air  is  trapped 
distal  to  the  object  and  obstructive  emphy- 
sema develops,  producing  increased  translu- 
cency  in  the  involved  lung  segment  (fig.  1). 
This  finding  was  noted  in  66  of  our  cases. 
If  the  emphysematous  segment  is  of  suffi- 
cient size,  the  corresponding  ribs  will  assume 
a  fixed  position,  with  widening  of  the  inter- 
spaces. We  observed  this  change  in  49  cases. 
The  diaphragm  is  often  depressed  and  lim- 
ited in  its  excursion,  and  this  finding  was 
noted  in  45  cases. 

Segmental  or  massive  atelectasis  (fig.  2) 
occurred  less  frequently  and  was  seen  usu- 
ally in  cases  of  longer  duration.  It  was  noted 
in  30  cases.  It  is  usually  accompanied  by 
narrowing  of  the  rib  spaces,  shift  of  the 
mediastinum,  and  elevation  of  the  diaphragm 
on  the  affected  side. 

Mediastinal  shift  occurs  with  atelectasis 
and  with  compensatory  emphysema.  In  the 
latter  condition  there  occurs  a  to-and-fro  pen- 
dulum-like shifting  which  is  best  studied 
fluoroscopically.  Forty-five  of  our  cases 
showed    a  mediastinal   shift,   and   most  of 


B.  Film  made  in  expiration.  The  right  dia- 
phragm has  moved  up  and  the  right  lung  has 
deflated  normally.  There  is  obstructive  emphy- 
sema of  the  left  lung.  The  heart  has  shifted  to 
the  right. 

these  were  instances  of  obstructive  emphy- 
sema rather  than  atelectasis. 

Pneumonia  (fig.  3)  is  considered  by  many 
as  one  of  the  chief  complications  of  foreign 
body  aspiration,  but  we  found  it  in  only  24 
cases.  When  present,  it  is  usually  a  late  man- 
ifestation. In  our  series  pneumonia  occurred 
almost  exclusively  in  those  patients  who  as- 
pirated vegetable  matter.  Often  the  increased 
density  which  is  interpreted  as  pneumonia 
actually  represents  drowning  of  the  lung  dis- 
tal to  bronchial  occlusion.  That  it  is  not  true 
infection  is  shown  by  the  very  rapid  improve- 
ment noted  after  the  obstruction  has  cleared. 

A  roentgen  manifestation  which  we  ob- 
served in  49  cases  is  a  distinct  alteration  in 
the  vascular  pattern  (fig.  4).  At  the  zone  of 
obstructive  emphysema  the  vessels  were  nar- 
rower than  usual,  and  in  some  instances 
were  so  inconspicuous  that  they  seemed  to 
be  absent. 

All  the  roentgen  changes  listed  can  be 
gleaned  from  good  films,  but  fluoroscopic  ex- 
amination is  extremely  important.  The 
changes  in  the  ribs,  diaphragm,  and  medias- 
tinum are  best  studied  this  way.  Compen- 
satory emphysema  also  is  easier  to  elicit  by 
fluoroscopy.  Indeed,  no  roentgen  study  to  de- 
termine the  presence  and  location  of  a  for- 


62 


NORTH   CAROLINA   MEDICAL  JOURNAL 


February,   1950 


Fig.  2.  Complete  collapse  of  the  left  upper 
lobe,  with  compensatory  emphysema  of  the  right 
lung. 

eign  body  can  be  considered  complete  with- 
out careful  fluoroscopic  examination. 

Comment 

Factors  responsible  for  the  aspiration 
of  foreign  bodies 

The  fact  that  the  majority  of  patients  in 
this  group  of  160  cases  aspirated  peanuts, 
raw  foods,  and  seeds  points,  we  believe,  to 
the  core  of  this  perplexing  problem.  As  we 
mentioned  previously,  it  has  been  assumed 
that  parents  and  doctors  are  practically  help- 
less to  prevent  these  accidents,  since  it  is 
impossible  to  stand  constant  watch  over  in- 
fants so  as  to  prevent  them  from  putting 
objects  into  their  mouths.  Our  analysis  of 
160  cases,  however,  shows  clearly  that  in 
the  majority  of  instances  the  offending  ob- 
ject which  reached  the  lower  respiratory 
tract  was  in  fact  given  to  the  child.  Only  few 
accidentally  or  surreptitiously  put  the  of- 
fending object  into  their  mouths.  Sometimes 
solicitous  parents  or  admiring  elders  offered 
the  peanuts  either  as  a  reward  for  good  be- 
havior or  as  a  bribe  to  be  "good."  In  other 
cases  the  care  of  the  youngster  was  delegated 
to  a  child  only  a  few  years  his  senior.  The 
young  guardian  all  too  often  decided  that  the 
quickest  way  to  pacify  his  challenging  little 
ward  was  to  offer  him  nuts,  apple,  or  the 
like. 

The  swallowing  reflex  in  the  infant  and 
young  child  is  well  integrated,  and  works 
with  amazingly  accurate  precision  when  he 


Fig.  3.  Pneumonia  of  the  right  lower  and 
middle  lobes.  There  is  no  evidence  of  shift  of 
the  diaphragm   or  heart. 

is  partaking  of  foods  that  are  easily  changed 
into  a  smooth,  soft  bolus.  When,  however, 
the  child  chews  foods  that  constantly  remain 
hard,  he  may  find  himself  in  difficulty.  While 
it  is  true  that  he  often  brings  on  disaster  by 
talking,  laughing  or  crying  while  eating,  it 
is  obvious  that  the  danger  is  maximal  when 
he  is  eating  those  things  that  should  be  ta- 
boo. 

Hard,  fragmented  particles  such  as  nuts 
cannot  be  macerated  well  by  children  until 
they  have  a  full  component  of  teeth.  With 
such  material  in  the  mouth,  aspiration  is  im- 
minent once  the  swallowing  reflex  is  broken 
and  the  glottis  is  left  unguarded.  The  ma- 
terial is  suddenly  sucked  into  the  trachea 
and  the  ensuing  cough  usually  results  in  in- 
creased pressure,  so  that  the  foreign  body 
is  driven  deeper  into  the  bronchi.  Only  rarely 
does  the  patient  spontaneously  eject  such 
foods,  whereas  soft,  well  macerated  foodstuff 
is  often  coughed  up.  Only  4  of  the  patients 
in  our  series  aspirated  cooked  foods.  Thus, 
the  child  who  is  left  to  his  own  resources  and 
is  fed  only  those  foods  that  he  should  be 
getting  seems  in  little  danger.  By  eliminat- 
ing from  the  diet  of  young  children  nuts  and 
foods  with  seeds,  the  number  of  cases  of 
foreign  body  aspiration  could  be  significantly 
reduced. 

Diagnosis 

The  diagnosis  of  a  pulmonary  foreign  body 
is  not  difficult  when  the  history  is  typical. 


February,    1950 


FOREIGN   BODIES— BAYLIN   AND   MARTIN 


63 


Figure  4. 


A.  Film  made  on  inspiration  shows  a  black  dis- 
tended right  lung.  The  vessels  are  very  narrow. 
The  left  lung  is  normal. 

When  confronted  with  such  a  history,  the 
physician  must  not  dismiss  his  patient,  even 
if  all  examinations  are  negative.  Close  ob- 
servation over  a  period  of  time  is  imperative. 

Greater  difficulty  is  encountered  when 
pulmonary  changes  are  present  in  the  ab- 
sence of  the  typical  history.  Persistent  in- 
fection, sudden  asthmatic  symptoms,  unilat- 
eral wheezing,  and  unexplained  dyspnea 
should  cause  one  to  suspect  a  foreign  body 
if  no  other  explanation  is  readily  forthcom- 
ing. Several  of  our  cases  were  solved  only  by 
the  finding  of  a  foreign  body  on  broncho- 
scopic  examination.  Indiscriminate  perform- 
ance of  bronchoscopy  is  to  be  condemned, 
however,  for  it  may  have  serious  complica- 
tions. 

The  roentgenologist  must  assume  a  promi- 
nent role  in  the  diagnosis  and  localization  of 
non-opaque  foreign  bodies.  The  opaque  ob- 
jects usually  offer  no  particular  diagnostic 
difficulty,  and  are  seldom  accompanied  by 
the  roentgen  changes  we  have  described. 

Those  changes  are  often  subtle  and  con- 
fusing. Obstructive  emphysema,  a  very  com- 
mon finding,  produces  an  unyielding  lung 
which  remains  inflated  during  expiration.  It 
may  look  normal  as  compared  to  the  de- 
flated lung;  hence  a  diagnosis  of  atelectasis 
on  the  uninvolved  side  may  be  offered.  Flu- 
oroscopy alone  obviates  this  pitfall,  unless 
roentgenograms  are  made  during  both  expir- 


B.  Film  made  on  expiration  shows  normal  de- 
flation of  the  left  lung.  Note  the  difference  in 
vessel  pattern.* 

ation  and  inspiration.  Often  it  is  helpful  to 
record  both  phases  of  respiration  on  a  single 
film,  for  then  the  obstructed  side  fails  to 
blur  and  the  correct  diagnosis  can  be  made. 

An  unyielding  emphysematous  lung  dis- 
places the  heart  to  the  opposite  side ;  yet  dur- 
ing inspiration  the  opposite  lung  will  over- 
inflate  and  thus  shift  the  heart  to  a  more 
normal  position.  A  swinging  motion  of  the 
mediastinal  contents  thus  takes  place,  which 
can  be  evaluated  only  by  multiple  films  or 
fluoroscopically.  It  is  pathognomonic  of  ob- 
structive emphysema. 

The  recognition  of  massive  atelectasis  pre- 
sents no  problem  clinically  or  radiologically. 
Segmental  collapse  may  be  overlooked  clin- 
ically, but  can  be  recognized  radiographi- 
cally.  One  phase  of  the  roentgen  diagnosis  of 
atelectasis,  however,  warrants  comment.  A 
complete  collapse  of  a  whole  lobe — usually 
the  lower,  but  sometimes  the  upper — may  be 
overlooked  clinically  and  radiologically  be- 
cause of  compensatory  changes  in  the  sur- 
rounding lung  tissue.  The  best  means  of  di- 
agnosis is  an  oblique  or  over-penetrated  film 
and  not,  as  is  commonly  thought,  a  lateral 
film.  The  collapsed  lobe  may  be  so  thin  as 
to  cast  no  significant  shadow  on  the  lateral 
view.  Careful  analysis  of  the  spread  of  ves- 
sels in  the  emphysematous  lung,  and  close 

^Vessel  changes   do   not   lend   themselves   well    to   repro- 
duction,  but  are   quite   evident  on  the  original   film. 
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Figure  5 


A.  An  apparently  normal  lung  pattern,  although 
there  is  complete  collapse  of  the  right  lower 
lobe.  Note  the  wedge-shaped  shadow  at  the 
right  cardiophrenic  angle. 


observation  for  shifting  of  the  hilar  struc- 
tures or  excessive  movement  of  lung  shadows 
will  often  lead  to  the  proper  evaluation  (fig. 
5). 

The  vessel  changes  of  obstructive  emphy- 
sema are  different  from  those  found  in  com- 
pensatory overinflation.  In  the  former  con- 
dition, because  of  trapping  of  air  and  the 
increased  intra-alveolar  pressure  incident  to 
coughing,  the  vessels  are  narrowed  and  carry 
less  blood.  Hence,  their  density  is  less,  and 
the  involved  lung  becomes  more  radiolucent. 
Such  a  change  can  be  recognized  even  in 
small  lung  segments  before  there  is  any 
marked  overdistention.  This  finding  has  been 
emphasized  by  Westermark'".  We  have  found 
it  extremely  helpful  and  wish  to  emphasize 
its  importance  as  a  sign  of  partial  bronchial 
obstruction. 

There  is  a  gratifying  correlation  between 
the  physical  and  radiologic  findings  in  this 
series  of  cases.  The  degree  of  accuracy  in 
diagnosis  by  these  means  of  examination  is 
encouraging  and  stresses  the  importance  of 
closer  cooperation  between  the  clinician  and 
the  roentgenologist. 

3.  Westermark.  N.  J.  H.:  The  Roentgen  Studies  of  the 
Lungs  and  Heart,  Minneapolis,  The  University  of  Minne- 
sota Press,  1048.  pp.   55-97. 


B.   A   lateral    film    showing    no   evidence   of    the 
atelectasis. 


Prevention 

More  important,  however,  is  a  program  of 
education.  Prevention  is  our  goal.  Those  of 
us  who  are  entrusted  with  the  medical  care 
of  children  should  inform  parents  concern- 
ing the  hazards  of  those  foods  which  their 
children  cannot  properly  masticate.  There  is 
no  justification  for  the  negative  attitude  that 
nothing  can  be  done,  because  the  child's  re- 
flexes are  not  well  enough  integrated  for 
him  to  swallow  properly.  Let  us  rather  stress 
what  the  child  should  and  should  not  be  fed, 
and  we  may  then  reduce  significantly  the 
incidence  of  foreign  body  aspiration. 

Summary 

1.  A  series  of  160  cases  of  foreign  bodies 
in  the  tracheo-bronchial  tree  is  analyzed. 

2.  Peanuts,  seeds,  and  raw  foods  were  the 
most  common  offenders,  and  these  were  in 
almost  every  instance  offered  to  the  child 
rather  than  picked  up  accidentally. 

3.  The  majority  of  cases  occurred  in  chil- 
dren between  1  and  3  years  of  age. 

4.  The  mortality  rate  in  this  series  was  5.6 
per  cent. 

5.  There  was  a  close  correlation  between 
the  physical  and  x-ray  findings. 

6.  The  outstanding  roentgen  changes  were 
obstructive  emphysema,  atelectasis,  changes 
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in  rib  relationship,  changes  in  diaphragma- 
tic function,  mediastinal  shift,  and  altera- 
tions in  the  vascular  pattern.  Pneumonia  oc- 
curred in  about  20  per  cent  of  the  cases. 


THE   USE   OF  BETA   IRRADIATION   IN 
OPHTHALMOLOGY 

Frederick  W.  Stocker,  M.D. 

and 

Samuel  D.  McPherson,  Jr..  M.D. 

Durham 

A  method  for  utilizing  beta  irradiation  in 
the  treatment  of  external  diseases  of  the  eye 
was  described  by  Burnam  and  Neill  in 
1940m.  The  instrument  described  by  them 
consisted  of  a  soda  glass  bulb  5  mm.  in  diam- 
eter and  containing  200  to  500  millicuries  of 
radon  enclosed  in  a  brass  cylinder  to  protect 
the  operator.  With  this  instrument  Burnam 
and  Neill'11,  Woods'2',  and  Iliff'3'  reported 
startling  results  in  the  treatment  of  both  in- 
flammatory and  neoplastic  lesions  of  the  ex- 
ternal eye  and  ocular  adnexa.  Because  of  the 
difficulty  of  obtaining  radon,  except  in  areas 
near  radon-producing  laboratories,  this 
method  has  never  been  widely  used. 

In  1947  Iliff'4'  described  a  radium  applica- 
tor which  affords  a  method  of  treating  many 
external  diseases  of  the  eye  with  beta  irradi- 
ation and  which  is  readily  available  to  the 
practicing  ophthalmologist.  It  is  tha  purpose 
of  this  paper  to  describe  the  method  of  treat- 
ment and  the  results  obtained  in  treating  25 
eyes  with  this  applicator  during  the  past  two 
years  at  the  McPherson  Hospital. 

Method 

Beta  irradiation  is  applied  with  the  Iliff 
applicator  (fig.  1),  which  is  a  rectangular 
applicator  measuring  6  by  12  by  6  mm.  and 
containing  50  micrograms  of  radium  salt. 
The  sides  and  back  are  constructed  of  silver 
and  are,  respectively,  1  and  3  millimeters  in 
thickness.  The  front  or  treatment  surface  is 
covered  with  a  0.1   mm.   laver  of  "monel" 


From   the  McPhers'on   Hospital,   Durham,    North  Carolina. 

Read  before  the  Section  on  Ophthalmology  and  Otolaryn- 
gology, Medical  Society  of  the  State  of  North  Carolina.  Pine- 
hurst,   May  10,   1949. 

1.  Burnam,  C  F.  and  Neill,  W.,  Jr.:  Use  of  Beta  Ray  of 
Radium  Applicator.  South.  M.  J.  33:279-288    (March)    1940. 

2.  M'oods,  A.  C :  Treatment  of  Tuberculosis  of  Anterior  Por- 
tion of  Eve  with  Beta  Ravs  of  Radium,  Arch.  Ophth.  22: 
735-742    (Nov.)     1939. 

3.  Iliff,  C  E. :  Beta  Irradiation  in  Ophthalmology,  Arch. 
Ophth.   38:415-441    (Oct.)    1947. 

4.  Iliff,  C  E.:  Beta  Rav  Radium  Applicator  for  Ocular  Use: 
Preliminary  Report,  Arch.  Ophth.  38:827-830   (Dec.)    19  47. 


Fig.    1.    Iliff    applicator,    reduced    in    size. 
Insert:    Silver   screen,   actual   size. 

metal.  A  handle  28  cm.  in  length  is  screwed 
into  the  back  of  the  plaque. 

The  eye  to  be  treated  is  anesthetized  with 
two  instillations  of  2  drops  of  a  0.5  per  cent 
solution  of  tetracaine  hydrochloride.  If  the 
lesion  to  be  treated  lies  on  the  conjunctival 
surface  of  the  lid,  the  lid  is  simply  everted 
and  the  applicator  held  gently  in  place  for 
the  appropriate  treatment  time.  If  the  lesion 
to  be  treated  is  on  the  globe,  a  lid  speculum  is 
inserted  and  the  applicator  is  again  applied 
in  direct  contact  with  the  lesion  for  the  de- 
sired treatment  time.  If  the  lesion  is  very 
small  and  circumscribed,  the  1  mm.  silver 
plate  shown  in  figure  1  is  clipped  on  the  ap- 
plicator to  shield  all  but  a  3  mm.  opening  over 
the  center  of  the  treatment  surface.  In  no 
case  was  more  than  ten  minutes'  exposure 
given  to  any  one  area  at  one  time.  Treatment 
was  not  repeated  in  less  than  two  weeks. 

Residts 
A  total  of  25  eyes  have  thus  far  been 
treated  with  beta  irradiation.  The  shortest 
treatment  time  employed  for  any  lesion  was 
fifteen  minutes,  and  the  longest  seventy  min- 
utes. 

Vernal  conjunctivitis 

Six  eyes  with  palpebral  vernal  conjunctivi- 
tis were  treated  with  beta  irradiation.  All 
of  these  eyes  showed  large,  inflamed  follicles 
and  papillae  on  the  retrotarsal  folds  and  tar- 
sal conjunctiva,  with  marked  photophobia 
and  blepharospasm.  The  average  treatment 
time  per  unit  area  was  thirty  minutes.  At 
the  conclusion  of  treatment,  these  lesions  had 
completely  disappeared,  the  conjunctivae 
were  white,  and  the  patients'  subjective 
symptoms  were  cured. 

Three  eyes  with  limbal  vernal  conjunctivi- 
tis were  similarly  treated.  These  all  showed 
the  characteristic  hypertrophic  inflamed  con- 
junctival masses  at  the  limbus.  These  eyes 
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received  an  average  of  thirty-five  minutes' 
irradiation  per  unit  area,  and  again  the  in- 
tense hyperemia  disappeared  and  the  hyper- 
trophic conjunctiva  at  the  limbus  flattened. 
Symptoms  were  completely  relieved  in  all 
these  patients. 

Inflamed  or  recurrent  pterygia 

Nine  eyes  with  inflamed  or  recurrent 
pterygia  were  treated  with  beta  irradiation. 
In  7  of  these,  the  vascularity  of  the  ptery- 
gium was  completely  blanched,  the  recur- 
rence halted,  and  the  accompanying  local  ir- 
ritation relieved.  The  average  treatment 
time  for  these  7  eyes  was  thirty-five  minutes. 
In  the  remaining  2  patients  there  was  no  ap- 
parent change  in  the  appearance  of  the  le- 
sion ;  these  patients  received  only  fifteen  min- 
utes of  irradiation,  however  —  an  amount 
probably  insufficient  to  affect  the  appear- 
ance or  the  course  of  the  lesion. 

Pseudopterygia 

One  patient  with  a  fleshy  vascular  pseu- 
dopterygium  which  resulted  from  an  alkali 
burn  was  treated.  Forty  minutes'  irradiation 
produced  complete  blanching  of  the  vessels, 
reduction  in  the  size  of  the  lesion,  and  relief 
of  irritation. 

Corneal  vascularization 

In  his  original  description  of  this  appli- 
cator, Iliff  stated  that  because  of  the  low 
concentration  of  beta  irradiation  per  unit 
area  treated  and  the  prolonged  treatment 
time,  it  would  be  of  little  use  in  occluding  cor- 
neal vessels.  In  spite  of  this  statement,  we 
have  treated  4  patients  with  corneal  vascu- 
larization in  an  attempt  to  relieve  the  ac- 
companying local  irritation,  to  occlude  shad- 
ow vessels,  and  thus  to  improve  vision.  In 
3  of  these  cases  corneal  vascularization  fol- 
lowed chemical  burns,  and  in  the  fourth  case 
it  followed  extensive  corneal  ulceration.  In 
all  cases  treatment  was  given  at  the  limbus 
in  the  area  where  conjunctival  and  scleral 
vessels  emerged  into  the  cornea.  The  average 
treatment  time  for  these  eyes  was  forty-five 
minutes.  In  3  of  these  4  eyes  there  was  sub- 
stantial reduction  of  the  corneal  vasculariza- 
tion and  improvement  in  corneal  clarity.  In 
one  case  keratoplasty  was  subsequently  per- 
formed, and  vision  of  20  50  obtained.  There 
was  no  vascularization  of  the  graft. 

Sclerosing  keratitis 

One  patient  with   sclerosing  keratitis  of 


three  years'  duration  was  treated.  This  pa- 
tient received  twenty  minutes  of  beta  irradia- 
tion directly  to  the  involved  cornea  with  no 
apparent  effect  on  the  lesion. 

Papilloma 

One  patient  with  a  papilloma  of  the  lid 
was  treated.  This  patient  received  thirty 
minutes  of  beta  irradiation.  This  amount  of 
treatment  was  sufficient  to  cause  a  complete 
disappearance  of  the  lesion. 

Comment 

The  radium  salt  contained  in  the  Iliff  ap- 
plicator is  sealed  in  a  vacuum,  which  allows 
radon  gas  produced  by  radium  to  accumulate. 
The  radon  in  turn  emanates  alpha,  beta,  and 
gamma  rays.  The  alpha  rays  are  completely 
absorbed  by  the  "monel"  metal  face  plate, 
which  allows  only  the  beta  and  gamma  rays 
to  pass  through.  The  beta  rays  compose  ap- 
proximately 93  per  cent  of  the  effective  em- 
anations from  this  applicator,  and  the  gamma 
rays  only  7  per  cent.  Beta  rays  are  surface 
acting  rays,  and  according  to  Hughes'r,),  96.1 
per  cent  are  absorbed  in  the  first  3  mm.  of 
tissue.  The  gamma  rays  are  comparable  to 
hard  x-rays  and  penetrate  much  deeper.  Be- 
cause of  the  lack  of  penetration  of  beta  rays 
and  the  low  concentration  of  gamma  rays, 
this  applicator  offers  a  relatively  wide  mar- 
gin of  safety  in  treating  diseases  of  the  ex- 
ternal eye.  Hughes  and  Iliff'5'  stated  that  in 
ten  years'  experience  with  the  radon  and  ra- 
dium applicators  they  had  never  observed 
the  development  of  irradiation  cataracts. 
Ruedemann's  experience"1'  has  evidently  been 
similar,  although  his  work  has  been  entirely 
with  radon. 

The  consistently  good  results  obtained  with 
beta  irradiation  in  the  treatment  of  vernal 
conjunctivitis,  angioma,  and  papilloma  of  the 
globe  and  lids  are  due  in  large  part  to  the 
high  sensitivity  of  those  tissues  to  irradia- 
tion. Desjardins171  listed  the  following  tissues 
in  order  of  diminishing  sensitivity :  lymphoid 
cells,  polymorphonuclear  and  eosinophilic 
leukocytes,  epithelium,  endothelium,  connec- 
tive tissue,  muscle,  bone,  and  nerve.  Other 
factors  which  influence  the  susceptibility  of 
tissues  to  irradiation  are  the  maturity  of  the 
cells,  the  degree  of  vascular  and  inflamma- 

5  Hughes,  W.  F.,  Jr..  and  Iliff,  C.  E.:  Beta  Irradiation  of 
tlie  Eve,    Am.   J.   Ophth.   32:3.il-300    (March)    1949. 

(i.  Ruedemann,  A.  D.:  Beta  Radium  in  Treatment  of  Cor- 
neal Lesions,  Societv  Transactions,  Arch.  Ophth.  3S:556- 
562    (Oct.)    1947. 

7.  Desjardins.  A.  U. :  Action  of  Roentgen  Rays  or  Radium 
on  Inflammatory  Processes,  Radiology  29:436-445  (Oct.) 
1937. 
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tory  change,  and  the  accessibility  of  the  le- 
sion to  treatment.  Many  common  lesions  of 
the  external  eye  and  ocular  adnexa  possess 
most  of  these  required  characteristics  and 
are  therefore  usually  susceptible  to  treatment 
with  irradiation.  The  Iliff  applicator  offers 
an  effective  and  simple  method  of  treating 
these  lesions  with  minimum  risk.  It  is  always 
available  for  use,  and  its  source  of  irradia- 
tion is  practically  inexhaustible. 

Summary 

1.  The  results  of  the  treatment  of  25  eyes 
with  the  Iliff  applicator  are  reported  and 
discussed.  The  lesions  treated  were  limbal 
and  palpebral  vernal  conjunctivitis,  inflamed 
and  recurrent  pterygia,  pseudopterygia,  cor- 
neal vascularization,  sclerosing  keratitis,  and 
papilloma  of  the  lids. 

2.  The  treatment  time  varied  from  ten  to 
seventy  minutes  per  unit  area  treated. 

3.  Results  were  uniformly  successful  ex- 
cept in  one  case  of  sclerosing  keratitis. 

Discussion 

Dr.  H.  H.  Briggs  (Asheville):  How  does  radium 
compare  with  x-ray  therapy  of  external  diseases  of 
the   eye  ? 

Dr.  McPherson:  I  have  had  no  experience  at  all 
with  x-ray.  I  have  always  been  afraid  of  it,  particu- 
larly around  the  eye.  I  think  radium  is  more  desir- 
able than  x-ray,  since  the  ophthalmologist  can  know 
what  dose  he  is  giving.  The  skin  erythema  dose  for 
beta  irradiation  is  18  gram  seconds;  for  the  gamma 
rays,  it  is  four  minutes.  The  largest  dose  we  have 
given  is  seventy  minutes  of  irradiation,  which  is 
equivalent  to  about  126  gram  seconds.  The  danger 
of  a  cataract's  developing  from  gamma  irradiation 
is  almost  nil. 

A  member:  Dr.  McPherson  mentioned  that  the 
x-ray  treatment  has  cei'tain  dangers.  I  have  found 
that  in  some  cases  treated  by  x-ray  a  cataract  de- 
velops. 

Recently  radium  D  has  been  introduced,  and  I  am 
wondering  if  this  wouldn't  be  more  satisfactory. 

Dr.  Stocker:  Radium  D  emanates  only  beta  rays, 
and  the  results  havn't  been  quite  as  satisfactory  as 
with  the  radium  we  are  using-.  The  newest  concept 
is  that  the  small  amount  of  gamma  rays  you  get 
from  the  radium  probably  enhances  the  effect,  al- 
though it  is  not  enough  to  do  any  damage. 

However  good  one  may  be  as  a  surgeon,  and 
however  good  the  technique  one  is  using  for  removal 
of  pterygia,  one  always  has  some  cases  which  recur; 
these  lesions  respond  beautifully  to  radium  treat- 
ment. 

A  member:  We  have  treated  some  cases  with  ra- 
dium and  some  with  x-rays.  In  a  good  number  of 
the  cases  there  was  severe  scarring  of  the  cornea.  I 
think  we  did  not  give  large  doses  of  radium  as 
compared  to  the  doses  you   have  outlined. 

We  use  a  head  band  instead  of  having  someone 
hold  the  applicator  in  position.  We  strap  it  in  po- 
sition with  adhesive  tape,  or  sometimes  even  have 
the  patient  hold  it. 


EFFECTS  OF  LOBOTOMY  AS  OBSERVED 

IN  A  NORTH   CAROLINA  STATE 

HOSPITAL 

Sarah  E.  Glass,  M.D. 
Raleigh 

Six  months  ago  we  reported  very  briefly 
on  two  series  of  cases  of  mental  illness  in 
which  lobotomy,  or  one  of  the  recently  devel- 
oped modifications  of  this  procedure,  had 
been  employed.  One  series  consisted  of  12 
female  patients  who  had  been  mentally  ill 
for  periods  varying  from  three  to  twenty- 
four  years  and  had  been  confined  in  one  of 
the  State  Hospitals  of  North  Carolina  for  at 
least  fourteen  months  (maximum,  eleven 
years)  prior  to  operation.  The  period  of  post- 
operative observation  ranged  from  two  to 
thirteen  months.  The  second  series,  consist- 
ing of  two  female  and  one  male  patient,  had 
not  been  known  to  us  until  after  their  opera- 
tion. The  duration  of  illness  in  this  group 
ranged  from  slightly  less  than  one  year  to 
seventeen  years.  Our  postoperative  observa- 
tions were  made  after  a  lapse  of  five  months 
in  one  case,  and  after  slightly  more  than 
eleven  months  in  the  other  two. 

Since  that  report  was  made,  we  have 
slightly  extended  the  number  of  cases  in  both 
series  and  the  span  of  time  over  which  their 
postoperative  courses  have  been  observed. 
While  we  recognize  that  our  series  are  small 
and  the  periods  of  observation  brief,  we  be- 
lieve that  the  data  which  we  have  accumu- 
lated may  contribute  something  toward  the 
evaluation  of  brain  surgery  as  a  therapeutic 
measure  in  mental  illness. 

Cases  Studied  at  the  State  Hospital  before 
Operation 
Considerations  leading  to  the  selection  of 
cases  in  our  first  series  were  the  usually  ac- 
cepted ones*11:  duration  of  illness  (of  suffi- 
cient length  to  test  the  patient's  reactive  and 
recuperative  powers)  ;  lack  of  sustained  re- 
sponse to  other  forms  of  treatment ;  preser- 
vation of  intellect  and  of  affect ;  and  availa- 
bility of  family  resources  to  support  the  re- 
habilitation program. 

Head  before  the  Section  on  Neurology  and  Psychiatry. 
Medical  Society  of  the  State  of  North  Carolina,  Pinehur-i. 
May   11,   1949. 

From   the  State   Hospital   at   Raleigh,    North   Carolina. 

1.  Freeman,  W.  and  Watts,  J.  W.:  (a)  Psychosurgery. 
Springfield,  Illinois,  Charles  C.  Thomas,  1942  (b)  Pre- 
frontal Lobotomy:  Survey  of  .131  Cases,  Am.  J.  M.  Sc. 
211:1-8    (Jan.)    1946. 
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Our  therapeutic  aim  in  general  has  been 
rehabilitation  of  the  patient  for  home  or  com- 
munity living,  or  failing  that,  more  comfort- 
able institutional  adjustment.  The  specific 
symptoms   which   to   us   indicated   the   pro- 


cedure 


(it,: 


were   episodic   or   chronic  ten- 


sion, anxiety,  agitation,  aggressiveness  to- 
ward self  or  others,  behavior  requiring 
seclusion  or  restraint,  destructiveness,  and 
addiction  of  psychogenic  origin. 

Results 

The  essential  data  concerning  the  patients 
in  the  first  series  are  listed  in  table  1.  The 
average  duration  of  illness  was  slightly  more 
than  nine  years.  The  group  included  9  schizo- 
phrenics, 4  manic-depressives,  and  1  drug  ad- 
dict. Eight  of  the  group  (4  schizophrenics,  3 
manic-depressives,  and  the  drug  addict)  are 
now  at  home  on  what  we  term  a  much  im- 
proved status ;  1  has  been  discharged.  Of  the 
6  patients  still  requiring  hospitalization, 
three  schizophrenics  have  improved  suffi- 
ciently to  visit  occasionally  from  the  hospi- 
tal ;  two  others  can  be  maintained  more  com- 
fortably, on  better  wards ;  one  patient,  a 
manic-depressive,  who  was  treated  by  topec- 
tomy, is  regarded  as  clinically  unchanged. 

The  following  letter  which  came  to  us  from 
patient  no.  6,  after  eleven  months  at  home, 
is  of  sufficient  interest  to  be  given  in  full : 

"We  appreciate  your  interest  and  are  very  grateful 
for  it,  also  for  the  part  your  hospital  played  in 
engineering  my  treatment;  for  everything  we  are 
eternally  indebted  to  you. 

"My  whole  attitude  toward  the  world  in  general 
seems  to  have  taken  on  a  new  light.  My  family  is 
harmoniously  united  at  last.  I  am  myself  again,  ex- 
cept that  now  I  am  completely  happy  for  the  first 
time  in  my  life.  During  the  years  of  my  illness  I 
yearned  to  teach  music,  but  now  I'm  like  unto  the 
story  saying  the  grass  in  the  next  pasture  was  green- 
est; now  that  I  have  access  to  teaching  I  no  longer 
care  about  it. 

"My  gigantic  ambition  has  turned  to  the  improve- 
ment of  my  home.  I  am  also  deeply  interested  in 
renewing  old  friends  and  cultivating  new  worthwhile 
ones.  My  ability  to  organize  and  manage  my  home 
was  very  poor  at  first,  but  is  improving  fast.  I  have 
not  gone  out  quite  as  often  as  I  cared  to,  but  I'm 
saving  money  to  attend  the  types  of  clubs,  lectures, 
concerts  and  so  forth  that  I  consider  educational 
and  helpful.  I,  so  far,  have  not  been  able  to  com- 

2.  (a)  Stevens.  H.  and  Mos'ovich,  A.:  Clinical  and  EEG  In- 
vestigation of  Prefrontal  Lobotomv  Patients.  Am.  J. 
Psychlat.  104:73-80  (Aug.)  1947.  (b)  Oltman.  J.  E.,  Brody. 
B.  S.,  Friedman,  S.,  and  Green.  W.  F. :  Frontal  Lobotomy: 
Clinical  Experience  with  107  Cases  in  a  State  Hospital, 
Am.  J.  Psychlat.  105:742-751  (April)  1940.  (c)  Rothschild. 
D.  and  Kaye.  A.:  Effects  of  Prefrontal  Lobotomy  on  the 
Symptomatology  of  Schizophrenic  Patients,  Am.  J.  Psy- 
chiatry   105:752-759    (April)    1049. 

3.  (a)  Greenblatt,  M.,  Arnot,  R.  E.,  Poppen,  .1.  L.  and  Chap- 
man. W.  P. :  Report  on  Lobotomv  Studies  at  Boston 
Psychopathic  Hospital,  Am.  J.  Psvchiat.  104:301-308  (Dec.) 
1947.  (b)  Kalinowskv.  L.  B.:  Shock  Treatments  as  of 
Today,    Digest    Xeurol.    &    Psvchiat.    17:296    (May)    1949. 


pletely  stop  using  profanity  at  times.  We  have  not 
started  going  back  to  church  yet,  but  we  are  plan- 
ning to  do  so  soon.  I'm  still  greatly  interested  in 
choir  work  and  plan  to  re-enter  ours. 

"My  worst  draw-back  is  absentmindedness;  fortu- 
nately that  also  seems  to  be  clearing  up.  Another 
one  of  my  inabilities  is  not  being  able  to  organize 
and  condense  materials.  This  letter  is  an  example  of 
that. 

"All  in  all  it  seems  that  now  I  remember  only  the 
beautiful  and  worthwhile  things  done  by  relatives 
and  friends  and  the  undesirable  ones  are  forgotten. 
I  don't  know  why,  but  for  this  change  I  am  truly 
grateful.  It  seems  that  every  place  I  go  the  fattened 
ram  (so  to  speak)  is  slain  and  laid  for  a  feast  in 
my  honor.  This  makes  me  feel  like  the  returned 
prodigal  of  the  Bible.  I  feel  so  unworthy,  but  now 
I  really  know  how  to  appreciate  their  attention. 

"Thank  you  so  much  for  reading  this  Chinese 
puzzle.  I'm  learning  to  type  all  over  again.  Many 
thanks  for  everything." 

The  social  worker's  report  of  a  visit  to 

this  patient  in  her  home  reads  as  follows : 

"Whereas  formerly  she  wanted  to  stay  by  herself, 
now  she  is  'so  forward'  in  greeting  friends  that  her 
husband  tells  her  that  people  who  do  not  know  her 
are  likely  to  think  her  'bold'  .  .  .  When  she  first 
came  home  from  the  hospital  she  found  it  difficult 
to  stick  to  any  task.  She  felt  well  and  not  lazy,  but 
she  just  did  not  have  any  push.  Often  her  husband 
would  return  at  night  to  find  nothing  done  at  home 
except  for  the  evening  meal  being  on  the  stove.  How- 
ever she  is  now  able  to  keep  up  with  the  housework 
quite  well,  has  a  flower  garden,  and  occasionally 
finds  some  time  for  needlework.  During  her  men- 
strual periods  she  sometimes  gets  jittery  and  a  little 
irritable,  but  most  of  the  time  she  feels  'just  too 
good.'  She  spoke  several  times  of  how  conscious  she 
was  now  of  her  appearance.  If  she  goes  anywhere 
she  wants  to  be  'in  the  height  of  fashion,'  whereas 
before  she  had  not  cared  what  she  wore.  Her  husband 
tells  her  she  should  be  married  to  a  millionaire.  At 
first  when  she  got  home  from  the  hospital  her  hus- 
band gave  her  $10.00  a  week  allowance,  but  stopped 
when  they  both  realized  that  she  could  not  handle 
it.  Now  he  has  started  giving  her  $5.00  a  week  and 
she  is  trying  to  be  saving,  but  finds  that  she  keeps 
buying  little  things  that  they  need.  She  no  longer 
gives  things  away  as  she  used  to  do.  She  notes  some 
memory  loss,  but  the  thing  that  bothers  her  now 
is  that  from  time  to  time  she  will  break  into  profanity. 
Occasionally  she  can  control  herself,  but  generally 
she  cannot,  and  therefore  she  and  her  husband  have 
not  yet  started  back  to  church  lest  she  have  such  a 
spell  while  attending.  She  insists  that  she  no  longer 
feels  guilty  about  anything,  but  can  describe  in 
detail  how  before  her  operation  she  believed  herself 
to  be  the  devil,  and  her  husband  to  be  God,  and  how 
she  definitely  saw  herself  in  the  pit  of  Hell.  She 
states  that  she  never  heard  voices,  but  that  her 
former  compulsions  came  'as  if  from  a  tap  on  the 
brain.'  She  has  had  her  teaching  certificate  renewed 
and  was  offered  a  teaching  position  this  year,  but 
she  thought  that  her  place  was  in  the  home.  Although 
she  insisted  that  her  mood  was  one  of  elation,  her 
expression  was  one  of  sadness  except  when  she 
smiled,  and  a  number  of  times  during  the  interview, 
as  when  she  spoke  of  their  poor  financial  circum- 
stances, her  eyes  filled  with  tears." 

The  husband  of  patient  no.  7  writes : 
"She  has  a  hard  time  getting  things  done  at  home. 
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Table  2 
Patients   Admitted   After   Brain   Surgery 


Case  Sex/Age 
No. 

1.  F/46 

2.  F/39 

3.  M/31 

4.  M/18 


5.       M/30 


Admission 

Date 

6-22-48 


9-29-48 


7-24-48 


1-25-49 


2-  7-49 


Duration  of  Illness 
Prior  to  Surgery 


Diagnosis 


G.       M/16         4-  6-49 


1  year        Involutional 
melancholia 
17  years      Paranoid  condition 
?  Psychoneurosis 

7  years       Paranoid 

schizophrenia 

3  years       Schizophrenia, 

other  types 
(schizo-affective) 
13  years       Psychasthenia  and 
alcoholism 

4  years       Schizophrenia, 

other  types 
(schizo-affective) 


Therapy  Prior 
to  Surgery 

Electric  shock 
Psychotherapy 
Electric  shock 
Psychotherapy 


Electric  shock 


Procedure 

Transorbital 

Lobotomy 
Prefrontal 

Lobotomy 
Prefrontal 

Lobotomy 
Prefrontal 

Lobotomy 

Prefrontal 
Lobotomy 

Prefrontal 
Lobotomy 


Postoperative 
Observation  Status* 
(Months) 


11 


17 


17 


W 


1 1      Escaped 


14 


U 
Dis. 
?  U 


*  Meaning  of  abbreviations: 
W — Worse 
I — Improved 
U — Unimproved 
Dis — Discharged 

She  seems  to  want  to  put  off  doing  her  household 
duties  until  the  last  thing,  and  seems  to  have  not 
too  much  conception  of  time  going  by.  I  suggest  and 
reason  with  her,  and  I  think  she  is  gradually  im- 
proving along  this  line.  She  can  do  it,  but  seems 
to  want  to  drag  along  and  consume  so  much  time  in 
doing  it.  She  did  use  quite  a  bit  of  profanity  at  the 
slightest  provocation,  but  she  has  stopped  that  and 
very  seldom  uses  any  at  all  now.  She  buys  the  big 
portion  of  our  groceries  and  her  personal  items,  and 
uses  pretty  good  judgment  in  selecting  and  choosing 
what  she  wants." 

Comment 

From  the  analysis  of  such  reports  as  the 
above,  as  well  as  our  own  observations  on 
the  wards  and  in  the  occupational  therapy  de- 
partment of  the  hospital,  we  believe  that  lo- 
botomy may  be  expected  to  produce  the  fol- 
lowing desirable  results  in  many  patients: 
apparent  relief  from  anxiety  and  inner  tur- 
moil ;  increase  in  friendliness  and  sociability ; 
passive  acceptance  of  situations  which  they 
cannot  change  and  which  previously  caused 
frustration;  and  ability  to  resume  responsi- 
bility and  social  relationships  in  the  home, 
community,  or  hospital.  We  do  not  overlook 
the  so-called  "frontal  lobe  deficit,"  the  emo- 
tional flattening,  the  indifference  to  the  feel- 
ings of  others,  the  lack  of  concern  for  the 
future,  the  limited  power  to  concentrate  and 
persevere,  the  "reduced  drive,"  or  the  lack 
of  self-control14'.  In  the  selection  of  patients 
to  be  treated  by  brain  surgery,  the  probable 
gains  must  always  be  weighed  against  the 
possible  deficit*2'. 

Cases  Admitted  after  Operation 
Data  on  our  second  series  of  cases  are  pre- 


4.    Freeman,    W. :    Transorbital    Lobotomy, 
105:734-740     (April)     1949. 
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sented  in  table  2.  Two  female  patients  and 
four  males  were  admitted  to  the  State  Hos- 
pital at  Raleigh  for  the  first  time  from  three 
to  seventeen  months  following  brain  surgery. 
They  have  been  with  us  from  two  to  eleven 
months. 

Results 

Postoperatively,  while  these  patients  were 
out  of  the  hospital,  and  before  they  came  to 
us,  they  showed  such  symptoms  as  poor  judg- 
ment in  regard  to  spending  and  financial  ob- 
ligations, lack  of  social  conformity,  sexual 
promiscuity,  exaggerated  alcoholism,  epi- 
sodes of  irritability,  confused  thinking,  and 
disturbances  of  affect.  Within  the  hospital 
they  have  presented  no  really  serious  prob- 
lem in  management,  although  one  escaped. 
Another  was  discharged  to  return  to  Duke. 
The  one  who  had  the  transorbital  lobotomy 
has  recently  become  incontinent.  Tenseness 
and  aggressiveness  appear  to  have  been  amel- 
iorated, though  one  patient  says,  "I  still  feel, 
but  can't  express  my  feelings." 

In  one  sense  these  patients  might  be  con- 
sidered as  therapeutic  failures;  yet  in  the 
light  of  the  second  aim  set  ourselves,  they 
are  not.  From  the  administrative  and  nurs- 
ing points  of  view,  the  effect  of  lobotomy  in 
saving  "wear  and  tear,"  materially  and  emo- 
tionally, in  lessening  accidents  and  injuries, 
in  eliminating  suicidal  risks,  and  in  saving 
property  from  waste  and  destruction,  is  ob- 
viously significant.  Both  the  patient  and  his 
or  her  associates  are  enabled  to  live  more 
comfortably  in  the  hospital. 

Effects  on  Professional  Staff 
The  effects  of  the  program  on  the  profes- 
sional staff  of  our  hospital  should  be  men- 
tioned briefly.  The  presence  of  the  patients 
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in  our  second  series  serves  as  a  healthy  stimu- 
lus to  more  critical  selection  of  cases  for  the 
first  series.  This  involves  careful  appraisal  of 
the  dynamics  in  the  case;  consideration  of 
the  alterable  factors,  personal  and  social,  in 
the  patient's  incapacity :  and  weighing  of  the 
possible  unfavorable  changes  against  the 
probable  gains.  It  further  stimulates  us  to 
a  more  critical  appraisal  of  the  various  treat- 
ment procedures  available,  whether  they  be 
surgical,  physical,  chemical,  occupational,  so- 
cial, recreational,  or  psychological.  Finally, 
it  challenges  us  to  more  critical  research  and 
education  directed  toward  better  understand- 
ing of  the  patient,  and  better  methods  of 
helping  him  find  his  way  of  wholesome  liv- 
ing. 

Summary 

I  have  reviewed  two  series  of  cases  con- 
taining a  total  of  20  patients,  the  majority  of 
whom  suffered  from  chronic  mental  illness 
of  various  diagnostic  classifications.  All  pa- 
tients in  both  series  were  treated  with  pre- 
frontal lobotomy,  with  the  exception  of  one 
in  the  first  series  on  whom  a  topectomy  was 
done,  and  one  in  the  second  series  who  had 
a  transorbital  lobotomy.  The  first  series  of 
14  patients  had  been  hospitalized  for  pro- 
longed periods  before  surgery ;  the  6  patients 
in  the  second  series  were  admitted  to  our 
hospital  for  the  first  time  after  operation. 

Despite  a  so-called  "frontal  lobe  deficit," 
8,  or  57  per  cent,  of  the  patients  in  the  first 
series  are  at  home  making  an  acceptable  ad- 
justment, having  been  out  of  the  hospital  for 
periods  ranging  from  four  months  to  a  year 
and  eight  months.  Five  additional  ones  can 
be  maintained  without  serious  difficulty  on 
better  wards,  and  3  of  these  are  able  to  leave 
the  hospital  for  occasional  visits.  One,  on 
whom  a  topectomy  was  performed,  has  been 
classified  as  unimproved. 

It  is  not  likely  that  the  second  series  of 
patients,  who  were  admitted  following  brain 
surgery,  will  be  able  to  adjust  to  community 
life,  but  they  offer  no  serious  problems  of 
management  in  the  hospital.  One  patient  of 
this  group,  however,  has  escaped,  and  one 
has  been  discharged  for  further  study  at 
Duke. 

Both  series  of  cases  easily  justify  an  ex- 
tension of  the  lobotomy  program,  with  more 
critical  selection  of  cases,  keener  appraisal 
of  other  therapeutic  tools,  and  more  serious 
research    directed    toward   a   better   under- 


standing of  the  patient  and  his  therapeutic 
needs. 

Discussion 

Section  Member:  Could  you  tell  whether  the  pa- 
tients in  the  second  series  had  had  postoperative 
training  programs  ? 

Dr.  Glass:  So  far  as  I  know,  none  had  any  special 
postoperative  training.  The  patient  who  wrote  the 
letter  which  I  read  was  one  who  went  directly  home. 
A  great  deal  depends  on  the  family's  support  and 
understanding  of  the  situation. 


USEFUL  DRUGS  IN  GERIATRIC 
PRACTICE 

Arthur  Freedman,  M.D. 
Greensboro 

It  is  rarely  difficult  to  outline  therapy 
once  a  diagnosis  has  been  made.  Among  pa- 
tients in  the  older  age  group,  however,  diag- 
nosis is  frequently  obscure.  Bodily  reaction 
to  disease  may  be  modified,  and  it  is  not  al- 
ways possible  to  explain  all  of  the  patient's 
symptoms  on  the  basis  of  a  single  diagnosis. 
Older  people  are  likely  to  have  acute  proces- 
ses superimposed  on  pre-existing  chronic  ail- 
ments, or  they  may  present  themselves  with 
an  accumulation  of  disturbances  with  which 
they  have  lived  for  so  long  that  they  have 
forgotten  what  it  is  to  enjoy  good  health. 

Geriatric  practice  is  also  made  more  diffi- 
cult by  the  fact  that  elderly  patients  do  not 
always  react  to  drugs  as  they  are  expected 
to.  This  fact  deserves  emphasis,  because  an 
adverse  medicinal  effect  which  is  not  recog- 
nized as  such  may  result  in  the  loss  of  ground 
tenuously  held  by  the  patient,  and  increase 
his  disability.  Of  equal  importance  is  the  pos- 
sible loss  of  the  patient's  confidence  in  his 
physician.  The  aged  are  distrustful  of  mod- 
ern medical  methods,  and  often  come  to  phy- 
sicians only  after  persuasion  by  younger 
members  of  their  families.  It  is  better,  there- 
fore, to  go  slowly,  and  prescribe  with  caution. 

It  is  not  easy  to  define  old  age.  The  stooped 
posture,  wrinkled  skin,  and  halting,  high 
pitched  speech  are  not  necessarily  character- 
istic. It  is  important  to  recognize  that  peo- 
ple do  not  wear  out  all  at  once,  but  that  one 
system  may  show  the  effects  of  age  before 
any  of  the  others  begin  to.  In  some  cases, 
however,  all  the  aging  processes  are  so  grad- 
ual that,  when  the  patient  finally  seeks  medi- 
cal advice,  senility  is  manifest  at  first  glance. 


Read  before  the  Section  on  the  Practice  of  Medicine.  Medi- 
cal Society  of  the  State  of  North  Carolina,  Pinehurst,  May  11, 
1949. 
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Treatment  of  Diseases  of  the  Heart  and 
Circulation 

Diseases  of  the  heart  and  circulatory  sys- 
tem are  the  conditions  most  commonly  re- 
quiring treatment  in  the  older  age  group. 

Hypertension 

Hypertension  in  the  aged  is  not  responsive 
to  drugs  in  most  instances.  In  many  older 
patients  the  level  is  fixed  and  the  body  func- 
tions more  or  less  depend  on  the  elevated 
pressure.  Lowering  it  with  drugs  such  as 
Veratrum,  for  example,  may  produce  symp- 
toms of  cerebrovascular  insufficiency.  When 
the  pressure  is  labile,  sedatives  may  help ; 
but  readjustment  of  the  life  situation,  if  pos- 
sible, is  more  likely  to  benefit  the  patient. 

Congestive  heart  failure 

In  congestive  heart  failure,  the  medica- 
tions of  choice  currently  are  digitalis  and  the 
mercurial  diuretics,  and  the  objective  of  their 
use  is  to  render  the  patient  free  of  dyspnea, 
edema,  or  both.  The  two  types  of  digitalis 
preparations  generally  accepted  are  whole 
leaf  digitalis  and  digitoxin.  Digitoxin,  being 
a  more  purified  preparation,  is  administered 
in  tenths  of  a  milligram.  It  is  believed  to  be 
absorbed  in  its  entirety  through  the  intes- 
tinal tract.  The  whole  leaf  is  administered 
in  tenths  of  a  gram,  and  contains  ingredients 
which  sometimes  produce  nausea. 

The  correct  dose  of  either  of  these  drugs 
is  that  required  to  slow  a  rapid  heart,  pro- 
mote diuresis,  and  control  pulmonary  and 
peripheral  congestion.  The  amount  required 
for  these  purposes  varies  from  one  indivi- 
dual to  the  next.  As  little  as  0.3  mg.  of  digi- 
toxin or  0.3  Gm.  of  digitalis  weekly  may  be 
sufficient,  or  five  times  that  amount  may  be 
required  for  maintenance. 

Authorities  differ  on  the  question  of  em- 
ploying single  or  multiple  doses  for  initial 
digitalization.  It  is  contended  that  a  smaller 
amount  is  required  if  a  full  digitalizing  dose 
of  digitoxin  is  given  all  at  once.  Only  if  the 
patient  is  dying  of  congestive  failure  does 
the  need  for  rapid  action  arise.  Under  these 
circumstances,  other  measures  such  as  oxy- 
gen, opiates,  and  phlebotomy  are  more  likely 
to  provide  immediate  relief. 

As  adjuvants  for  controlling  venous  con- 
gestion the  mercurial  diuretics  are  most  ef- 
fective, and  much  safer  than  they  were  for- 
merly thought  to  be.  Occasional  adverse  re- 
actions do  occur,  but  these  almost  always 


follow  intravenous  administration  of  the 
drugs.  If  one  is  careful  to  start  with  small 
doses  —  approximately  0.5  cc.  given  in- 
tramuscularly— and  to  increase  the  dose  and 
the  frequency  of  administration  as  indicated 
by  a  daily  weight  chart,  toxic  effects  will  be 
extremely  rare. 

Ca  rdiac  arrh  yth  m  his 

Cardiac  arrhythmias  may  be  distressing 
and  sometimes  dangerous.  Rapid  auricular 
fibrillation  may  be  slowed  with  digitalis,  and 
cardiac  function  thereby  rendered  more  effi- 
cient. Quinidine  is  indicated,  however,  for 
the  prevention  and  treatment  of  paroxysmal 
attacks  of  tachycardia  and  of  the  arrhyth- 
mias. The  relative  safety  of  this  drug  has 
only  recently  been  appreciated.  In  its  use  it 
is  well  to  bear  in  mind,  first,  that  there  are 
occasional  patients  with  an  idiosyncrasy  to 
the  drug,  and  second,  that  it  is  not  cumula- 
tive in  action  like  digitalis,  but  is  excreted 
within  approximately  six  hours  of  its  admin- 
istration. If  haste  is  not  essential,  the  initial 
dose  should  be  0.1  Gm,  and  subsequent  doses 
of  0.2  Gm.  or  more  should  be  given  every 
three  to  six  hours.  Rarely  will  more  than  1.5 
Gm.  be  required  in  twenty-four  hours  for 
the  initial  effect,  or  more  than  0.8  Gm.  daily 
for  maintenance. 

There  is  still  difference  of  opinion  on  the 
advisability  of  converting  slow  fibrillation  to 
normal  rhythm  with  quinidine.  The  risk  of 
dislodging  an  intracardiac  thrombus  has  been 
exaggerated,  but  it  should  be  taken  into  con- 
sideration. The  danger  is  probably  less  when 
dicumarol  is  being  used  simultaneously,  but 
it  is  well  known  that  dicumarol  will  not  dis- 
solve an  already  existent  clot. 

The  parenteral  use  of  Neosynephrin  has 
recently  been  found  effective  in  the  treat- 
ment of  paroxysmal  auricular  tachycardia. 
The  dose  is  about  0.5  to  1.0  mg.  intraven- 
ously. 

Occasionally  bradycardia  may  be  respon- 
sible for  fainting  or  other  manifestations  of 
cerebral  anoxemia  in  older  people.  When 
bradycardia  is  due  to  heart  block  with  idio- 
ventricular rhythm,  whether  paroxysmal  or 
permanent,  ephedrine  or  barium  salts,  to  in- 
crease the  rate  of  ventricular  beating,  may 
be  helpful. 

Angina  pectoris 

For  the  relief  of  angina  pectoris,  nitrogly- 
cerine is  the  drug  of  choice.  It  is  well  to  spe- 
cify the  soluble  form   because  of  its  more 
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rapid  absorption.  The  dose  is  about  0.3  mg. 
(1  200  grain) ,  repeated  as  often  as  necessary 
for  relief  of  pain  resulting  from  coronary 
spasm.  Some  patients  will  have  headache  and 
lowering  of  the  blood  pressure  as  a  conse- 
quence of  the  general  vasodilatation  pro- 
duced, but  these  effects  are  transient.  That 
dose  which  gives  relief  without  unpleasant 
side  effects  should  be  used. 

Peripheral  vascular  disease 

Dysfunction  of  the  peripheral  vascular  sys- 
tem is  encountered  frequently.  Sclerotic  nar- 
rowing of  peripheral  arteries  may  interfere 
with  the  adequacy  of  circulation  to  the  ex- 
tremities. In  such  patients  Priscol  given  or- 
ally in  doses  of  20  to  50  mg.  three  or  four 
times  daily  may  relieve  associated  spasm.  Of 
the  unpleasant  side  effects,  chilling  and 
faintness  occur  with  greatest  frequency.  If 
these  symptoms  are  marked,  Prostigmine  is 
reported  to  be  an  effective  antidote. 

Phlebothrombosis  may  cause  leg  pain,  ul- 
cers, or  embolism.  Dicumarol  is  being  used 
for  this  condition  to  an  increasing  extent 
among  ambulant  patients,  with  benefit.  Ac- 
curate prothrombin  determinations  at  rela- 
tively frequent  intervals  are  essential  to  con- 
trol the  dosage.  Following  surgical  opera- 
tions or  coronary  thrombosis,  dicumarol  has 
proved  of  value  in  reducing  the  incidence  of 
intravascular  as  well  as  intracardiac  clot- 
ting. 

Cerebrovascular  insufficiency 

One  of  the  signs  of  cerebrovascular  insuf- 
ficiency is  Parkinsonism.  Although  not  al- 
ways effective,  the  belladonna  alkaloids,  in 
the  form  of  tincture  of  stramonium,  atropine 
tablets,  or  some  of  the  proprietary  combina- 
tions, should  be  tried  if  the  symptoms  are  at 
all  severe.  Before  any  one  of  these  drugs  is 
abandoned  as  being  ineffective,  it  should  be 
given  in  doses  large  enough  to  cause  dryness 
of  the  mouth,  while  avoiding  if  possible  the 
production  of  tachycardia  and  mental  confu- 
sion. Other  symptoms  of  cerebrovascular  in- 
sufficiency, such  as  dizziness,  may  be  modi- 
fied by  nicotinic  acid,  given  either  orally  or 
parenterally,  in  flushing  doses.  This  drug 
may  be  helpful  even  in  the  absence  of  pella- 
gra. In  a  few  elderly  individuals  dizziness 
may  be  relieved  by  some  of  the  remedies  for 
seasickness.  They  at  least  deserve  a  trial. 

The  use  of  rutin  for  the  control  of  capil- 
lary hemorrhage  has  come  into  prominence 
recently.   In  patients  with  hypertension   or 


diabetes,  cerebral  or  retinal  hemorrhage  is  a 
constant  menace ;  and,  depending  on  the  lo- 
cation and  magnitude  of  the  bleeding,  the  ef- 
fects may  be  incapacitating.  The  consensus 
is  that  rutin  should  be  used  only  after  the 
petechial  index  has  been  determined.  How- 
ever, since  the  drug  seems  to  be  without  toxi- 
city, its  prophylactic  administration  for  dia- 
betic or  hypertensive  patients,  in  amounts  of 
50-100  mg.  two  or  three  times  daily,  would 
seem  to  be  permissible. 

Treatment  of  Diseases  of  the  Respiratory 
System 

Chronic  pulmonary  affections  are  often 
very  trying.  When  severe  emphysema  exists, 
drugs  are  rarely  helpful.  In  cases  of  bron- 
chiectasis, on  the  other  hand,  drainage  of  the 
secretions,  followed  by  inhalations  of  an  ap- 
propriate antibiotic,  will  usually  bring  tem- 
porary relief.  Penicillin  is  often  effective, 
although  streptomycin  may  be  preferred  for 
use  against  certain  bacterial  agents.  Paren- 
teral therapy  with  these  drugs  is  sometimes 
quite  as  effective,  and  doubtless  oral  therapy 
with  the  newer  antibiotics  will  serve  as  well. 

In  cases  of  asthma,  the  etiology  must  be 
carefully  determined.  If  it  is  of  cardiac  ori- 
gin, treatment  for  congestive  heart  failure  is 
obviously  indicated.  If  it  is  allergic  in  ori- 
gin, epinephrine,  ephedrine,  and  theophyl- 
line are  helpful,  and  in  a  small  number  of 
cases  some  of  the  antihistaminic  drugs  may 
give  relief. 

Treatment  of  Diseases  of  the  Digestive 
System 

Digestive  disturbances  are  prevalent 
among  the  aged.  Often  they  are  of  such  long 
standing  that  the  patient  has  forgotten  what 
infradiaphragmatic  comfort  is  like.  Many 
have  their  habitual  routines  of  hot  water, 
laxatives,  and  antacids  so  well  integrated  into 
their  existence  that  it  is  doubtful  whether 
the  effort  necessary  to  correct  the  basic  fault 
is  worth  while.  There  are  many  such  individ- 
uals who  swear  by  remedies  they  have  used 
for  years,  yet  who  nevertheless  repeatedly 
call  on  their  physicians  in  order  to  discuss 
their  symptoms.  In  such  cases  the  expendi- 
ture of  a  little  time  may  be  rewarding  to  the 
patient,  his  family,  and  the  doctor.  Once  it 
has  been  ascertained,  by  the  history,  physi- 
cal and  laboratory  examinations,  and  roent- 
gen studies,  that  there  is  no  profound  disease 
process,  a  few  useful  remedies  may  be  found 
helpful. 
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Biliary  dyskinesia  can  often  be  helped  by 
the  sublingual  use  of  nitroglycerin.  Looseness 
of  the  stools  which  is  clue  to  an  overactive 
gastrocolic  reflex  may  respond  dramatically 
to  dilute  hydrochloric  acid.  Pylorospasm, 
with  resultant  fullness  after  eating,  may  be 
helped  by  the  belladonna  preparations.  If 
given  in  tablet  form,  these  should  be  taken 
half  an  hour  before  meals  for  complete  use- 
fulness. In  some  patients  the  elixir  type  of 
preparation  is  preferable,  since  the  alcohol 
content  of  the  vehicle  may  serve  the  added 
purpose  of  stimulating  acid  secretion.  Obvi- 
ously, if  ulcer  is  suspected  the  tablet  form  is 
preferred. 

Bile  salts  not  only  aid  in  the  absorption  of 
fats,  but  in  larger  quantity  have  a  laxative 
action  that  is  often  appreciated.  It  is  some- 
times appropriate  to  combine  bile  salts  with 
pancreatic  substance,  as  is  done  in  certain 
proprietary  remedies.  Not  often,  but  occa- 
sionally, dyspepsia  is  dramatically  relieved 
by  such  preparations.  Some  people  who  com- 
plain of  excessive  gas  are  helped  by  the 
starch  enzymes  taken  with  meals.  They 
may  also  derive  benefit  from  a  wetting  agent 
preparation  recently  available,  which  is  said 
to  act  by  emulsifying  fats  in  preparation  for 
their  absorption. 

Constipation 

Probably  of  greatest  importance  is  the  me- 
dicinal use  of  water.  Chronic  constipation  is 
far  more  frequently  due  to  inadequate  water 
intake  than  to  any  other  cause.  When  the  pa- 
tient does  not  drink  enough  water,  the  bowel 
desiccates  the  stool,  which  is  rendered  the 
more  difficult  to  pass  because  of  the  weak- 
ened expulsive  powers  of  older,  inactive  in- 
dividuals. In  addition  to  softening  the  stool, 
an  adequate  amount  of  water  will  make  the 
stool  bulky  enough  to  effectuate  the  bowel 
distention  reflex.  The  virtues  of  abundant 
fluid  intake  need  to  be  emphasized  and  re- 
emphasized  to  patients  with  obstipation, 
since  they  are  not  often  receptive  to  such 
advice.  An  extra  four  or  five  glasses  of 
water  a  day,  plus  regularity  of  stool  habit, 
will  often  work  wonders.  There  are  on  the 
market  certain  hydrophilic  tablets  and  pow- 
ders which  may  aid  in  binding  water  in  the 
stool,  but  they  are  useless  unless  enough 
water  is  ingested. 

Mineral  oil  is  rarely  necessary,  and  serves 
only  to  lubricate  the  passage  of  a  dry  stool. 
Other  laxatives  and  cathartics  act  by  propel- 


ling the  needed  fluid  contents  of  the  upper 
intestine  rapidly  down  to  the  colon.  These 
are  obviously  unphysiologic.  In  most  instan- 
ces detailed  explanations  of  these  matters 
will  ultimately  convince  the  patient,  and  alle- 
viate his  frequently  abnormal  concern  re- 
garding bowel  function. 

Treatment  of  Diseases  of  the  Osseous  System 
Pain  in  the  back  and  nerve  root  pain  call 
for  routine  roentgenograms  of  the  spine. 
When  osteoarthritis  is  found,  analgesics  and 
a  supporting  garment,  plus  judicious  use  of 
physiotherapy,  may  be  offered.  Osteoporosis, 
however,  is  evidence  of  deficient  formation 
of  bone  matrix,  which  is  in  turn  dependent 
on  adequate  levels  of  circulating  sex  hor- 
mones. Gratifying  relief  of  pain  may  be  ob- 
tained in  patients  of  both  sexes  by  moderate 
amounts  of  testosterone.  The  ovarian  hor- 
mones, both  natural  and  synthetic,  are  also 
helpful  in  women,  but  may  cause  disturbing 
reactions  in  the  breasts  and  vulva,  or  even 
withdrawal  bleeding;  for  psychological  rea- 
sons, if  for  no  other,  these  reactions  are  un- 
desirable. Hormone  therapy  may  produce  re- 
lief of  pain  before  roentgen  evidence  of  bone 
regeneration  is  apparent. 

Other  Geriatric  Problems 
Various  preparations  of  amphetamine  and 
desoxyephedrine  have  an  amazing  usefulness 
in  bolstering  up  the  patient  who  lacks  en- 
ergy, who  becomes  disgusted  because  he 
tires  easily,  or  who  overexerts  in  a  burst  of 
enthusiasm,  and  then  requires  a  week  to  re- 
cuperate. Older  patients  become  flabby  and 
have  no  endurance;  they  are  no  longer  "in 
training,"  so  to  speak.  Exhaustive  examina- 
tions of  such  people  may  fail  to  reveal  car- 
diac disease,  anemia,  or  any  of  the  other 
causes  of  low  vitality,  although  the  possibil- 
ity of  hypothyroidism  should  not  be  over- 
looked. 

The  climacteric 

In  the  climacteric  states,  hormonal  replace- 
ment therapy  is  known  to  be  helpful.  In  the 
female,  menopausal  symptoms  appear  dur- 
ing middle  life,  and  discussion  of  their  treat- 
ment is  therefore  not  appropriate  here.  In 
older  men  testosterone  is  sometimes  useful, 
but  the  male  climacteric  is  difficult  to  diag- 
nose, and  indiscriminate  use  of  such  treat- 
ment as  a  therapeutic  trial  is  often  disap- 
pointing. 
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Night  cramps 

The  cause  of  night  cramps  is  frequently 
obscure,  but  varicose  veins,  arterial  spasm, 
or  diabetes  is  found  with  surprising  regular- 
ity in  patients  complaining  of  cramps  in  the 
lower  extremities. 

Elastic  bandages  are  helpful  when  varicose 
veins  are  present.  The  use  of  Priscol  in  sus- 
pected cases  of  arterial  insufficiency  has  al- 
ready been  mentioned.  In  many  cases  of  dia- 
betes, neither  control  of  the  disease  nor 
treatment  of  the  accompanying  neuropathy 
with  vitamins  will  give  relief.  In  such  in- 
stances, and  in  others,  quinine  in  doses  of 
0.2  Gm.  at  bedtime  sometimes  seems  to  pro- 
duce the  desired  result. 

Nut) ■itio nal  deficien ties 

One  gets  the  impression  from  the  litera- 
ture that  elderly  people  consistently  have 
poor  eating  habits,  are  undernourished,  and 
may  be  deficient  in  vitamins.  It  is  true  that 
many  of  them  do  have  poor  appetites,  while 
others  are  food  faddists.  Still  others  do  not 
absorb  their  food  properly,  whether  because 
of  inadequate  secretory  mechanisms  in  the 
gastrointestinal  tract,  or  because  of  the  ex- 
cessive use  of  laxatives.  In  these  individuals 
impairment  of  hepatic  function  may  be  pres- 
ent, and  may  or  may  not  be  detectable  by 
chemical  tests.  It  is  intriguing  that  modern 
medicine  has  returned  to  the  use  of  "liver 
tonics,"  a  principle  of  therapy  much  in  vogue 
a  generation  ago.  For  nutritionally  deficient 
patients  much  can  be  done.  The  administra- 
tion of  alcohol  as  an  aperitive,  correction 
of  food  habits,  the  use  of  palatable  protein 
concentrates,  and  the  administration  of  vita- 
mins are  all  effective.  When  vitamins  are 
given,  since  the  patient's  absorptive  capa- 
city is  an  unknown  quantity,  a  beginning 
course  of  five  to  ten  injections  of  a  B  com- 
plex preparation  may  be  indicated. 

Dysuria 

Dysuria  occurs  in  many  elderly  people.  Ur- 
gency, burning,  and  a  sense  of  retention  are 
encountered.  When  the  urologic  problem  can 
be  treated  specifically,  it  is  of  course  desir- 
able to  do  so.  However,  when  this  is  impos- 
sible, a  bladder  analgesic  such  as  Pyridium, 
administered  when  the  symptoms  appear, 
may  be  beneficial. 

Insomnia 

Many  physicians  are  reluctant  to  use  bar- 
biturate drugs  in  older  persons  for  fear  of 


exciting  rather  than  quieting  the  patient.  For 
the  most  part,  however,  this  reaction  seems 
to  occur  only  in  those  patients  who  are  more 
or  less  disoriented  anyhow.  In  the  alert  pa- 
tient, good  results  are  usually  obtained.  Bro- 
mides, although  helpful,  may  lead  to  trouble 
if  not  carefully  dispensed.  Chloral  hydrate 
is  not  always  effective,  and  paraldehyde  is 
objectionable  because  of  its  odor.  When  hy- 
poxia causes  excitement,  a  little  oxygen  may 
often  help  to  relax  the  patient.  A  bedtime 
snack  may  allay  the  symptoms  of  hypogly- 
cemia. Most  useful,  however,  seem  to  be  phy- 
sical methods.  A  warm  bath,  followed  by  a 
rubdown,  may  serve  when  all  medications 
fail.  It  should  not  be  necessary  to  state  that 
if  nocturia  keeps  the  patient  awake,  or  if  or- 
thopnea due  to  pulmonary  or  cardiac  insuffi- 
ciency is  present,  such  conditions  demand 
prior  treatment. 

Summary  and  Conclusion 
The  more  frequently  encountered  afflic- 
tions of  elderly  people  have  been  reviewed, 
and  appropriate  modes  of  treatment  sug- 
gested. The  objective  of  all  medical  care  is 
to  restore  the  patient  to  his  maximum  effi- 
ciency. In  elderly  patients,  whether  they  pre- 
sent themselves  with  acute  or  chronic  ail- 
ments, consideration  of  their  general  level  of 
health  will  frequently  reveal  deviations  from 
normal.  With  attention  to  detail,  gratifying 
improvement  can  often  be  brought  about. 

Discussion 
Dr.  O.  Norris  Smith  (Greensboro):  I  have  thor- 
oughly enjoyed  Dr.  Freedman's  paper.  It  is  well  to 
get  a  bird's  eye  view  now  and  then  of  a  number 
of  different  drugs  that  may  be  helpful.  One  useful 
drug  that  has  been  brought  to  my  attention  recently 
in  the  treatment  of  trigeminal  neuralgia  is  Pyriben- 
zamine;  I  recently  had  such  a  patient  and  was  aston- 
ished at  the  excellent  results  obtained  with  this 
drug.  I  have  also  found  it  very  helpful  in  the  case 
of  an  elderly  person  who  has  acute  vertigo.  Another 
useful  drug  is  Atabrine;  for  the  nocturnal  aching 
that  elderly  patients  complain  of,  it  has  recently 
been  reported  that  Atabrine  produces  the  same  ben- 
efit as  quinine.  I  have  not  had  an  opportunity  to 
try  that,  but  I  simply  bring  it  to  your  attention. 


The  danger  of  constant  estrogen  therapy. — If  you 
give  a  woman  such  therapy  constantly  you  can  pro- 
long the  menopause  .  .  .  you  keep  up  for  years  a 
constant  substitutional  and  vicarious  ovarian  func- 
tion and  thus  delay  that  inevitable  readjustment 
which  must  take  place.  If  a  woman  has  mild  symp- 
toms she  is  better  off  without  any  estrogen  therapy. 
Get  the  readjustment  over  with  and  give  estrogen 
only  in  those  cases  and  at  those  times  when  the 
symptoms  are  sufficiently  severe  to  be  a  real  prob- 
lem to  her. — Emil  Novak:  The  Management  of  the 
Menopause  with  Psvchosomatic  Aspects,  West  "Vir- 
ginia M.  J.  44:338  (Dec.)  1948. 
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MALIGNANT  MELANOMA  OF  THE 
NASAL  CAVITY 

Review  of  the  American  Literature  and 
Report  of  a  Case 

William  B.  Alsup,  M.D. 

Winston-Salem 

Melanoma  of  the  nasal  cavity  was  first 
described  by  Vienois  in  1873m.  In  1947 
Grace'21  analyzed  the  literature  on  the  sub- 
ject, and  reported  a  case  of  his  own.  He 
found  10  cases  previously  reported  from  the 
United  States,  and  66  in  the  literature.  He 
did  not,  however,  include  the  melanoma  of 
the  sphenoid  sinus  and  nasal  cavity  reported 
by  Hart131  in  1943.  The  case  here  described, 
therefore,  is  believed  to  be  the  thirteenth  re- 
ported in  the  United  States. 

Report  of  Case 

A  66  year  old  white  farmer  and  dairyman 
was  admitted  to  the  North  Carolina  Baptist 
Hosnital  on  June  23,  1947,  complaining  of 
obstruction  of  the  right  nostril  of  eight 
months'  duration.  Two  months  after  the  on- 
set of  this  symptom,  his  physician  had  re- 
moved some  polyps  from  the  right  nostril 
and  had  told  him  that  they  were  cancerous. 
No  other  treatment  was  given.  At  about  the 
same  time  the  patient  noted  a  firm  nodule 
below  the  angle  of  the  right  mandible.  He 
began  having  frequent  bouts  of  epistaxis 
from  the  right  nostril  some  three  months 
prior  to  admission  here,  and  had  lost  5 
pounds  in  weight  during  the  past  six  months. 

The  patient's  health  had  been  good  prior 
to  the  present  illness.  The  left  testicle  had 
been  removed  as  a  result  of  injury  several 
years  earlier.  He  had  never  had  a  skin  tumor 
or  mole  removed.  There  was  no  family  his- 
tory of  cancer  or  tumor. 

On  physical  examination  a  soft,  grayish- 
black  mass  was  seen  to  fill  the  right  nostril 
above  the  mucocutaneous  margin.  The  lesion 
bled  freely  when  touched  with  an  applicator. 
No  point  of  attachment  was  identified.  The 
left  nostril  showed  no  abnormality,  and  no 


Read  before  the  Section  on  Ophthalmology  and  Otolaryn- 
gology, Medical  Society  of  the  State  of  North  Carolina,  Pine- 
hurst,  May  10,  1949. 

1.  Vienois.  cited  by  Coakley,  C  G.:  Primary  Melano-Sarcoma 
of  the  Xose:  Report  of  a  Case  and  Review  of  the  Litera- 
ture, Tr.  Am.  Laryng.,  Rhin.  and  Otol.  Soc„  1907.  pp. 
430-441. 

2.  Grace,  C.  C. :  Malignant  Melanoma  of  the  Nasal  Mucosa. 
Arch.   Otolaryng.   40:195-210    (Aug.)    1947. 

3.  Hart.  V.  K.:  Some  Rhinolaryngological  Tumors  of  Unusual 
Clinical  Interest,  North  Carolina  M.  J.  4:497-506  (Dec.) 
1943. 


mass  was  seen  on  mirror  examination  of  the 
nasopharynx.  The  right  maxillary  sinus 
transilluminated  poorly.  A  firm,  fixed  mass, 
measuring  4  by  4  by  2  cm.,  was  visible  and 
palpable  just  below  the  angle  of  the  right 
mandible.  The  skin  of  the  back  was  spotted 
with  some  fifteen  dark  nevi  averaging  1  cm. 
in  diameter.  None  of  these  appeared  to  be 
necrotic  or  ulcerated.  The  patient  was  not 
aware  of  any  change  in  the  size  of  any  of 
these  nevi.  The  right  testicle  was  absent. 

A  roentgenogram  of  the  paranasal  sinuses 
(fig.  1)  made  on  June  25  showed  clouding 
of  the  right  maxillary  sinus  without  evidence 
of  bone  destruction.  A  roentgenogram  of  the 
chest  made  on  the  same  date  showed  a  den- 
sity the  size  of  a  golf  ball  in  the  left  lung 
base,  probably  representing  metastatic  dis- 
ease (fig.  2).  Cervical  ribs  were  present  bi- 
laterally ;  the  heart  and  aorta  were  normal. 

Laboratory  studies  revealed  the  red  cell 
count,  hemoglobin,  and  the  leukocyte  and  dif- 
ferential counts  to  be  normal.  A  Kahn  test 
was  negative.  The  urine  contained  a  faint 
trace  of  albumin.  On  June  6,  examination  of 
the  urine  for  melanin  was  negative. 

On  June  24,  under  topical  anesthesia,  a 
biopsy  specimen  was  taken  from  the  mass 
within  the  right  nostril.  Microscopic  sections 
(fig.  3)  showed  the  tumor  to  be  "composed 
entirely  of  a  dense  mass  of  cells  which  are 
hyperchromatic ;  the  cells  for  the  most  part 
polygonal  or  irregular  in  shape  and  showing 
considerable  variation  in  size.  Some  of  the 
cells  contain  brownish  pigment.  Nucleoli  are 
prominent,  and  a  few  mitotic  figures  are 
seen.  An  occasional  fragment  is  covered  by 
stratified  squamous  epithelium.  Diagnosis : 
malignant  melanoma." 

The  patient  was  discharged  from  the  hos- 
pital on  June  28,  after  a  five  day  stay.  No 
treatment  was  given.  The  radiologist  was 
of  the  oninion  that  irradiation  would  be  of 
no  benefit.  A  letter  from  the  patient's  wife 
revealed  that  he  had  died  on  September  27, 
1947,  three  months  after  leaving  the  hospi- 
tal and  a  year  following  the  onset  of  his 
nasal  obstruction. 

Review  of  the  Literature 
Hart's  patient'31  was  a  34  year  old  man 
whose  chief  complaint  was  pain  over  the  left 
eye  for  six  months.  Slight  exophthalmos  was 
present  on  the  left.  Biopsy  of  some  granula- 
tion tissue  which  was  present  about  the  left 
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Figure   1 


Figure   2 


middle  turbinate  showed  it  to  be  malignant 
melanoma.  Skull  films  showed  what  ap- 
peared to  be  a  destructive  and  infiltrating 
tumor  involving  both  sphenoid  sinuses  as 
well  as  the  floor  of  the  sella  turcica.  Irradia- 
tion was  given  without  benefit,  and  the  pa- 
tient died  five  months  after  the  initial  exam- 
ination, or  about  a  year  following  the  onset 
of  pain  over  the  left  eye.  He  had  had  a  mole 
removed  from  his  back  ten  years  earlier,  and 
the  microscopic  diagnosis  of  early  malignant 
degeneration  of  a  pigmented  mole  was  made. 
The  author  assumed  that  the  tumor  of  the 
nose  and  sphenoid  sinus  was  a  metastatic 
growth. 

De  Santi'4'  described  the  case  of  a  47  year 
old  woman  first  seen  in  1921  comnlaining  of 
a  growth  in  her  right  nostril.  In  February, 
1922,  a  melanoma  the  size  of  a  walnut  was 
removed,  and  she  was  treated  with  radium. 
The  mass  recurred  seven  months  later.  In 
1923  a  lateral  rhinotomy  was  performed,  and 
the  tumor  was  removed,  together  with  a  part 
of  the  ascending  nasal  process  of  the  su- 
perior maxilla  and  a  portion  of  the  attached 
septum  and  ethmoid  mass.  The  tumor  re- 
curred four  months  later,  and  did  not  re- 
spond to  radium  treatment.  There  were  no 
palpable  glands  in  the  neck.  A  second  lateral 
rhinotomy  was  performed,  and  a  portion  of 
the  anterior  wall  of  the  maxillary  sinus  was 

4.    De    Santi.    P.    R.    W. :    Melanotic    Sarcoma    of   the    Septum 
Nasi,  Brit.  M.  J.   1:109-110    (Jan.   17)    1925. 


removed  with  the  tumor.  The  cavity  was 
packed  with  radium.  Six  months  later,  or 
three  years  after  the  first  examination,  there 
was  no  recurrence. 

Coakley'1'  reported  the  case  of  a  58  year 
old  woman  who  had  a  black  mass,  surtoosedly 
a  polyp,  removed  from  the  left  nostril  in  1905. 
It  recurred  and  filled  the  entire  left  nostril. 
In  January,  1907,  the  patient  consulted  Dr. 
Coakley  because  of  epistaxis.  The  tumor  was 
resected,  together  with  adjacent  mucoperios- 
teum  of  the  septum.  The  pathologic  report 
was  melanosarcoma.  In  February,  1907,  re- 
curring pieces  were  again  removed.  No  fur- 
ther follow-up  is  given  in  the  report. 

New  and  Havens'5*  in  1932  reported  the 
case  of  a  64  year  old  man  who  had  had  bleed- 
ing from  the  right  nostril  for  two  months, 
and  obstruction  of  the  nostril  for  two  weeks. 
A  black  mass  was  present  on  the  right  side 
of  the  cartilaginous  septum,  and  on  the  lat- 
eral wall  of  the  same  nostril,  at  the  base 
of  the  inferior  turbinate,  there  was  a  small 
area  of  pigmented  mucosa.  The  tumor  was 
destroyed  by  surgical  diathermy,  after  ex- 
posure through  a  lateral  rhinotomy.  The 
pathologic  report  was  melano-epithelioma. 
There  was  no  evidence  of  malignancy  in  the 
biopsy  specimen  from  the  pigmented  tissue 
on  the  lateral  wall.  One  year  later  there  had 
been  no   recurrence,   but  a  new  lesion  had 

5.  New.  G.  B..  and  Havens.  F.  L.:  Fibroma.  Carcinoma,  and 
Melanoma  of  the  Nose  and  Nasopharynx,  S.  Clin.  North 
America  12:939-945    (Aug.)    1932. 
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arisen  at  the  site  of  the  small  area  of  pig- 
mented mucosa  previously  noted.  It  was  re- 
moved by  surgical  diathermy,  and  was  also 
reported  to  be  melano-epithelioma.  No  fur- 
ther information  was  given. 

Smith'01  in  1939  described  a  case  in  a  60 
year  old  white  woman  complaining  of  epis- 
taxis  from  the  left  nostril.  A  small  soft,  red, 
granular,  wart-like  growth  was  seen  spring- 
ing from  the  floor  of  the  left  nasal  cavity 
just  beyond  the  vestibule.  It  was  peduncu- 
lated and  was  about  .75  cm.  in  diameter.  The 
growth  was  removed  with  a  snare  and  its 
base  cauterized.  Microscopic  examination 
showed  the  tumor  to  be  a  melanoma.  Sixteen 
months  later  a  nodule  developed  in  the  left 
submaxillary  region.  Upon  removal,  the  mi- 
croscopic picture  resembled  that  of  the  in- 
tranasal tumor,  except  that  it  contained  no 
pigment.  The  neck  was  irradiated  and  the 
patient  remained  well  for  two  years.  She 
died  of  intracranial  metastasis. 

The  same  author  reported  a  second  case, 
in  a  35  year  old  man  who  had  had  polyps 
removed  from  the  right  nostril  three  years 
previously.  Four  months  after  obstruction  of 
the  right  nostril  recurred,  a  granular  tumor 
which  was  firm  and  reddish  gray  in  color 
was  removed  by  snare  from  the  anterior  tip 
of  the  right  inferior  turbinate.  Microscopi- 
cally it  was  reported  to  resemble  a  carci- 
noma, a  sarcoma,  and  a  granuloma.  Sixteen 
months  later  a  biopsy  of  a  local  recurrence 
of  the  tumor  was  reported  as  showing  carci- 

0.  Smith,  A.  T. :  Primary  Melanoma  of  the  Nasal  Cavity; 
Report  of  Two  Cases,  Arch.  Otolaryng.  29:437-445  (March) 
1939. 


noma.  Ten  months  later  the  patient  began 
to  have  pain  in  the  right  side  of  the  face, 
and  a  walnut-sized  lump  appeared  at  the 
angle  of  the  right  lower  jaw.  At  operation 
the  submandibular  gland  was  removed,  and 
it  was  found  that  the  growth  had  extended 
to  the  naso-antral  wall  and  ethmoid  area. 
The  gland  from  the  neck  had  the  same  his- 
tologic character  as  the  intranasal  tumor, 
but  was  pigmented.  It  was  definitely  a  mela- 
noma. Six  months  later  a  laparotomy  was 
performed  because  of  an  attack  of  acute  ab- 
dominal pain,  and  a  large  mass  composed 
of  tumor  cells  was  found  thrombosing  a  me- 
senteric vessel.  Radiotherapy  had  no  influ- 
ence on  the  lesions.  At  the  last  report,  eight 
years  after  the  onset  of  right  nostril  obstruc- 
tion, the  patient  was  declining  rapidly. 

Wilkinson'71  in  1912  recorded  the  case  of 
a  52  year  old  man  with  frontal  headache  of 
two  years'  duration  and  an  increasing  degree 
of  left  nostril  obstruction  for  eighteen 
months.  There  had  been  a  bloody  discharge 
from  the  left  nostril  for  three  months.  A 
dark  purple  mass  filled  the  left  nostril  and 
infiltrated  the  skin  of  the  ala.  A  biopsy  of 
the  mass  revealed  melanosarcoma.  The  left 
upper  maxilla  was  removed,  together  with 
all  of  the  mucous  membrane  from  the  left 
side  of  the  septum  and  the  entire  thickness 
of  the  septum  for  a  distance  of  one-half  inch 
around  the  ulcerated  site  where  the  growth 
had  pressed  on  it.  Microscopically  the  tumor 
was  diagnosed  as  melanoma.  The  patient  was 
doing  well  at  the  end  of  one  year. 

The  case  reported  by  Collins'8'  in  1930  was 
that  of  a  70  year  old  woman  who  had  had 
bleeding  from  the  right  nostril  for  two  years. 
Six  months  prior  to  admission  a  polyp  had 
been  removed  from  the  same  side.  A  large 
mass  was  visible  at  the  anterior  end  of  the 
right  inferior  turbinate.  Microscopic  exami- 
nation of  the  mass  following  its  removal 
showed  malignant  melanoma.  A  Moure  lat- 
eral rhinotomy  was  then  performed,  and  the 
tissues  of  the  lateral  nasal  wall  and  anterior 
antrum  were  removed  in  one  piece.  The  eth- 
moids  were  also  removed.  The  patient  was 
doing  well  one  year  later. 

In  1947  Grace'2'  reported  the  first  mela- 
noma of  the  nasal  cavity  in  a  Negro.  The 
patient  was  a  woman  81  years  of  age  who 
had  been  complaining  of  obstruction  of  the 

7.  Wilkinson.     G.:    A    Case    of    Melanotic    Sarcoma    of    the 
Nose.   J.    Laryng.   &    Otol.   27:1-8    (Jan.)    1912. 

8.  Collins.    E.    G-:    A    Case    of    Melanoma    of    the    Nose.    J, 
Laryng.   &   Otol.    4.i:(i91-fi93    (Oct.)    1930. 
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left  nostril  for  three  months.  There  was  an 
almost  constant  oozing  of  blood  from  that 
side.  The  left  nostril  was  filled  with  a  dark 
reddish,  smooth  growth  arising  from  the  an- 
terior half  of  the  inferior  turbinate.  Biopsy 
of  the  tumor  showed  it  to  be  melanoma.  Four 
months  after  the  patient's  discharge  from 
the  hospital  the  tumor  remained  unchanged. 

In  the  case  reported  by  Clevenger  and 
Norris(9) — that  of  a  67  year  old  woman  who 
had  had  occlusion  of  the  left  nostril  for 
three  months,  together  with  frequent  and 
profuse  nasal  hemorrhages — a  large  tumor 
which  completely  filled  the  left  nostril  was 
found.  It  was  blackish  red  and  movable,  and 
was  attached  by  a  small  pedicle  to  the  an- 
terior end  of  the  inferior  turbinate.  It  was 
removed,  and  was  found  microscopically  to 
be  a  melanosarcoma.  No  follow-up  report 
was  given. 

Kaplan'101  reported  2  cases  in  1942.  One 
patient  was  a  62  year  old  man  with  a  large, 
cauliflower-like  mass  which  completely  filled 
the  right  nostril.  It  was  proved  to  be  melan- 
osarcoma, and  was  treated  with  radium. 
Eight  months  later  a  radical  ethmoidectomy, 
including  removal  of  the  intranasal  tumor, 
was  performed.  The  patient  was  well  one  and 
a  half  years  later. 

Kaplan's  other  patient  was  an  80  year  old 
man  who  had  a  blackish  mass  filling  the  right 
nostril.  A  biopsy  made  after  a  fifteen  day 
period  of  radium  therapy  showed  melanosar- 
coma. The  bulk  of  the  tumor  was  removed 
with  endothermy,  and  intranasal  radium 
therapy  was  employed.  Six  months  later  the 
patient  had  no  symptoms. 

The  following  three  cases  were  cited  by 
Coaklev'11  in  1907.  Lincoln  reported  a  case 
in  1885  in  which  right  nostril  obstruction 
had  been  present  for  twenty-eight  months. 
The  patient  was  a  woman  who  had  had  a 
mass  removed  from  the  right  nostril  three 
times  previously.  At  the  time  of  examination 
the  growth  was  plum  colored  and  could  also 
be  seen  in  the  posterior  nares.  The  tumor 
was  removed  with  the  galvanocautery,  and 
the  base  was  cauterized.  The  microscopic  re- 
port was  melanosarcoma.  There  was  no  re- 
currence in  one  year. 

Shalcross  in  1892  reported  the  case  of  a 
72  year  old  woman  who  complained  of  ob- 

0.    Clevensrer.    W.     F.    and    Norris,     H.     L. :    Melanosarcoma 
Originating  in   the  Mucous'  Membrane  of  the  Lower  Turb- 
inate.  Arch.   Otolaiyng.    12:81-83    (July)    1930. 
10.    Kaplan,    I.    I.:    Malignant    Melanoma    of    the    Nose.    Arch. 
Otolaryng.   35:85-90    (Jan.)    1042. 


struction  of  the  left  nostril  a  few  months 
following  the  removal  of  a  polyp.  A  large, 
blue-black  mass  filled  the  left  nostril  and 
was  attached  to  the  septum  by  a  broad  pedi- 
cle. It  was  removed  with  a  snare  and  the 
base  was  curetted.  Microscopically  it  was 
shown  to  be  a  melanosarcoma.  No  further 
history  was  given. 

Bristow  in  1900  had  a  patient  who  com- 
plained of  left  nostril  obstruction  and  epis- 
taxis  for  a  year.  A  black  mass  completely 
filled  the  left  nasal  cavity.  This  was  removed 
by  curettage,  and  was  found  to  be  a  melano- 
sarcoma. There  was  no  recurrence  during  a 
twenty  month  period  of  follow-up. 

Table  1 

Summary  of  69    Reported   Cases  of   Malignant 

Melanoma  of  the  Nasal  Cavity 

Average  Age — 60  Years 

Sex  No.  Cases 

Male       35 

Female      31 

Unknown      3 

Site  of  origin 

Septum      21 

Nasal   cavity   IS 

Inferior  turbinate  15 

Middle  turbinate  4 

Lateral   wall    4 

Middle  and  inferior  turbinate  1 

Floor      1 

External   ala   1 

Unknown      4 

Symptoms 

Nasal  obstruction  39 

Bleeding      26 

Previous  removal   of  polyps   19 

Treatment 

Irradiation  plus  surgery    18 

Other  methods  of  treatment 
None 

Irradiation  alone 

Lateral  rhinotomy  with  irradiation 
Lateral  rhinotomy   (Moure  operation) 
Rouge    or    Denker    operation    (incision   be- 
neath upper  teeth) 
Local   intranasal   excision 
Local  intranasal  excision  with  irradiation 
Prognosis 

Number  of  cases  surviving  without  recurrence 
or  metastasis  for  more  than  two  years 
—  3   (4.3%). 

Characteristics  of  Melanomas 
This  group  of  tumors,  characterized  by 
melanin-pigmented  cells,  may  be  benign  or 
malignant.  The  benign  tumor  is  called  a  ne- 
vus or  mole.  The  malignant  tumor  is  a  mel- 
anoma, melanosarcoma,  or  melano-epithelio- 
ma.  The  nevus  is  usually,  but  not  always, 
found  to  contain  pigment.  It  is  most  com- 
monly situated  on  the  face,  neck,  or  back. 
Occasionally  it  is  observed  in  the  pigmented 
part  of  the  eye.  If  a  nevus  is  exposed  to  long 
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continued  irritation  or  friction,  it  may  be- 
come malignant.  Melanomas  sometimes  de- 
velop on  the  feet  and  genitalia,  where  moles 
are  rarely  seen.  Melanomas  of  the  nasal  fos- 
sa probably  do  not  arise  from  nevi,  as  there 
has  been  no  confirmed  report  of  a  nevus  in 
this  site. 

The  studies  of  Masson'111  have  shown  that 
the  nevus  cell  and  the  melanoma  cell  are  of 
neural  or  neuro-ectodermal  origin.  The  cell 
is  melanoblastic  and  the  tumor  is  usually 
darkly  pigmented,  as  it  possesses  "the  prop- 
erty of  .  .  .  withdrawing  tyrosin  from  the 
blood  stream  and  elaborating  the  complex 
chemical  or  chromagen,  which  is  converted 
into  the  visible  pigment  throuerh  the  activ- 
ities of  enzymes  in  the  cytonlasm  of  the 
melanoma  cell.  Occasionally,  the  melanoma 
cells  may  be  so  actively  reproductive  .  .  .  that 
the  formation  of  pigment  does  not  occur, 
and  the  tumors  may  appear  to  be  non-pier- 
mented.  The  converting  enzyme,  however,  is 
present  in  the  cytoplasm  and  can  be  recog- 
nized bv  the  .  .  .  dioxyphenylalanine  reaction, 
commonly  referred  to  as  the  dopa  reac- 
tion."'12' 

Pack021  describes  the  melanoma  as  the 
most  dangerous  and  malignant  of  all  acces- 
sible cancers.  He  believes  that  the  malignant 
melanoma  differs  from  all  other  cancers  in 
one  important  respect — namely,  that  it  will 
metastasize  to  any  tissue  or  organ.  Metasta- 
ses even  occur  in  heart  muscle,  and  metas- 
tases to  the  brain  are  common.  He  is  of  the 
opinion  that  pigmented  nevi  and  malignant 
melanomas  should  be  treated  by  wide  surgi- 
cal excision  and  dissection  of  regional  lymnh 
nodes.  These  tumors  are  notoriously  radio- 
resistant. 

11.  Boyd.  W.:  A  Text-Book  of  Pathology,  cd.  4.  Philadelphia, 
L<-a   &   Febisrer.    1913.   pp.    42   and    291. 

12.  Park.    G.    T. :    The    Management    of    Pigmented    Xevi    and 
Malignant  Melanomas.  South.  M.  J.  40:832-838   (Oct.)    1947. 


Tuberculosis    patients   discharged    from    sanatoria 

face  the  future  with  various  life  expectancies.  Their 
subsequent  mortality  is  in  part  influenced,  as  in  the 
general  population,  by  sex,  race  and  age.  The  fact 
that  thev  have  had  tuberculosis  and  have  been 
treated  for  it  may  also  affect  their  length  of  life. 
For  one  thing,  tuberculosis  is  a  disease  which  places 
great  stress  upon  the  family  involved.  It  sometimes 
reduces  the^  level  of  living  to  such  a  point  that  the 
mortality  risk  of  the  patient  returning  to  the  fam- 
ily group  may  be  increased,  since  higher  mortality 
rates  are  associated  with  lower  family  incomes. 
Premature  efforts  on  the  part  of  the  patient  to  re- 
turn to  gainful  employment  in  order  to  restore  the 
standard  of  living  may  result  in  relarise  and  death. 
— Ae-nes  W.  Brewster,  A.B.,  and  Raloh  Carr  Fletch- 
er, M.A.,  Pub.  Health  Rep.,  June  3,  1949. 


AUREOMYCIN  AND   CHLOROMYCETIN 
IN  THE  THERAPY  OF  HERPES  ZOSTER 

Michael  Bolus,  M.D. 

and 

James  S.  Wilkinson,  M.D. 

Raleigh 

A  recent  report'11  on  the  favorable  results 
obtained  with  aureomycin  in  the  treatment 
of  herpes  zoster  has  pi-ompted  us  to  present 
the  following  report  of  4  cases  of  herpes 
zoster  treated  with  aureomycin  in  conjunc- 
tion with  superficial  roentgen  therapy.  A 
fifth  case  which  was  treated  with  Chloromy- 
cetin alone  is  also  presented. 

Case  1 

A  35  year  old  white  woman  complained  of 
pain  beginning  in  the  left  shoulder  two  weeks 
previously.  The  pain  was  followed  almost 
immediately  by  the  appearance  of  grouped, 
deen  seated,  vesicular  lesions  on  the  anterior 
portions  of  the  left  shoulder  and  left  side 
of  the  chest,  and  in  the  left  axilla.  At  the 
same  time  swelling  of  the  left  axillary  lymph 
nodes  was  noted. 

The  patient  was  given  250  mg.  of  aureo- 
mycin four  times  a  day  for  the  first  clay, 
and  then  250  mg.  three  times  a  day  for  four 
days.  Two  superficial  roentgen  treatments 
were  given  to  the  left  axilla,  each  consisting 
of  one-fourth  erythema  close.  The  pain  and 
axillary  adenopathy  had  disappeared  by  the 
third  day  of  treatment,  and  the  patient  was 
discharged  one  week  after  therapy  was  in- 
stituted. 

Case  2 

Three  days  before  he  consulted  us,  this 
17  year  old  white  boy  had  noted  the  appear- 
ance of  deep  seated  groups  of  vesicles  over 
the  right  buttock  and  the  medial  and  lateral 
aspects  of  the  right  thigh,  together  with  a 
small  group  of  vesicles  over  the  lateral  as- 
pect of  the  right  ankle.  He  complained  of 
some  "stiffness"  in  the  leg,  but  at  no  time 
did  he  have  actual  pain. 

Aureomycin  was  given  in  doses  of  250  mg. 
three  times  a  day.  Roentgen  therapy  was  di- 
rected to  the  medial  and  lateral  aspects  of 
the  right  thigh,  and  consisted  of  two  super- 
ficial treatments  (each  one-eighth  erythema 
dose)   over  each  site. 

1.  Binder.  M.  L.  and  Stubbs.  L.  E. :  Treatment  of  Herpes- 
Zoster  with  Aureomycin.  J. A.M. A.  141:1050-1051  (Dec.  10) 
1949. 
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Case  3 

A  38  year  old  white  man  was  seen  with 
severe,  deep  seated  vesicles  on  the  left  side 
of  his  body  over  the  scalp,  neck,  shoulder, 
upper  arm,  and  chest.  Some  of  the  vesicles 
had  ruptured.  The  lesions  had  appeared  about 
four  days  previously,  and  were  accompanied 
by  severe  pain.  A  diagnosis  of  gangrenous 
herpes  zoster  was  made. 

Aureomycin  was  given  in  closes  of  250  rag. 
four  times  a  day  for  one  day,  and  then  250 
mg.  three  times  a  day  for  eight  days. 
Four  roentgen  treatments  were  given  to  the 
left  side  of  the  face  and  neck — two  consist- 
ing of  one-fourth  erythema  dose,  and  two  of 
one-eighth  erythema  dose.  Three  treatments, 
one-eighth  erythema  close  each,  were  given 
to  the  left  side  of  the  chest  and  left  shoul- 
der. The  pain  subsided  on  approximately  the 
fourth  day,  and  the  patient  was  comfortable 
thereafter.  He  was  discharged  from  obser- 
vation on  the  twenty-sixth  day. 

Case  U 

A  white  woman  35  years  of  age  had  first 
noted  pain  in  the  left  shoulder  two  weeks 
before  she  was  seen  by  us.  The  pain  was  fol- 
lowed almost  immediately  by  the  appearance 
of  groups  of  deep  seated  vesicles  on  the  left 
shoulder  anteriorly,  the  left  side  of  the  chest, 
and  the  left  axilla,  and  was  accompanied  by 
enlargement  of  the  left  axillary  lymph  nodes. 

Aureomycin  was  given  in  closes  of  250  mg. 
four  times  a  day  for  one  day  and  three  times 
daily  for  six  days  thereafter.  Roentgen  ther- 
apy was  directed  to  the  left  side  of  the  chest 
and  the  left  axilla,  and  consisted  of  two  su- 
perficial treatments  (each  one-fourth  eryth- 
ema dose)  over  each  side.  On  the  third  day 
after  treatment  was  started,  the  pain  and 
left  axillary  adenopathy  had  disappeared. 
The  patient  was  discharged  four  days  later. 

Case  5 

A  white  man,  aged  69,  noted  pain  begin- 
ning in  the  right  leg  two  days  previously,  ac- 
companied almost  immediately  by  groups  of 
deep  seated,  vesicular  lesions  on  the  right 
buttock,  the  lateral  and  medial  surfaces  of 
the  right  thigh,  and  the  lateral  surface  of  the 
right  knee.  The  lymph  nodes  in  the  inguinal 
region  were  swollen. 

This  patient  was  treated  with  Chloromyce- 
tin in  doses  of  250  mg.  three  times  a  day 
for  three  days.  The  pain  disappeared  and 
there  was  marked  improvement  in  the  ap- 
pearance of  the  lesions  after  the  first  day 


of  treatment.  The  patient  did  not  report  for 
further  observation,  but  a  telephone  conver- 
sation with  him  one  week  later  revealed  that 
he  was  well  and  working  in  his  yard. 

Comment 
Five  cases  of  herpes  zoster  are  presented. 
Four  cases  were  treated  with  aureomycin 
and  small  doses  of  superficial  roentgen  ther- 
apy to  the  lesions.  One  case  was  treated  with 
Chloromycetin  alone.  Results  in  all  4  were 
uniformly  good. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


PHYSICIANS   OF   NORTH   CAROLINA 

Mrs.  Josiah  C.  Trent,  Editor 

Durham 

Editor's  note: 

In  response  to  many  requests,  the  series 
for  1950  will  deal  exclusively  with  North 
Carolina  physicians.  It  will  include  some  of 
the  outstanding  doctors  who  practiced  in 
this  state,  as  well  as  North  Carolinians  who 
left  their  imprints  on  medical  practice  in 
other  areas.  The  sketches  will  follow  no 
chronological  plan. 

In  this  age  of  great  medical  progress,  it 
is  well  for  us  to  be  aware  of  the  lives  and 
achievements  of  the  men  who  set  in  motion 
those  ideas  which  are  now  a  part  of  North 
Carolina  practice. 

I 

GEORGE  HUGHES  KIRBY 

(1875-1935) 

When  the  Kirby  Building  at  Dix  Hill  was 
named  in  1935  and  the  Kirby  Clinic  dedi- 
cated at  Duke  Medical  School  in  1940,  trib- 
ute was  paid  to  a  North  Carolina  physician 
who  distinguished  himself  in  American 
psychiatry. 

George  H.  Kirby  was  born  on  February  9, 
1875,  in  Goldsboro,  North  Carolina,  where 
his  father,  George  L.  Kirby,  practiced  medi- 
cine and  attended  mentally  ill  patients  in  the 
State  Hospital  at  Goldsboro. 

After  passing  his  childhood  in  a  family 
noted  for  its  gentle  courtesy,  consideration 
for  others,  and  high  ideals,  Kirby  matricu- 
lated at  the  University  of  North  Carolina, 
graduating  with  a  B.S.  degree  in  1896.  In 
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the  meantime  his  father  was  called  to 
Raleigh  to  become  the  fifth  superintendent 
of  the  State  Hospital  there,  and  fourth  in 
line  since  Edmund  Strudwick  had  first  held 
the  office.  From  1893  until  his  father's  death 
in  1900  young  Kirby  was  a  frequent  visitor 
in  Raleigh,  and  was  often  to  be  seen  on  the 
wards  of  the  hospital.  In  1896  he  entered 
the  Long  Island  College  Hospital,  and  there 
received  an  M.D.  degree  three  years  later. 

Because  of  his  father's  interest  and  ex- 
perience in  mental  disorders,  it  is  not  sur- 
prising that  Dr.  Kirby  showed  interests  in 
the  same  direction.  After  graduation  in  1899 
he  went  to  the  Worcester  (Massachusetts) 
State  Hospital  to  study  under  Dr.  Adolf 
Meyer.  Later,  when  Meyer  moved  to  the 
New  York  State  Psychiatric  Institute  on 
Ward's  Island,  Kirby  followed  as  an  asso- 
ciate in  clinical  psychiatry. 

Except  for  a  visit  to  the  University  of 
Munich  in  1906,  followed  by  a  tour  of  clinics 
in  Berlin,  Vienna,  Paris,  and  London,  Kirby 
lived  and  worked  in  New  York  for  the  re- 
mainder of  his  professional  life,  serving  at 
various  times  as  clinical  director  of  the 
Manhattan  State  Hospital  and  professor  of 
psychiatry  at  New  York  University  and 
Bellevue  Medical  College,  Cornell  University 
Medical  College,  and  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University. 

Kirby's  most  important  work,  however, 
centered  within  the  New  York  State  Psychi- 
atric Institute,  where  he  served  as  director 
from  1917.  He  saw  it  become  in  1929  an  af- 
filiated unit  of  the  Columbia-Presbyterian 
Medical  Center,  dedicated  to  therapeutic,  re- 
search, and  educational  endeavor.  In  the 
words  of  Cheney*1',  "It  is  recognized  not  only 
in  this  country  but  abroad,  that  the  present 
Psychiatric  Institute  and  Hospital  stands 
and  will  remain  as  a  monument  to  Dr.  Kirby's 
foresight  and  wisdom  in  its  physical  plan- 
ning, its  equipment  and  organization  for  re- 
search and  teaching.  Not  only  is  it  an  out- 
standing credit  to  the  state  but  its  part  in 
medical  education  and  particularly  in  psy- 
chiatric education  is  an  outstanding  one,  ex- 
celled by  none  other  in  this  country,  and  this 
living,  active  monument  to  its  originator 
and  developer  should  remain  as  a  source  of 
pride  to  his  family." 

Dr.  Kirby  died  of  coronary  thrombosis  on 


August  11,  1935,  while  vacationing  at  Ports- 
mouth, New  Hampshire,  the  year  after  he 
had  been  president  of  the  American  Psychi- 
atric Association.  He  was  survived  by  his 
wife,  Jeanette  Kruszewska,  whom  he  mar- 
ried in  1912,  and  a  daughter,  Jeanette 
Vincenta. 

Projecting  the  work  of  Adolf  Meyer  and 
August  Hoch,  both  of  whom  preceded  him 
as  directors  of  the  New  York  State  Psychi- 
atric Institute,  Kirby  played  a  significant 
role  in  developing  the  case  study  technique 
of  psychiatric  research.  His  monograph, 
"Guides  for  the  History  Taking  and  Clinical 
Examination  of  Psychiatric  Cases,"  pub- 
lished in  1921,  and  giving  credit  to  his  pre- 
decessors, represented  the  first  appearance 
of  such  a  guide,  and  with  revisions  is  still  a 
valuable  case  study  tool.  "The  American 
school  of  psychiatry,"  said  Bromberg(2), 
"under  the  influence  of  Meyer,  Kirby,  and 
Hoch,  especially  examined  the  personality 
of  the  patient  during  the  years  before  he 
developed  his  mental  disease.  They  studied 
his  early  personality  traits,  how  he  devel- 
oped in  relation  to  his  home,  his  school,  his 
parents,  brothers,  to  his  habits  of  eating, 
sleeping,  toilet  habits,  work  habits.  To 
understand  a  man  you  must  know  his  life,  in 
terms  of  the  moving  events  of  his  emotional 
and  instinctual  life." 

Kirby  may  thus  be  considered  as  one  of 
the  significant  descendants  of  Philippe  Pinel 
(1745-1826),  who  introduced  the  taking  of 
psychiatric  case  histories,  and  of  his  dis- 
tinguished American  forebear,  Benjamin 
Rush,  who  in  1812  wrote  his  classic  "Medical 
Inquiries  and  Observations  upon  the  Dis- 
eases of  the  Mind." 

Kirby  was  an  able  student,  a  careful 
worker,  an  expert  administrator.  As  a  teach- 
er he  has  been  described  by  one  of  his  stu- 
dents as  "gentle,  simple,  friendly,  direct,  in- 
formal, and  outstandingly  kind,  as  well  as 
exceptionally  efficient  in  the  outpatient  de- 
partment and  at  the  bedside.  His  services 
were  preferred  because  he  never  upset  the 
patient." 

Warner  Lee  Wells,  M.D. 
Durham 


J.    Cheney,  C  0.:  In  Memoriam,  George  Hughes  Kirby,  Am. 
J.  Psychiat.   92:1005-1000    (Jan.)    1030. 


2.    Bromberg,  W.:  The  Mind  of  Man,  New  York,  Harper  and 
Bros.,    1937,   pp.   210-211. 
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TRIED  AND  FOUND  WANTING 

Some  wise  person  has  said  that  the  only 
thing  men  learn  from  history  is  that  men 
learn  nothing  from  history.  One  lesson  that 
has  been  overlooked  by  a  large  part  of  the 
world  in  recent  years  is  the  disastrous  re- 
sults of  an  early  trial  of  communism  in 
America.  The  story  was  recently  told  by 
Mrs.  Betty  Knowles  Hunt,  a  columnist  for 
the  Manchester  (N.  H.)  Union  and  Leader, 
who  got  her  facts  from  the  diary  of  Gover- 
nor Bradford. 

In  1620  the  Pilgrims  of  the  Plymouth  Bay 
Colony  began  a  two-year  trial  of  commun- 
ism. They  built  a  common  storehouse,  into 
which  went  the  products  of  their  labor,  and 
from  which  these  were  apportioned  in  true 
Marxian  style,  "to  each  according  to  his 
need."  The  plan  was  a  failure,  and  "even 
these  deeply  religious  people  fell  to  grumb- 
ling and  even  to  stealing  both  from  them- 
selves and  from  their  neighbors." 


"At  length,"  according  to  Governor  Bradford's 
diary,  "after  much  debate  of  things  the  Gov.  (with 
ye  advise  of  ye  chief  est  amongst  them)  gave  way 
that  they  should  set  corne  every  man  for  his  own 
particular,  and  in  that  regard  trust  to  themselves 
.  .  .  and  so  assigned  to  every  family  a  parcell  of 
land,  according  to  the  proportion  of  their  number 
for  that  end,  and  ranged  all  boys  &  youth  under 
some  familie.  This  had  very  good  success;  for  it 
made  all  hands  very  industrious,  so  as  much  more 
corne  was  planted  than  other  wise  would  have  bene 
by  any  means  ye  Gov.  or  any  other  could  use,  and 
saved  him  a  great  deall  of  trouble,  and  gave  farr 
better  contente. 

"The  women  now  wente  willingly  into  ye  fielde, 
and  tooke  their  little-ones  with  them  to  set  corne, 
which  before  would  aledg  weakness  and  inabilities 
whom  to  have  compelled  would  have  bene  thought 
great  tiranie  and  oppression." 

The  comment  is  offered  that  America's 
successful  system  of  free  enterprise  may 
have  had  its  origin  in  this  failure  of  com- 
munism. Certainly  there  is  much  food  for 
thought  in  Governor  Bradford's  words: 

"This  experience  that  was  had  in  this  eommone 
course  and  condition,  tried  sundrie  years,  and  that 
amongst  godly  and  sober  men,  may  well  evince  the 
vanitie  of  that  conceite  .  .  .  that  ye  taking  away 
of  propertie,  and  bringing  into  communitie  into  a 
eommone  wealth,  would  make  them  happy  and 
flourishing;  as  if  they  were  wiser  than  God." 

"For  this  communitie  was  found  to  breede  much 
confusion  and  discontent  and  retard  much  imploy- 
ment  that  would  have  been  to  their  benefits  and 
comforte.  For  ye  yong  men  that  were  most  able  and 
titte  for  labour  &  service  did  repine  that  they 
should  spend  their  time  &  strength  to  worke  for 
other  mens  wives  and  children  without  any  recom- 
pense. The  strong,  or  men  of  parts,  had  no'  more  in 
devission  of  victalls  &  cloaths  than  he  that  was 
weake  and  not  able  to  doe  a  quarter  ye  other  could; 
this  was  thought  injustice.  .  .  . 

"Upon  ye  poynte  all  being  to  have  alike,  and  all 
to  doe  alike,  they  thought  themselves  in  ye  like 
condition;  and  so,  if  it  did  not  cut  off  those  relations 
that  God  hath  set  amongst  men,  yet  it  did  at  least 
much  diminish  and  take  of  ye  mutual  respects  that 
should  be  preserved  amongst  men.  And  would  have 
been  worse  if  they  had  been  men  of  another  condi- 
tion. Let  none  object  this  is  men's  corruption  and 
nothing  to  ye  course  itself.  (For)  I  answer,  seeing 
all  men  have  this  corruption  in  them,  God  in  his 
wisdome  saw  another  course  fitter  for  them." 

After  the  Pilgrims  abandoned  their  exper- 
iment in  communism,  Governor  Bradford 
was  able  to  write: 

"...  instead  of  famine,  now  God  gave  them 
plentie,  and  the  face  of  things  was  changed,  to  the 
rejoysing  of  the  harts  of  many,  for  which  they 
blessed  God.  And  the  effect  of  their  particular  (pri- 
vate) planting  was  well  seene,  for  all  had,  one  way 
and  another,  pretty  well  to  bring  the  year  aboute, 
and  some  of  the  abler  sort  and  more  industrious 
had  to  spare,  and  sell  to  others,  so  any  general! 
wante  or  famine  hath  not  been  amongst  them  since 
to  this  day." 

This  experience  of  the  Pilgrim  fathers 
should  serve  as  a  warning  to  their  descend- 
ants, who  are  again  threatened  by  a  danger- 
ous trend  to  communism. 
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AMERICAN  MEDICAL  ASSOCIATION 
DUES 

Last  month  Dr.  Westbrook  Murphy  de- 
voted his  "President's  Message"  to  a  discus- 
sion of  medical  society  dues.  For  the  first 
time  in  more  than  a  century  members  of  the 
American  Medical  Association  will  be  re- 
quired to  pay  annual  dues  to  the  parent 
organization.  Previously,  any  doctor  who 
joined  his  local  county  medical  society  auto- 
matically became  a  member  of  the  State 
Society  and  of  the  A.M. A.  Fellowship  in  the 
A.M. A.  was  (and  still  is)  optional,  and  the 
annual  fellowship  dues  of  $12  include  a  sub- 
scription to  the  Journal  of  the  American 
Medical  Association. 

It  was  only  after  careful  consideration 
that  the  House  of  Delegates  of  the  American 
Medical  Association  voted  to  begin  charging 
membership  dues  of  $25.00.  There  has  been 
some  quite  understandable  objection  to  pay- 
ing this  amount  in  addition  to  the  increased 
county  and  state  society  dues.  Any  doctor 
who  feels  that  he  cannot  afford  it,  however, 
should  reflect  that  the  medical  profession  is 
engaged  in  a  life  and  death  struggle  for  its 
existence.  No  doubt  the  doctors  of  Great 
Britain  would  gladly  pay  much  larger  dues 
if  they  could  recall  the  National  Health  In- 
surance Act  in  that  country.  At  the  Eco- 
nomics Dinner  of  the  Canadian  Medical  As- 
sociation last  June,  a  representative  of  the 
Australian  Medical  Association  said  that 
their  members  were  cheerfully  paying  $75 
apiece  to  carry  on  the  fight  against  being 
regimented.  The  results  of  the  election  in 
that  country  last  fall  no  doubt  made  them 
feel  well  repaid. 

The  A.M. A.  dues  will  not  be  used  solely 
for  the  campaign  against  medical  regimen- 
tation. The  many  other  activities  of  the 
A.M. A.  have,  in  the  past,  been  financed 
largely  by  the  income  from  the  Journal  and 
other  publications.  The  rising  costs  of  print- 
ing and  the  increase  in  the  activities  of  the 
A.M. A.  have  wiped  out  much  of  the  profit 
from  these  sources.  To  quote  from  the  Illi- 
nois Medical  Journal, 

"The  work  of  the  Council  on  Medical  Education 
and  Hospitals  affects  the  life  of  every  physician  in 
every   community.    The    Council    on    Pharmacy    and 


Chemistry  passes  on  the  drugs  and  equipment  used 
in  the  office  of  every  physician  today.  The  Council 
on  Foods  and  Nutrition  protects  the  health  and  wel- 
fare of  the  people  of  this  nation.  Add  to  this  list 
the  Council  on  Physical  Medicine  and  Rehabilita- 
tion, the  Council  on  Medical  Service,  the  Chemical 
Laboratory,  the  Bureau  of  Exhibits,  the  Judicial 
Council,  The  Bureau  of  Legal  Medicine  and  Legis- 
lation, the  Council  on  Industrial  Health,  the  Council 
on  National  Emergency  Medical  Service,  the  Bureau 
of  Medical  Economic  Research,  the  Bureau  of  Health 
Education,   the   Committee   on   Rural   Health." 

The  dues  of  most  of  the  labor  unions  are 
higher  than  those  of  the  A.M. A.  and  the 
state  and  county  societies  combined.  Surely 
the  members  of  the  Medical  Society  of  the 
State  of  North  Carolina  and  of  the  Ameri- 
can Medical  Association  value  their  organi- 
zations as  much  as  do  members  of  the  C.I.O. 
and  the  A.F.  of  L. 


VOLUNTARY  ACTION  VS. 
COMPULSION 

With  determination  worthy  of  a  better 
cause,  President  Truman  has  allowed  the 
available  coal  supplies  of  this  country  to 
drop  to  a  dangerously  low  level  rather  than 
use  the  Taft-Hartley  Act  to  curb  the  power 
of  John  L.  Lewis.  The  United  Press  an- 
nounced on  January  31  that  the  President 
has  called  for  resumption  of  normal  coal 
production  for  at  least  seventy  days,  during 
which  time  he  will  try  to  have  the  coal  dis- 
pute settled  by  a  fact-finding  board  "out- 
side of  the  Taft-Hartley  Law." 

According  to  the  United  Press,  "Mr.  Tru- 
man stressed  his  belief  in  'voluntary  action' 
rather  than  compulsion."  When  one  recalls 
the  mulish  obstinacy  with  which  the  Presi- 
dent has  demanded  compulsory  health  insur- 
ance to  replace  the  voluntary  systems,  it  is 
difficult  to  understand  this  apparent  change 
of  heart.  Past  presidential  inconsistencies, 
however,  make  it  unlikely  that  Mr.  Truman's 
preference  for  "voluntary  action"  may  ex- 
tend to  the  provision  of  medical  care  as  well 
as  fuel.  Since  the  medical  profession  does 
not  control  as  many  votes  as  do  the  labor 
unions,  doctors  need  not  expect  to  receive 
the  same  consideration  as  the  United  Mine 
Workers. 
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A  BRITISH  DOCTOR  MOVES  TO 
AMERICA 

An  address  by  Dr.  Ralph  J.  Gampell  to 
the  Medical  Society  of  the  State  of  Pennsyl- 
vania gives  an  illuminating  insight  into  the 
workings  of  the  British  National  Health 
Insurance  Scheme111.  Dr.  Gampell  was  grad- 
uated from  an  English  medical  school  in 
1940,  served  a  year's  hospital  internship, 
spent  five  years  in  the  Royal  Air  Force,  and 
had  just  begun  to  establish  himself  in  gen- 
eral practice  when  the  National  Health 
Service  went  into  effect. 

Dr.  Gampell  describes  graphically  the 
futile  attempt  to  be  responsible  for  the  3200 
patients  on  his  panel :  "I  used  to  do  three 
office  hours  a  day  and  .  .  .  many  a  day  I  saw 
an  average  of  twenty  people  each  hour  .  .  . 
I  have  made  thirty-six  house  calls  in  one  day 
in  addition  to  the  office  periods.  You  don't 
do  a  great  deal  for  the  people  when  you 
make  thirty-six  house  visits  in  a  day." 

"The  hospitals  are  overloaded  .  .  .  The 
hospital  that  served  the  district  where  I  was 
practicing  had  a  waiting  period  for  elective 
gynecologic  procedures  of  no  less  than  three 
years." 

"The  sort  of  medical  care  that  they  have 
been  given  in  Great  Britain  .  .  .  would  be 
unthinkable  here.  If  the  doctors  over  here 
started  doing  that,  the  patients  would  come 
and  break  their  windows." 

It  is  no  wonder  that  Dr.  Gampell  finally 
gave  up  the  attempt  to  practice  in  England 
and  came  to  this  country  to  start  all  over, 
beginning  as  an  intern  in  a  California  hos- 
pital. He  concluded  his  address  by  saying,  "I 
decided  that  I  had  enough  ...  of  bureau- 
cratic medicine — the  red-tape  medicine  and 
the  three-minute  assembly  line  consulta- 
tions, the  twenty  patients  in  an  hour,  and  the 
thirty-six  house  calls.  I  broke  my  ties.  I 
brought  my  wife  and  small  baby  over  here 
to  the  United  States  ...  It  is  not  an  easy 
thing  to  come  to  a  new  country  and  start  off 
from  less  than  the  bottom  without  even  a 
license  or  permission  to  practice.  That  isn't 
easy  at  all.  Yet  I  told  you — and  I  say  it  in 
truth — that  I  would  do  it  again  tomorrow." 

1.    Gampell,   R.    J.:    Socialized   Medicine   as   I    Saw    It,    Penn- 
sylvania   M.    J.    52:1633-37    (Dec.)     1949. 


THE  COSTS  OF  LABORATORY  STUDIES 

Although  the  latest  "consumers'  price 
index"  of  the  Bureau  of  Labor  Statistics 
shows  only  a  moderate  increase  in  the  costs 
of  physicians'  services  over  the  1935-9  level, 
the  costs  of  hospital  care  have  more  than 
doubled.  An  editorial  in  the  New  York  State 
Journal  of  Medicine  for  October  1(1)  offers 
such  a  sane  discussion  of  the  problem  that 
it  is  reproduced  in  full,  for  the  consideration 
of  all  whom  it  may  concern. 

Costs   of   Hospitalization 

Commenting  on  the  recent  wave  of  hospital  rate 
increases,  a  staff  member  of  The  Presbyterian 
Hospital  in  the  City  of  New  York  said,  "This  wave 
of  increases  reminds  me  of  that  early  pseudo- 
scientific  experiment  upon  the  cricket.  It  was  dis- 
covered that  an  increase  in  application  of  heat  to 
a  cricket  increased  not  onlv  the  tempo  of  his  chirps 
but  also  their  intensity.  This  increase  was  main- 
tained in  a  steady  upward  curve  until  the  cricket 
suddenly  burned  up!" 

With  this  touching-  obituary  upon  the  cricket  we 
are  one  hundred  per  cent  in  sympathy.  If  the  cost 
of  hospitalization  continues  to  rise,  these  benevolent 
institutions  will  eventually  consume  themselves  and 
their  patients  with  them.  It  reminds  us  of  Charles 
Lamb's  Dissertation  on  Roast  Pig. 

We  have  a  remedy  to  pvonose.  Apnoint  to  every 
hospital  an  Advocatus  Diaboli.  He  could  be  an  old°V 
man  of  wide  clinical  experience,  attached  to  the 
resident  in  charge  of  medicine  or  surgery.  He  will 
n°ver  leave  the  side  of  the  unhanny  young  man 
When  the  resident  calls  for  a  "full  work  up"  on 
such  and  such  a  case,  before  the  patient  has  been 
seen  bv  either  the  attending  physician  or  surgeon, 
the  Advocatus  Diaboli  will  ask  him  what  is  the 
significance  of  such  and  such  a  test?  Why  is  it 
necessary  in  this  particular  case? 

In  the  course  of  such  proceedings  the  older  man 
will  learn  a  great  deal  about  the  most  modern  lab- 
oratory tests.  The  resident  will  learn  how  to  do 
without  them  by  the  use  of  the  five  senses  that 
God  gave  him.  It  will  be  a  process  of  highly  bene- 
ficial  mutual  education. 

In  the  course  of  it  the  hospital  will  save  a  great 
deal  of  money. 

The  Advocatus  Diaboli  would  never  order  a  lab- 
oratory test  without  asking  himself  how  much  it 
was  going  to  cost  the  patient  and  was  such  an  ex- 
penditure essential  to  the  diagnosis  of  the  case.  He 
would  be  as  nice  in  his  judgment  in  recommending 
a  "G.  I.  series  of  x-rays"  as  if  he  were  ordering 
them  for  his  own  wife,  and  as  if  he  had  to  pay 
for  them. 

According  to  our  prescription  the  older  man 
would  be  brought  up  to  date  on  a  number  of  tests 
of  which  he  had  never  heard,  and  without  which 
he  and  his  patients  had  been  getting  along  quite 
well. 

The  resident  woud  learn  that  the  employment  of 
his  five  senses  would  open  to  him  delightful  fields 
of  research  that  the  laboratory  could  never  offer 
him.  He  might  learn  that  a  well-taken  history  could 
shed  more  light  upon  his  patient  in  the  psychoso- 
matic field   than  could   any  x-ray  or  microscope. 

And  during  the  process  of  mutual  education  both 
hospital  and  patients  would  save  considerable 
money. 

1.    Costs    of    Hospitalization,    Editorial,    New    York    J.    Med. 
40:2239    (Oct.   1)    1949. 
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Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College 

The  patient  was  a  52  year  old  farmer  and 
mill  worker  who  entered  the  hospital  on 
June  8,  1949,  with  a  complaint  of  stomach 
trouble  for  nine  months.  About  nine  months 
prior  to  admission  he  began  having  localized 
epigastric  pain,  together  with  some  nausea 
and  vomiting  which  were  not  related  to 
meals  or  to  the  time  of  day.  There  was  no 
history  of  hematemesis  or  melena.  His  local 
physician  told  him  that  he  had  "gallbladder 
trouble,"  and  gave  him  some  red  liquid  med- 
icine and  some  white  pills.  These  apparently 
relieved  his  nausea  and  vomiting,  but  the 
localized  epigastric  pain  persisted.  About 
three  months  prior  to  admission  the  pain 
became  generalized,  and  his  abdomen  began 
to  swell.  He  went  to  another  hospital,  where 
roentgen  studies  of  his  chest  and  gastroin- 
testinal tract  were  reported  as  being  neg- 
ative. He  received  penicillin  therapy  for  nine 
days,  and  three  abdominal  paracenteses  were 
done.  He  was  given  diuretics  with  little  im- 
provement. 

Because  of  the  progressive  downhill 
course,  he  was  admitted  to  this  hospital  for 
a  diagnosis.  He  had  lost  approximately  50 
pounds  in  weight  since  the  onset  of  his  ill- 
ness. At  the  time  of  admission  the  abdominal 
pain  was  constant  and  was  described  as  a 
dull  ache  throughout  the  abdomen.  It  had 
never  been  described  as  colicky  in  nature. 

The  past  history  revealed  that  ten  years 
previously  the  patient  had  had  a  laparotomy 
for  "a  ruptured  stomach  ulcer." 

Ph  ijsieal  exa  miitation 

Physical  examination  showed  the  tempera- 
ture to  be  98.4  F.  rectally,  the  pulse  92, 
respiration  18,  blood  pressure  100  systolic, 
80  diastolic.  The  patient  was  a  well  devel- 
oped, rather  thin,  emaciated  white  man  who 
appeared  to  be  chronically  ill.  The  skin  re- 
vealed evidence  of  weight  loss.  It  was  thought 
that  a  small  Virchow's  node  could  be  pal- 
pated, and  several  small,  non-tender  axillary 
nodes  were  felt.  The  pupils  were  without  ab- 
normalities ;  the  sclerae  had  a  slight  icteric 
tinge.  Funduscopic  examination  revealed 
slight  narrowing  of  the  arteries.  The  thyroid 
was  not  enlarged.  The  heart  was  of  normal 
size;  the  sounds  were  regular,  and  no  mur- 


murs were  heard.  The  lungs  were  clear  to 
percussion  and  auscultation.  Examination  of 
the  abdomen  revealed  a  well  healed  upper 
abdominal  scar  and  several  well  healed  para- 
centesis scars.  The  abdomen  was  distended, 
and  a  definite  fluid  wave  could  be  felt.  There 
was  generalized  abdominal  tenderness,  most 
marked  in  the  right  lower  quadrant.  The 
liver  edge  was  felt  4  cm.  below  the  right 
costal  margin,  and  seemed  somewhat  flabby 
on  palpation.  The  tip  of  the  spleen  was  eas- 
ily palpable  after  paracentesis.  Rectal  ex- 
amination was  not  remarkable.  There  was 
moderate  ankle  edema.  Neurologic  examina- 
tion revealed  no  abnormalities. 

Accessor)/  clinical  findings 

Urinalysis  was  negative  except  for  an 
occasional  white  cell  and  a  rare  red  cell  in 
the  urinary  sediment.  The  hemoglobin  was 
9.5  Gm.  and  there  were  2,970,000  red  cells. 
The  corrected  sedimentation  rate  was  23  mm. 
in  an  hour.  The  white  cell  count  varied  from 
57,000  to  64,000,  with  the  following  differ- 
ential :  54  per  cent  segmented  polymorpho- 
nuclears, 36  per  cent  nonsegmented  polymor- 
phonuclears, 3  per  cent  eosinophils,  3  per 
cent  lymphocytes,  3  per  cent  metamyelocytes, 
and  1  per  cent  myelocytes.  The  polymorpno- 
nuclears  showed  toxic  granulations.  The 
platelet  count  was  109,800. 

The  nonprotein  nitrogen  varied  from  62 
to  72  mg.  per  100  cc. ;  the  blood  sugar  was 
108  mg.  per  100  cc.  The  total  serum  proteins 
ranged  from  3.8  to  4.5  Gm.,  with  an  albumin- 
globulin  ratio  of  around  2:1.  The  carbon  di- 
oxide combining  power  varied  from  37  to  41 
volumes  per  cent.  The  serum  cholesterol  was 
89  mg.  per  100  cc,  the  blood  chlorides  528 
mg.  per  100  cc,  bilirubin  2.3  mg.  per  100  cc 
The  icterus  index  was  12  units.  A  galactose 
tolerance  test  showed  0.5  Gm.  excreted.  A 
bromsulfalein  test  revealed  40  per  cent  re- 
tention in  forty-five  minutes.  Serologic  tests 
for  syphilis  were  negative. 

A  gastric  analysis  revealed  free  acid  in  the 
fasting  specimen.  Stool  examination  was  not 
remarkable,  and  was  positive  for  bile.  Spu- 
tum examination  failed  to  reveal  any  acid- 
fast  bacilli.  A  tuberculin  skin  test  (1:1000) 
was  faintly  positive.  Cultures  of  the  ascitic 
fluids  were  sterile.  The  ascitic  fluid  was  thin 
and  hemorrhagic,  with  a  specific  gravity  of 
1.003.  It  contained  1200  white  cells  and  197,- 
000  red  cells  per  cubic  millimeter.  The  pro- 
tein content  was  1.5  Gm.  per  cent. 
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The  bleeding  time  was  2.5  minutes,  the 
clotting  time  10  minutes  and  45  seconds.  The 
prothrombin  time  was  17  seconds  against  a 
control  of  16  seconds.  The  tourniquet  test 
was  negative. 

Roentgen  studies  of  the  chest  and  gastro- 
intestinal tract  showed  elevation  of  the  right 
diaphragm,  with  "plate-like"  atelectasis  in 
the  right  lower  lung  field.  In  the  periphery 
of  the  left  second  anterior  interspace  there 
was  a  rounded  density  114  cm-  in  diameter 
suggesting  tumor,  tuberculosis,  and  many 
other  possibilities.  The  aorta  was  moderately 
sclerotic.  The  gallbladder  was  not  visualized 
on  the  oral  cholecystogram.  Following  a  bar- 
ium enema,  the  terminal  ileum  was  not  filled 
and  a  suggestion  of  extrinsic  pressure  at 
the  head  of  the  cecum  was  noted.  Barium 
studies  of  the  esophagus,  stomach,  and  duo- 
denum were  negative.  An  electrocardiogram 
showed  second  degree  auriculo-ventricular 
heart  block  varying  with  complete  block, 
and  was  interpreted  as  indicating  myocardial 
disease. 

Course  in  the  hospital 

Shortly  after  admission  a  paracentesis  was 
performed,  and  4,080  cc.  of  fluid  was  ob- 
tained. The  patient  was  given  2000  cc.  of 
plasma.  His  abdomen  again  began  to  swell 
progressively,  and  anorexia  necessitated  the 
administration  of  parenteral  fluids.  On  the 
fifth  hospital  day  (June  13)  he  responded 
very  poorly  to  stimuli,  and  on  June  15  he 
expired. 

Clinical  Discussion 

Dr.  Frederick  R.  Taylor:  About  nine 
months  before  admission  to  this  hospital,  the 
patient  began  to  have  nausea  and  vomiting 
without  relation  to  eating  or  to  the  time  of 
day,  and  without  hematemesis  or  melena. 
Along  with  this,  he  had  epigastric  pain. 
About  six  months  later  this  pain  became 
general  throughout  the  abdomen,  and  he  be- 
gan to  show  signs  of  ascites.  At  another  hos- 
pital his  abdomen  was  tapped  three  times, 
and  he  was  given  penicillin  for  nine  days,  al- 
though there  is  no  record  of  fever  in  the 
protocol.  His  white  cell  count  at  this  time 
is  not  given,  but  if  it  was  high,  as  it  cer- 
tainly was  later,  this  may  have  been  the 
reason  for  the  penicillin. 

Ten  years  previously,  this  man  had  been 
operated  on  for  a  "ruptured  stomach  ulcer." 

On    admission    to    this    hospital    it    was 


learned  that  he  had  lost  50  pounds  during  his 
nine  months'  illness.  The  questionable  en- 
largement of  a  supraclavicular  node  (Vir- 
chow's  node)  might  suggest  a  malignant  ab- 
dominal neoplasm,  especially  cancer  of  the 
stomach.  There  were  also  several  small,  non- 
tender  axillary  nodes.  Slight  narrowing  of 
the  arteries  in  the  fundi  does  not  seem  re- 
markable at  52,  even  with  a  rather  low  blood 
pressure.  The  liver  was  obviously  enlarged, 
and,  curiously,  the  edge  felt  somewhat  flab- 
by. The  spleen  was  also  palpable  after  tap- 
ping, but  was  not  very  greatly  enlarged. 
There  was  definite  ankle  edema. 

The  accessory  clinical  findings  are  of  great 
interest  in  this  case.  The  urine  was  essen- 
tially normal.  In  view  of  the  findings  in  nor- 
mal urine  by  Dr.  Addis'  special  method,  the 
occurrence  of  a  rare  red  cell  in  the  urine 
of  this  patient  probably  should  not  disturb 
us. 

The  blood  count  showed  a  moderately  se- 
vere anemia.  The  sedimentation  rate  was 
moderately  elevated.  The  platelet  count  was 
definitely  below  normal,  though  not  extreme- 
ly low.  The  leukocyte  count,  both  absolute 
and  differential,  is  astonishing.  With  such 
a  high  count  in  the  absence  of  fever,  one 
thinks  at  once  of  leukemia,  but  the  high 
percentage  of  neutrophils  points  rather  to 
an  extreme  leukocytosis — an  extraordinary 
finding  in  an  afebrile  patient  with  so  mod- 
erate an  elevation  of  the  sedimentation  rate. 
The  low  lymphocyte  count  seems  to  me  prob- 
ably significant  in  ruling  out  the  various 
malignant  lymphomas  in  this  case.  A  small 
number  of  metamyelocytes  and  myelocytes 
is  common  in  the  presence  of  an  extreme  leu- 
kocytosis ;  if  myeloid  leukemia  were  present, 
we  would  expect  a  much  larger  number  of 
immature  cells  at  this  late  stage,  probably 
including  a  number  of  myeloblasts.  Also,  by 
this  time  we  would  expect  a  huge  spleen. 
Toxic  granulations  are  usually  present  when 
the  leukocyte  count  is  greatly  elevated. 

The  nonprotein  nitrogen  was  moderately 
elevated,  but  far  below  a  fatal  level.  The  blood 
sugar  was  normal.  The  total  serum  proteins 
were  rather  low,  but  this  finding  is  to  be 
expected  with  ascites  from  any  cause ;  the 
albumin-globulin  ratio  of  2:1  is  normal.  The 
carbon  dioxide  combining  power  was  rather 
low,  and  the  cholesterol  definitely  so.  The 
chloride  content  was  normal.  The  significant 
increases  in  the  serum  bilirubin  and  icterus 
index  both  point  to  a  mild  jaundice.     The 
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galactose  tolerance  test  was  normal. 

Serologic  tests  for  syphilis  were  negative. 
The  stool  was  normal,  the  presence  of  bile 
ruling  out  total  obstruction  of  the  biliary 
tract.  The  sputum  showed  no  acid-fast  ba- 
cilli, and  the  ascitic  fluid  was  sterile  on  cul- 
ture. Although  its  specific  gravity  was  only 
1.003,  it  contained  1200  white  cells  and  197,'- 
000  red  cells.  We  might  expect  a  higher  spe- 
cific gravity  with  such  a  rise  in  cellular  con- 
tent, but  t*ie  protein  content  of  the  fluid  was 
only  1.5  Gm.  per  100  cc. — well  within  the 
normal  limits  for  a  transudate,  despite  the 
presence  of  blood.  The  bleeding  time,  clot- 
ting time,  and  prothrombin  time  were  nor- 
mal. The  negative  tourniquet  test  indicates 
that  the  lowered  platelet  count  was  not  ac- 
companied by  purpuric  phenomena — in  the 
skin,  at  least.  The  retention  of  bromsulfalein 
points  to  serious  liver  damage.  The  faintly 
positive  tuberculin  skin  test  seems  unimpor- 
tant to  me.  Free  acid  was  in  the  gastric  con- 
tents :  it  may  be  absent  in  gastric  cancer,  but 
is  not  necessarily  so. 

We  have  here  an  afebrile,  52  year  old  man, 
sick  for  nine  months,  who  has  lost  50  pounds 
in  that  time.  In  addition  to  the  abdominal 
pain,  digestive  disturbances,  ascites,  and 
liver  damage,  abnormalities  were  found  in 
both  lungs,  and  he  had  a  rather  severe  de- 
gree of  heart  block  without  marked  general 
arteriosclerosis,  hypertension,  valvular  dis- 
ease, or  evidence  of  coronary  disease  or  of 
congenital  cardiovascular  defect.  Finally,  he 
had  an  extraordinarily  high  neutrophilic  leu- 
kocytosis. Perhaps  we  had  better  deal  with 
this  last  factor  first. 

If  an  overwhelming  infection  was  present, 
it  must  have  been  a  terminal  one,  for  no 
such  fulminant  infection  could  be  expected 
to  go  on  for  nine  months.  Moreover  we 
would  expect  high  fever  and  probably  chills 
and  sweats,  though  in  terminal  infections 
resistance  is  notoriously  lacking.  However, 
we  have  no  really  satisfactory  evidence  that 
this  man  had  any  serious  infection.  About 
thirty-eight  years  ago  that  great  clinical 
pathologist,  Dr.  Charles  B.  Simon  of  Balti- 
more, claimed  that  in  an  infection  with  a 
neutrophilic  leukocytosis,  the  absolute  white 
cell  count  is  an  index  to  the  patient's  resis- 
tance, whereas  the  percentage  of  neutro- 
phils is  an  index  to  the  virulence  of  the  in- 
fection. If  this  be  true,  and  if  this  patient 
had  an  infection,  both  the  virulence  of  the 


infection  and  the  resistance  of  the  patient 
must  have  been  unusually  great.  The  clinical 
picture,  however,  was  not  that  of  a  man 
fighting  strenuously  against  overwhelming 
odds ;  rather  it  was  that  of  a  patient  ex- 
hausted by  a  prolonged  illness. 

What  else  might  produce  such  a  white 
cell  count?  Malignancy  may  cause  a  leukocy- 
tosis, the  degree  apparently  depending  some- 
what on  the  amount  of  necrotic  material  ab- 
sorbed. The  whole  picture  of  this  case,  from 
start  to  finish,  suggests  malignancy,  al- 
though neutrophilic  leukocytosis  of  this  de- 
gree is  a  bit  unusual  in  malignancy. 

I  never  heard  of  tuberculosis  causing  such 
weight  loss  without  fever  or  sweats,  or  bring- 
ing a  patient  so  near  death  without  evidence 
of  acid-fast  bacilli  when  the  lungs  are  in- 
volved. We  have  no  evidence  whatever  on 
which  to  base  a  diagnosis  of  syphilis.  One 
would  hardly  expect  bilateral  pulmonary  le- 
sions in  amebic  abscess  of  the  liver. 

Primary  malignancy  of  the  liver  seems 
unlikely.  If  the  nausea  and  vomiting  had 
been  due  to  primary  liver  failure,  we  would 
not  expect  it  to  be  so  transitory.  For  six 
months  the  pain  was  epigastric.  That  part 
of  the  liver  in  the  epigastrium  is  small 
enough  so  that  one  would  expect  to  find  a 
palpable  mass  there  after  months  of  growth, 
but  none  was  found.  I  think  the  liver  involve- 
ment was  probably  secondary,  if  this  is  ma- 
lignancy. Primary  carcinoma  of  the  biliary 
tract  should  cause  deep  jaundice  before  the 
end.  The  jaundice  here  was  very  slight, 
though  laboratory  tests  confirmed  its  exist- 
ence. 

The  history  of  the  ruptured  stomach  ulcer 
and  the  questionable  Virchow's  node  make 
one  think  of  gastric  cancer.  Even  close  to  the 
end,  however,  no  palpable  mass  suggesting 
a  stomach  was  reported.  There  was  never 
any  hematemesis,  and  two  gastrointestinal 
x-ray  studies,  one  of  them  made  about  a  week 
before  death,  failed  to  show  any  abnormali- 
ties of  the  stomach.  One  would  expect  even 
a  fundal  cancer,  inaccessible  to  ordinary 
roentgen  examination  at  first,  to  have  ex- 
tended to  a  degree  where  it  could  be  visual- 
ized during  the  patient's  last  week. 

The  failure  of  the  terminal  ileum  to  fill 
suggests  a  secondary  carcinomatosis  or  sar- 
comatosis  of  the  abdomen.  The  special  ten- 
derness in  the  right  lower  quadrant  might 
be  explained  by  such  a  lesion  in  that  region. 
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I  see  nothing  to  suggest  a  primary  renal  tu- 
mor. A  primary  retroperitoneal  tumor  is  to 
be  thought  of;  however  this  should  not  have 
given  epigastric  pain  for  six  months  before 
it  spread  throughout  the  abdomen,  it  should 
eventually  have  shown  a  palpable  mass,  and, 
if  it  were  a  lymphosarcoma,  as  many  such 
growths  are,  we  would  expect  more  lympho- 
cytes in  the  blood.  It  seems  to  me  that  the 
generalized  abdominal  pain  which  developed 
later  was  due  to  a  scattering  of  secondary 
growths  throughout  the  abdomen,  and  was 
increased  somewhat,  perhaps,  by  fluid  pres- 
sure and  stretching  of  the  abdominal  wall 
by  the  ascites. 

Always,  when  persistent  epigastric  symp- 
toms are  present  in  a  case  suggesting  malig- 
nancy, but  with  negative  roentgen  findings, 
one  must  think  of  pancreatic  involvement  as 
extremely  likely.  We  have  no  record  of  a  se- 
rum amylase  test.  Evidence  of  pancreatic 
failure  so  near  the  end  would  not  tell  us 
whether  the  pancreatic  lesion  was  primary 
or  secondary,  though  the  onset  with  epigas- 
tric pain  and  the  frequency  of  primary  can- 
cer of  the  pancreas  would  favor  such  a  diag- 
nosis. 

The  elevation  of  the  right  diaphragm  on 
the  roentgenogram  is  to  be  expected  with  a 
large  liver,  with  or  without  ascites.  The 
"plate-like"  atelectasis  in  the  lower  right 
lung  points  to  trouble  there — perhaps  an  oc- 
cluded bronchus.  The  area  of  increased  den- 
sity about  11/2  cm.  in  diameter  in  the  upper 
left  lobe,  "suggesting  tumor,  tuberculosis, 
and  many  other  possibilities,"  is  also  to  be 
kept  in  mind. 

Auriculoventricular  block  varying  from 
second  degree  to  complete,  in  the  absence 
of  marked  evidence  of  arteriosclerosis,  and 
without  hypertension,  congenital  cardiovas- 
cular anomaly,  syphilis,  or  even  hypertrophy, 
gives  one,  as  the  French  might  say,  furiously 
to  think.  Writing  on  cardiac  tumors  in  Ce- 
cil's Textbook  of  Medicine.  Dr.  William  B. 
Porter  said:  "Cardiac  tumors  are  seldom 
suspected  and  less  often  diagnosed  antemor- 
tem  because  of  the  rarity  of  the  disease  and 
the  lack  of  characteristic  symptoms  and  phy- 
sical signs.  Occurrence  of  progressive  signs 
of  primary  right  heart  failure  not  explained 
by  valve  lesions  or  pulmonary  disease  is  sug- 
gestive of  intracardiac  neoplasm  involving 
the  right  auricle."  The  pulmonary  involve- 
ment here  seems  too  slight  to  cause  right 
heart  failure.  Further  on,  Dr.  Porter  stated : 


"Neoplasm  may  be  considered  as  a  possible 
diagnosis  when  an  otherwise  inexplicable 
gross  disturbance  of  rhythm  [which  we  have 
here!  is  present  in  association  with  a  bizarre 
cardiac  silhouette."  This  is  not  present,  but 
if  the  tumor  grew  into  a  heart  cavity  rather 
than  outwards,  it  might  be  absent.  "One  may 
say  that  a  multiplicity  and  inconsistency  of 
both  symptoms  and  physical  signs  are  ad- 
mittedly the  most  helpful  leads  to  a  clinical 
diagnosis  of  cardiac  neoplasm."  Can  it  be 
that  chronic  passive  congestion  due  to  right 
heart  failure  is  responsible  for  part  of  the 
liver  involvement,  and  for  the  "flabby  feel" 
of  the  liver  edge?  This  is  a  possibility  to 
keep  in  mind.  Without  effusion,  the  peri- 
cardium is  not  involved  seriously. 

If  a  cardiac  tumor  was  present,  was  it 
primary  or  secondary?  Secondary  tumors  are 
much  more  common  in  the  heart.  The  most 
frequent  sources  of  secondary  cardiac  tu- 
mors are  in  the  bronchi  and  breasts.  The 
possibility  of  a  lesion  in  a  lower  right  bron- 
chus which  occluded  it  and  caused  atelecta- 
sis, and  metastasized  to  the  heart,  the  other 
lung,  and  the  abdominal  organs  is  not  easily 
dismissed;  yet  in  primary  bronchial  tumors 
one  expects  hemoptysis  sooner  or  later.  A 
lesion  low  enough  to  irritate  the  diaphragm 
might  well  refer  pain  to  the  upper  abdomen, 
but  one  would  expect  some  chest  pain.  Also, 
why  was  there  no  cough  from  both  lung  le- 
sions combined?  I  do  not  know.  Porter  says 
that  primary  cardiac  tumors  are  usually  sar- 
comas, pseudomyomas,  or  rhabdomyomas.  I 
understand  that  lipomas  also  occur.  If  a 
primary  tumor  was  present  in  this  case,  sar- 
coma seems  most  likely,  because  of  the  wide- 
spread metastases.  It  is  interesting  to  note 
that  sarcomatosis,  except  perhaps  lympho- 
sarcomatosis,  has  a  special  tendency  to  pro- 
duce a  neutrophilic  hyperleukocytosis. 

A  few  other  possibilities  deserve  consider- 
ation. One  is  multiple  echinococcosis.  While 
about  half  the  cases  show  a  moderate  to 
high  eosinophilia,  a  normal  eosinophil  count 
is  perfectly  compatible  with  that  disease.  The 
bloody  ascitic  fluid  and  the  lesion  in  the 
right  lung,  however,  do  not  seem  to  fit  this 
diagnosis.  Such  a  hyperleukocytosis  would 
suggest  suppuration  of  the  cysts,  and  then, 
again,  we  would  expect  fever,  chills,  and 
sweats.  Without  suppuration,  anemia  is  not 
a  part  of  the  picture  of  hydatid  disease. 
There  is  no  record  of  a  hydatid  thrill,  but 
that  interesting  sign  may  be  absent. 
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Fig.  1.  Rhabdomyosarcoma  in  the  heart,  A 
tumor  nodule  2  by  4  by  3  cm.  is  seen  in  the 
wall  and  chamber  of  the  right  ventricle. 

I  see  no  reason  for  the  prolonged  epigas- 
tric pain  preceding  the  ascites  if  this  were 
ordinary  cirrhosis  of  the  liver.  Epigastric 
pain  may  be  a  very  early  sign  in  the  subacute 
form  of  Chiari's  disease  (thrombosis  of  the 
hepatic  veins) ,  but  in  this  condition,  and 
also  in  portal  thrombosis,  one  would  expect 
the  ascites  to  come  on  much  sooner.  We  have 
no  evidence  especially  suggestive  of  mela- 
noma. 


Fig.  2.  The  liver  is  enlarged  (weight  2400  Gin.), 
and  metastatic  tumor  masses  are  observed 
throughout.  One  large  mass  noted  in  the  right 
lobe  measured  10  by  10  cm.,  and  was  soft  in 
consistency. 

I  am  unable  to  reach  a  single  definitive 
diagnosis  in  this  complex  case.  I  shall,  how- 
ever, commit  myself  to  this  extent :  I  believe 
we  are  dealing  with  a  malignant  condition, 
probably  primary  in  the  pancreas,  a  bron- 
chus, or  the  heart,  with  metastases  to  the 
various  organs  already  mentioned,  and 
probably  elsewhere  where  no  characteristic 
symptoms  reveal  them.  If  the  primary  le- 
sion is  in  the  pancreas  or  bronchus,  it  is 
probably  carcinoma.  If  in  the  heart,  sarcoma 
seems  likely,  but  not  lymphosarcoma. 


Fig.  3.  Metastatic  tumor  in  the  liver,  show- 
ing the  characteristic  "strap"  and  "racket"  cells 
seen  in  rhabdomyosarcoma. 


Fig.  4.  Section  of  bone  marrow  showing  meta- 
static rhabdomyosarcoma.  The  typical  cells  of 
the  tumor  are  observed. 


February,   1950 


COMMITTEES    AND    ORGANIZATIONS 


91 


Anatomic  Discussion 

Dr.  Jerome  0.  Williams*:  The  principal 
findings  at  the  postmortem  examination  were 
in  the  heart,  lungs,  bronchial  lymph  nodes, 
mediastinal  lymph  nodes,  diaphragm,  ileum, 
omentum,  kidneys,  bone  marrow,  peritoneum, 
and  pleura.  All  these  organs  and  tissues 
showed  the  presence  of  a  tumor.  In  all  the 
sections  the  tumor  appeared  to  be  microscopi- 
cally identical.  Two  distinct  types  of  tumor 
cells  were  observed — the  first  a  "strap"  cell, 
which  has  two  or  more  nuclei  arranged  in 
tandem;  the  second  a  "racket"  shaped  cell, 
which  resembles  very  closely  a  tennis  racket. 
Both  cells  have  hyperchromatic  nuclei  and 
a  very  finely  granular  cytoplasm. 

With  the  Masson  Trichrome  stain,  cross- 
striated,  longitudinal  myofibrils  were  ob- 
served in  one  area.  This  microscopic  pic- 
ture, we  feel,  identifies  the  tumor  as  a  rhab- 
domyosarcoma. The  tumor  is  quite  malig- 
nant and  metastasizes  early  and  widely,  both 
by  the  blood  stream  and  by  lymphatic  chan- 
nels. The  prognosis  in  such  cases  is  uniform- 
ly poor. 

In  this  case,  we  were  unable  to  establish 
definitely  a  primary  site,  but  we  feel  that 
it  may  represent  a  primary  tumor  of  the 
heart  with  metastases.  Dr.  A.  P.  Stout111  has 
stated  that  "in  almost  every  case  the  tumor 
develops  within  or  is  attached  to  peripheral 
striated  muscle."  If  this  is  a  primary  ma- 
lignancy of  the  heart,  it  would  be  the  tenth 
such  case  to  be  recorded  in  the  literature121. 

This  case  is  of  interest  in  that  there  was 
very  general  widespread  metastasis.  In 
Stout's  review  of  the  literature  he  reported 
121  cases,  approximately  5  per  cent  of  which 
showed  generalized  metastasis.  In  none  of 
these  cases  was  metastasis  noted  in  the  bone 
marrow.  Our  case  showed  considerable  tu- 
mor within  the  bone  marrow,  and  thus  rep- 
resents the  first  case  of  rhabdomyosarcoma 
with  metastasis  to  the  bone  marrow. 

Anatomic  Diagnoses 
1.  Rhabdomyosarcoma  with  metastasis,  in- 
volving the  heart,  lungs,  bronchial  lymph 
nodes,  mediastinal  lymph  nodes,  dia- 
phragm, ileum,  liver,  omentum,  adren- 
als, kidneys,  bone  marrow,  peritoneum, 
and  pleura. 


2.  Ascites,  hemorrhagic. 

3.  Hydrothorax,  left. 

4.  Splenomegaly. 

5.  Generalized  arteriosclerosis  and  general- 
ized atherosclerosis. 

6.  Slight  jaundice. 


Committees  and  Or^suraizatioins 


:  Trainee    in    Cancer,    National    Cancer    Institute. 

Stout.   A.  P.:   Rhabdomyosarcoma  of  the  Skeletal   Muscles. 
Ann.    Surg.    123:447-47-2    (March)    1946. 
Whorton,  C  M.:  Primary  Malignant  Tumors  of  the  Heart, 
Cancer  2:245-260    (March)    1949. 


'  PUBLIC  RELATIONS  COMMITTEE 

THE   MEDICAL  PROFESSION'S 
PUBLIC  RELATIONS 

C.  Sylvester  Green* 
Chapel  Hill 

How  may  doctors  develop  good  public 
relations?  For  a  fact,  how  are  many  doctors 
accomplishing  this  at  the  present?  Assuming 
that  good  public  relations  are  desirable,  how 
far  can  doctors  go  in  courting  public  under- 
standing, the  first  and  most  important  step 
toward  public  appreciation? 

"Public  relations"  is  a  term  of  compara- 
tively recent  usage.  It  is  meant  to  convey  a 
technique  whereby  good  will  is  established 
between  a  producer  and  a  consumer. 

From  its  application  to  the  promotion  of 
a  tangible  product  it  has  been  expanded  to 
touch  intangibles  as  well.  Services  are  for 
sale  by  the  professions.  Their  knowledge, 
and  ways  in  which  that  knowledge  may  be 
utilized  by  others,  give  such  professional 
men  an  alertness  to  public  relations. 

Sales  language  has  a  sense  of  inappropri- 
ateness  when  applied  to  the  intangibles.  Ad- 
vertising is  taboo  in  the  medical  and  legal 
professions.  The  maker  of  automobiles  or 
radios  takes  his  message  to  the  people.  With 
complete  sincerity  and  a  guarantee  backing 
his  product,  he  tells  the  people  about  it.  That 
leads  to  a  desire  for  the  product  and  the 
translation  of  that  desire  into  purchases. 
The  professional  man  cannot  make  such  a 
direct  approach. 

This  restrictive  pattern  does  not  elimi- 
nate, rather  it  intensifies  the  need  for  good 
public  relations  for  the  professions.  The 
principle  will  be  the  same,  but  new  tech- 
niques will  have  to  be  attempted.  Those 
techniques  will  be  determined  by  objective. 
Does  the  medical  profession  want  a  program 
of  good  public  relations  for  the  individual 


*  Executive    Vice    President.    Medical    Foundation    of    North 
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benefit  of  the  individual  doctor?  Or,  are 
good  public  relations  desired  to  reflect  prog- 
ress and  make  possible  expansion  for  the 
whole  field  of  medical  science? 

It  is  not  flattery  to  emphasize  that  the 
medical  profession  is  concerned  for  the 
larger  development.  Its  practitioners  know 
that  advances  in  service  to  the  public  come 
first.  They  know  also  that  these  advances 
will  mean  inevitable  advantages  for  them. 

There  is  something  underlying  this  choice 
that  the  public  may  overlook.  There  is  con- 
suming concern  on  the  part  of  doctors  to 
find  means  of  prolonging  life,  decreasing 
suffering,  and  expanding  the  economic  ad- 
vantages of  good  health.  In  that  they  might 
be  seen  as  "working  themselves  out  of  a 
job."  On  the  contrary,  through  the  opening 
of  new  areas  of  knowledge,  the  total  demand 
on  the  medical  practitioner  increases.  Their 
work  becomes  thereby  more  exacting. 

If  there  were  some  way  for  the  public  to 
know  the  long  hours,  the  constant  "on  call" 
the  doctors  know,  and  the  personal  and 
family  sacrifices  they  must  make  in  their 
work,  a  long  step  would  have  been  taken 
toward  good  public  relations.  For  the  hard- 
ships, the  doctors  ask  no  sympathy.  All  they 
ask  is  added  opportunity — even  public  co- 
operation in  some  instances — to  the  end  that 
they  may  serve  better. 

Because  their  professional  contacts  are  so 
highly  personalized,  doctors  have  always 
found  it  difficult  to  enhance  their  public 
relations  wisely  and  ethically.  There  are  two 
ways,  though,  in  which  this  problem  is  being 
most  successfully  met  today. 

Many  doctors  are  making  themselves  vital 
members  of  the  local  community — citizens 
concerned  and  active  in  everything  that 
makes  for  community  progress.  The  larger 
the  community,  the  more  necessary  these 
wide  contacts.  They  can  be  very  demanding 
in  both  time  and  effort,  but  the  reward  is 
the  recognition  of  the  doctor  as  integral  in 
the  larger  community — serving  his  profes- 
sion but  also  serving  a  growing  and  pros- 
pering community  dedicated  to  the  larger 
patterns  of  society. 

Many  doctors  are  contributing  today  to 
improved  public  relations  for  their  profes- 
sion through  identification  with  large  and 
impressive  movements  dedicated  to  the  com- 
mon good  of  the  whole  order  of  human  so- 
ciety. They  are  supporting  benevolent  agen- 
cies, organized  charities,  and  public  institu- 


tions whose  avowed  purposes  are  to  build  a 
better  state  and  nation.  Identification  with 
these  large  projects  serves  to  let  the  public 
know  that  these  doctors  are  alert  to  needs 
and  concerned  for  media  through  which 
those  needs  may  be  met.  It  testifies  to  a  con- 
fidence in  the  agency  or  institution  work- 
ing for  human  betterment. 

Through  the  dual  impact  of  affiliation 
with  local  activities  and  identification  with 
movements  outside,  the  doctor  proves  that 
his  laboratory  is  not  his  hiding  place,  but 
his  reservoir.  He  taps  its  resources  to  draw 
off  those  values  that  may  be  wholesomely 
dedicated  to  the  over-all  welfare  of  the  vast 
public. 


CORRESPONDENCE 


Medical  Practice  Act 

Raleigh 

December  19,  1949 
To  the  editor: 

There  has  been  much  confusion  in  the  past 
in  reference  to  the  interpretation  of  the 
North  Carolina  laws  (Medical  Practice  Act) 
concerning  permission  to  practice  medicine 
within  the  state.  This  permission  has  been 
misinterpreted  in  many  different  cases.  In- 
dividual physicians  especially,  and  at  times 
secretaries  of  local  county  medical  societies, 
have  felt  that  they  could  indirectly  grant 
permission  to  a  new  physician  to  practice 
medicine  at  least  temporarily.  Many  physi- 
cians believe  that  they  can  take  a  young  or 
new  physician  into  their  office  and  allow 
him  to  practice  without  a  license  if  it  is 
stated  he  is  practicing  with  or  under  the 
supervision  of  that  established  physician, 
who  holds  a  North  Carolina  license. 

This,  of  course,  is  an  erroneous  interpre- 
tation of  the  law  and  has  caused  much  con- 
fusion at  times,  embarrassment  and  loss  of 
temper  on  the  part  of  practitioners  and 
other  citizens  of  the  state. 

The  North  Carolina  Medical  Practice  Act 
specifically  states  that  any  person  who  diag- 
noses or  attempts  to  diagnose,  who  treats 
or  attempts  to  treat,  operates  or  attempts 
to  operate  on,  or  prescribe  for  or  administer 
to,  or  profess  to  treat  any  human  ailment, 
physical  or  mental,  or  any  physical  injury 
to  or  deformity  of  another  person,  is  prac- 
ticing medicine.    If    that    person    does    not 
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possess  an  individual  license  granted  by  the  When  construction  first  began    in    1947, 

State  Board  of  Medical  Examiners,  he  is  vio-  the  annual  federal  allocation    of    funds    to 

lating  the  laws  of  the  state  and  is  liable  to  North    Carolina    was    $3,207,021,    and    the 

convfction  of  a  misdemeanor.  state's  appropriation  was  $3,125,000  yearly. 

Yours  very  truly,  The  financial  participation  of  the  local  hos- 

M.  D.  Bonner,  M.D.,  President  pital  authorities  ranged  from  16  2/3  to  56 

Ivan  Procter,  M.D.,  Secretary  per  cent  and  averaged  about  or  over  33  1/3 

Board  of  Medical  Examiners  per  cent. 

of  the  State  of  North  Carolina  The  federal  allocation  of  funds  to  North 

Carolina  was  increased  to  $6,414,042  a  year 

on  October  25,  1949.  The  federal  share  of 

BULLETIN  BOARD  cost  of  approved  projects  subsequently  was 

increased  from  33  1/3  per  cent  to  44  per 

THE  NORTH  CAROLINA  MEDICAL  cent.   The  increased  federal  funds  has  en- 

CARE   COMMISSION  abled  the  commission  to  enlarge  its  program 

„      „       „  ¥  _       x      x.  from  $10,000,000  to  $15,000,000  per  year. 

Eighty  Million  Dollar  Hospital  Construction  mth  ^  aM  of  gtate  &nd  fe(Jeral  funds> 

Program  m  North  Carolina  m&ny  North  Carolina  communities  are  as- 
After  two  and  one  half  years  of  hospital  sured  in  the  future  of  creditable  medical  and 
construction,    the    North    Carolina    Medical  hospital  services. 

Care  Commission  has  approved  68  separate  In  addition  to  the  commission's  hospital 

projects.  Two  hospitals  have  been  completed  construction  program,  the  State  Legislature 

and  are  receiving  patients  —  a  42-bed  hos-  in  1947  and  1949  appropriated  directly  for 

pital  in  Ahoskie  and  a  20-bed  hospital  in  the  building  and  expansion  of  state-owned 

Belhaven.  A  nurses  home  of  22  beds  is  at  hospitals  the  following  amounts  that  total 

Ahoskie.    All  three  buildings  are  located  in  about  $31,744,251.00: 

agricultural  counties  in  eastern  North  Caro-         Menta,  'hospitals   $15,118,842 

Una  heretofore  without  hospital  facilities.  Tuberculosis   hospitals 7,499,809 

Ten  of  the  68  projects  are  at  least  75  per         Orthopedic  hospitals 123,600 

cent  complete,  and  seven  others  are  between         Cerebral  paisv  hospitals 450,000 

50  and  75  per  cent  complete.  Thirty-nine  of  Universitv's  teaching  hospital 

the  projects  were  approved  during  the  past  Rnd  homeg  for  nurges  and 

vear-                       .                        ,                      ,  interns  for  four-vear 

Of  the  68  projects,  43  are  local  general  medical  gchool  8,552,000 

hospitals,    of   which   11   have    100   beds   or 

more;  14  are  nurses  homes   four  are  health  The  Nqrth  Garolina  Cerebral  Palsy 

centers,  and  seven  are  buildings  tor  state-  Hospital 

owned  hospitals — five  projects  at  two  men- 

...  .,  ,  ,  ,  i  •  i  -ii  The  North  Carolina  Cerebral  Palsy  Hospital  was 
tal  hospitals,  one  at  a  tuberculosis  hospital,  established  by  the  State  of  North  Carolina  to  pro- 
and  one  for  a  cerebral  palsv  hospital.  Thirty-  vide  treatment  and  educational  opportunities  for 
three  of  the  68  projects  represent  new  con-  mentally  normal  children  under  16  years  of  age 
1  •'  .  diagnosed  as  having  cerebral  palsv.  Admission  is 
Struction  and  10  are  expansions  of  present  limited  to  those  children  (a)  who  can  benefit  ma- 
hospitals,  terially  from  the  facilities  provided  by  the  hospital 

mu                              j             •     i.           :n      .,..„  ,;a„  through    either     the    in-patient     or    the    out-patient 

These    approved     projects    will     provide  service  within  a  reasona'ble  length  of  time<  apld  (b) 

North   Carolinians  with  3,134  new  beds  for  for  whom  continued  progress  upon  leaving  the  hos- 

patients  and  1,048  new  beds  for  nurses.  Four  P**1  ma/  be  expected., 

,                                                           ,                  i-u      ■       i  Parents  seeking  admission  for  a  child,  whether  or 

health    centers    also    have    been    authorized.  not  financial  assistance  is  needed,  should  be  referred 

The   68  projects  are  estimated  to   cost   $33,-  to  their  county  Department  of  Public  Welfare  for 

127,945.09   and   involve  the   use  of  federal,  Prep,a™tio.n  °Vhe  application. 

,   ,        ,    r.       i       /-,            •     •           jmv    •    l  Qualifications  for  admission: 

state,  and  local  funds.  Commission  officials  ,    .      ,  „.-.    .      . 

.  '.                                                                 .                ..  1.    Patient  and  parents  must  be  legal  residents  ot 

anticipate,  subject  to  local  funds  being  avail-  the  State  of  North  Carolina, 

able,  that  by  Julv,  1951,  additional  projects  2.    Those  patients  of  a  teachable  age  and  under 

,       ,                   '.■"....                     ,,        ,    ,    i    __  16  years  of  age  with  normal  mentality  will  be 

to  be  approved  will  increase  the  total  en-  acceptable  for  admission, 
cumbrance  of  funds  for  hospital   construe-  3.   Patients  subject  to  convulsions  will  not  be  ac- 
tion   and    equipment    in    the    state    to    $50,-  ceptable  for  admission  on  an  in-patient  basis 
u     *  or  for  school  work.  In  some  instances  such  pa- 
000,000.  tients  will  be  accepted  for  out-patient  therapy. 
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4.  Only  patients  trained  in  toilet  needs  will  be 
admitted. 

Appointments  will  be  made  by  mail  only.  No  ap- 
pointments will  be  made  by  telephone,  telegraph, 
or  personal  interview.  Patients  should  be  referred 
to  the  county  Department  of  Public  Welfare  upon 
recommendation  of  the  family  physician,  pediatri- 
cian or  orthopedist.  It  is  desirable  that  a  full  report 
be  sent  by  the  referring  physician  with  the  history 
of  the  child's  development  and  details  as  to  abilities 
and  mentality. 

Patients  will  be  considered  for  examination  and 
for  admission  regardless  of  ability  to  pay,  but  in 
those  instances  where  after  interview  and  due  in- 
vestigation it  is  determined  that  the  parents  can 
finance  the  child's  treatment  in  part  or  in  whole, 
charges  will  be  made  accordingly.  Such  charges  will 
be  payable  monthly  in  advance. 

The  hospital  will  supply  necessary  indoor  wear- 
ing apparel  for  each  patient.  Parents  may  furnish 
the  child  with  additional  wearing  apparel,  subject 
to  the  approval  of  the  superintendent  or  nurse  in 
charge.  A  list  of  acceptable  items  will  be  furnished 
to  the  parents  when  notification  of  admission  is 
sent. 

All  correspondence  should  be  addressed  to:  The 
North  Carolina  Cerebral  Palsy  Hospital,  Route  1, 
Durham,  North  Carolina. 


North  Carolina  Academy  of  General 
Practice 

The  second  annual  meeting  of  the  North  Carolina 
Academy  of  General  Practice  will  be  held  in  Dur- 
ham, March  19-21.  Following  a  meeting  of  the  Board 
of  Directors  at  11  a.m.  on  Sunday,  March  19,  the 
scientific  sessions  will  begin  at  2:30  p.m.  in  the 
Crystal  Room  of  the  Washington  Duke  Hotel.  The 
tentative  program  for  the  three-day  meeting  is  as 
follows: 

Sunday,   March   19 

2:30  p.m.  Crystal  Room,  Washington  Duke  Hotel 

"The  Acute  Abdomen"  —  Phillip  Thorek,  M.D., 
Universitv  of  Illinois 

"The  Early  Diagnosis  and  Treatment  of  Carcino- 
ma of  the  Cervix"  —  Frank  R.  Lock,  M.D., 
Bowman  Gray  School  of  Medicine 

Psychosomatic  Medicine — Speaker  from  the  Mayo 
Clinic 

8  p.m. 

"Bedside  and  Office  Laboratory  Procedure" — W. 
M.  Nicholson,  M.D.,  Duke  University  School 
of  Medicine 

"Discharges  from  the  Vagina;  Treatment  in  Pri- 
vate Practice" — G.  G.  Passmore,  M.D.,  San 
Antonio,  Texas 

"Proctology  as  It  Involves  the  General  Practi- 
tioner"— Louis  A.  Buie,  M.D.,  Mayo  Clinic 

Monday,  March   20 

Program  bv   Members  of  the  Facultv   of  the  Duke 

University  School  of  Medicine 

9  a.m.  Amphitheatre,  Duke  Hospital 

"Some  Aspects  of  the  Physiology  of  Circulation" 

— Eugene  A.   Stead,  Jr.,  M.D. 
"A    Discussion    of   Electrocardiography" — Edward 

S.  Orgain,  M.D. 
"Clinical     Diagnosis     and     Therapy     of    Common 
Cardiac  Arrhythmias" — Jack  Myers,  M.D. 
2-4  p.m. — Wards  Rounds  in  Duke  Hospital 
8  p.m.  Amphitheater.  Duke  Hospital 

Round    Table    Discussion    on    "The    Patient    with 
Heart  Disease" 


Coordinator:  Eugene  A.  Stead,  Jr.,  M.D. 

Panel  members:  Edward  S.  Orgain,  M.D.  Medicine 
Walter  Kempner,  M.D.,  Medicine 
Bayard   Carter,  M.D.,  Obstetrics 
Will  C.  Sealy,  M.D.,  Surgery 
Jerome  Harris,  M.D.,  Pediatrics 

Tuesday,  March  21 

9  a.m.  Amphitheater,  Duke  Hospital 
Program  by   Members  of  the  Faculty   of  the  Duke 

University  School  of  Medicine 

"The  Menopause  and  Its  Problems" — E.  C.  Hamb- 
len, M.D. 
"Summary  of  the   Present   Knowledge   of  ACTH 

and  Cortisone"— Frank  Engel,  M.D. 
"Non-Surgical  Treatment  of  Disease  of  the  Pros- 
tate"—E.  P.  Alyea,  M.D. 
2-4  p.m. — Ward  Rounds  in  Duke  Hospital 
0   p.m. — Social   Hour,   Washington   Duke   Hotel 
7   p.m. — Banquet,  Washington  Duke  Hotel 
Speakers  to  be  announced 

10  p.m. — Adjournment 


North  Carolina  Society  of 
Anesthesiologists 

The  North  Carolina  Society  of  Anesthesiologists 
will  meet  in  Winston-Salem  on  February  25,  with 
Dr.  Leo  V.  Hand  of  Boston,  Massachusetts,  as  dinner 
speaker.  Dr.  R.  L.  Wall  of  the  Bowman  Gray  School 
of  Medicine  is  president  of  the  organization.  Dr. 
Hand,  anesthetist  for  the  New  England  Deaconess 
and  New  England  Baptist  hospitals  and  past  presi- 
dent of  the  New  England  Society  of  Anesthesiolo- 
gists, will  also  speak  at  the  regular  clinicopathologic 
conference  of  the  Bowman  Gray  Medical  School  on 
Monday,  February  27. 


News  Notes  from   the  University   of 
North  Carolina  School  of  Medicine 

Postgraduate  medical  courses  sponsored  by  the 
U/niversity  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Raleigh  beginning- 
March  30  with  the  Wake  County  Medical  Society  as 
co-sponsor,  and  at  Elizabeth  City,  Edenton,  and 
Ahoskie  beginning  March  31  with  the  First  Medical 
District  as  co-sponsor.  The  programs  are  as  follows: 

Raleigh 

March  30 — Congenital  Heart  Disease  —  Dr.  Helen 
Taussig,  Johns  Hopkins  University,  Bal- 
timore 

April  fi  — Implications  of  ACTH  Therapy  in  Rheu- 
matic Heart  Disease  —  Dr.  Joseph  E. 
Warren,  House  of  the  Good  Samaritan, 
Boston 

April  13 — Anesthesia — Dr.  Robert  D.  Dripps,  Uni- 
versity of  Pennsylvania  Hospital,  Phila- 
delphia 

April  27 — The  Necessity  for  Surgical  Exploitation 
for  Silent  Pulmonary  Lesions  (after- 
noon). Newer  Aspects  in  the  Surgical 
Treatment  of  Bronchiectasis  (evening)  — 
Dr.  Richard  H.  Overholt,  Tufts  College 
Medical  School,  Boston 

May  11  — Pain — Dr.  William  P.  Chapman,  Massa- 
chusetts  General  Hospital,  Boston 

May  18  — Virus    and    Rickettsial    Diseases    —    Dr. 
Horace    Hodes,    Mount    Sinai    Hospital, 
New  York 
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Ahoskie  -  Edenton  -  Elizabeth   City 

March  31— Pediatrics  (Elizabeth  City)— Dr.  Sam  F. 
Ravenel,  Greensboro 

April  7  ■ — Implications  of  ACTH  Therapy  in  Rheu- 
matic Heart  Disease  (Ahoskie) — Dr. 
Joseph  E.  Warren,  House  of  the  Good 
Samaritan,   Boston 

April  14— Cardiovascular  Disease  (Edenton) — Dr. 
Reno  R.  Porter,  Medical  College  of  Vir- 
ginia, Richmond 

April  28— Obstetrics  (Elizabeth  City) — Dr.  Edward 
Schumann,  Philadelphia 

May  12  —Pain  (Ahoskie)— Dr.  William  P.  Chap- 
man, Massachusetts  General  Hospital, 
Boston 

May  19  — Virus  and  Rickettsial  Diseases  (Edenton) 
— Dr.  Horace  Hodes,  Mount  Sinai  Hos- 
pital, New  York 

:}:  :>:  ^;  )Je 

Dr.  K.  M.  Brinkhous,  professor  of  pathology,  and 
Dr.  J.  H.  Ferguson,  professor  of  physiology,  were 
guests  of  the  Josiah  Macy,  Jr.,  Foundation  at  the 
Third  Conference  on  Blood  Clotting  and  Allied  Prob- 
lems in  New  York  on  January  23  and  24. 
%     %     %     % 

Dean  W.  R.  Berryhill  presented  a  paper  on  "The 
Location  of  a  Medical  School:  Considerations  in 
Favor  of  Locating  a  Medical  School  on  a  University 
Campus"  before  the  Annual  Congress  on  Medical 
Education  and  Licensure  of  the  American  Medical 
Association  in  Chicago  on  February  6. 
$      $      $      ik 

Dr.  Henry  Toole  Clark,  Jr.,  has  been  appointed 
administrator  of  the  Division  of  Medical  Affairs 
and  will  assume  his  new  duties  on  May  1.  The 
Division  of  Medical  Affairs  is  a  new  Division  of  the 
University  and  will  include  the  Schools  of  Medicine, 
Dentistry,  Public  Health,  Nursing,  Pharmacy,  and 
the  University  Hospital  and  was  established  for  the 
purpose  of  integrating  and  correlating  the  work  of 
all  the  professional  schools  and  the  hospital  in  their 
teaching  and  research  development  within  the  Uni- 
versity. Equally  or  more  important,  the  Division 
through  its  Administrator  and  Executive  Board  will 
attempt  to  correlate  the  teaching,  research,  and 
service  functions  of  the  entire  State  University 
Medical  Center  now  being  constructed  with  the  hos- 
pital and  health  agencies  and  services  throughout 
the  state. 

Dr.  Clark,  a  native  of  Scotland  Neck,  is  a  grad- 
uate of  the  University  of  North  Carolina,  had  his 
first  two  years  of  medicine  at  the  University  School 
of  Medicine,  and  received  his  M.D.  degree  from  the 
University  of  Rochester;  he  had  additional  training 
at  Duke  Hospital  and  at  the  Strong  Memorial  Hos- 
pital in  Rochester,  New  York.  Dr.  Clark's  most 
recent  work  has  been  in  Nashville  as  director  of  the 
Vanderbilt  University  Hospital  and  professor  of 
hospital  administration. 

*     *     * 

Dr.  John  C.  Brauer  has  accepted  an  appointment 
as  dean  of  the  new  School  of  Dentistry  to  be  estab- 
lished at  the  University.  He  received  his  A.B., 
M.Sc,  and  D.D.S.  degrees  from  the  University  of 
Nebraska.  Dr.  Brauer  formerly  taught  at  Emory 
L^niversity  Dental  College  and  at  the  State  Uni- 
versity of  Iowa,  but  more  recently  has  been  Dean 
of  the  School  of  Dentistry  of  the  University  of 
Southern  California.  He  plans  to  arrive  in  Chapel 
Hill  on  March  1. 

Plans  for  construction  of  the  new  dental  school 
are  now  under  way  under  Dr.  Brauer's  supervision. 
It  will  not  be  ready  for  another  two  years,  but  tem- 
porally laboratories  will  be  erected  which,  with  the 


combined  use  of  the  preclinical  medical  facilities  and 
departments,  will  enable  him  to  open  the  dental 
school  with  the  first  class  of  forty  students  next 
September. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Four  papers  prepared  by  staff  members  of  Bow- 
man Gray  School  were  presented  at  the  first  scien- 
tific meeting  of  the  Southeastern  Section  of  the 
Society  for  Experimental  Biology  and  Medicine  at 
Duke  University  on  January  27.  The  section  was 
organized  last  April  with  Dr.  Camillo  Artom,  pro- 
fessor of  biochemistry,  as  a  sectional  councilor. 
Membership  includes  doctors  and  scientists  from 
North  and  South  Carolina,  Virginia  and  Tennessee. 

"Subacute  Toxicity  of  Radioactive  Phosphorus  as 
Related  to  the  Composition  of  the  Diet"  was  the 
subject  of  a  paper  prepared  by  Dr.  W.  E.  Cornatzer 
and  Dr.  Artom  of  the  biochemistry  department  and 
Dr.  George  T.  Harrell,  Jr.,  and  Dr.  David  Cayer  of 
the  internal  medicine  department.  Dr.  J.  Maxwell 
Little  and  Carlos  Cooper,  Jr..  of  the  department  of 
physiology  and  pharmacology  were  authors  of  a 
paper  on  "A  Bioassay  Method  for  Diuretics."  Dr. 
Marjorie  Swanson  of  the  biochemistry  department 
.presented  two  papers,  "Nucleotidases  of  Liver" 
and  "The  Lipide  Composition  of  the  Mitochondria 
from  Rat  Liver,"  the  latter  prepared  in  collabora- 
tion with  Dr.  Artom. 

$     $     $     $ 

Dr.  Bennette  B.  Pool,  assistant  professor  of  clin- 
ical medicine,  participated  in  a  panel  discussion  on 
"Office  Procedure"  at  the  meeting  of  the  South- 
eastern Allergy  Association  on  February  11  and  12 
at  Columbia,  South  Carolina. 

*  *     *     * 

Dr.  Harold  D.  Green,  professor  of  physiology  and 
pharmacology,  will  attend  meetings  of  the  American 
Foundation  for  Hypertension  in  Cleveland.  Ohio,  on 
March  3  and  4  as  a  member  of  the  scientific  council. 

An  $8,000  addition  is  being  built  on  the  fifth 
floor  of  the  medical  school  to  house  offices  and  lab- 
oratories of  the  department  of  neuropsychiatry. 
Space  formerly  occupied  by  that  department  on  the 
third  floor  will  be  converted  for  the  use  of  the  de- 
partment of  physiology  and  pharmacology  and  med- 
icine for  research  and  expanded  teaching  activities 
under  grants  from  the  National  Heart  Institute  and 
the  Robins  Company. 

#  *     #     * 

Dr.  Jerry  K.  Aikawa  of  the  department  of  medi- 
cine is  one  of  thirty-four  scientists  throughout  the 
nation  who  have  recently  received  research  fellow- 
ships from  the  American  Heart  Association.  The 
grant-in-aid,  amounting  to  $3,000.  will  be  used  for 
research  in  rheumatic  fever,  applying  some  of  the 
techniques  which  Dr.  Aikawa  has  been  using  in 
other  types  of  acute  infections  under  a  grant  from 
the  Atomic  Energy  Commission. 

;!(         #         $z         * 

Dr.  George  Harrell,  nrofessor  of  internal  medi- 
cine, and  Dr.  J.  Maxwell  Little,  associate  professor 
of  physiology,  lectured  at  the  Veteran's  Hospital, 
Mountain  Home,  Tennessee,  on  January  20.  Dr.  Har- 
rell's  subject  was  "Chemotherapy  of  Tuberculosis 
and  Dr  Little's  was  "New  Advances  in  Respiratory 
Physiology."  Dr.  Harrell  and  Dr.  H.  H.  Bradshaw. 
professor  of  surgery,  also  lectured  at  the  Veterans 
Hosnital  in  Lake  City,  Florida,  on  February  3.  Dr. 
Bradshaw  showed  movies  on  congenital  heart  dis- 
ease, and  Dr.  Harrell  spoke  on  "Virus  Hepatitis. 
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A     POOR 

POINT     OF     VIEW! 


.  .  .  With  so  much  going  on  in  the  world  it's  a  shame  to 
emulate  the  traditional  position  of  the  ostrich  .  .  . 

.  .  .  Busy  physicians,  with  heavy  working  schedules,  often 
are  tempted  to  "get  away  from  it  all"  by  laying  aside 
their  professional  journals  and  relaxing  with  the  latest 
"who  dunit"  murder  mystery  .  .  . 

.  .  .  Relaxation  is  fine,  but  too  much  is  happening  in  the 
world  of  medical  science  and  medical  economics  to  re- 
main out  of  professional  circulation  for  more  than  a  short 
time  .  .  . 

.  .  .  The  Journal  gives  you  the  latest  information  on  scien- 
tific matters,  news  of  the  profession,  and  also  what  is 
new  in  drugs,  medical  appliances,  and  special  services. 
Don't  overlook  the  educational  value  of  the  ads.  You  can 
trust  their  reliability,  for  only  products  accepted  by 
A.  M.  A.  councils  are  advertised  .  .  .  Most  offer  samples.* 
Write  for  them  and  in  that  way  help  us  prove  the  point 
we  often  make,  that  .  .  .  "North  Carolina  physicians  read 
their  state  medical  journal." 
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News  Notes  from  the  State  Board 
of  Health 

Nutrition  service  has  been  a  part  of  some  public 
health  department  programs  for  approximately 
thirty  years,  but  it  did  not  become  a  specific  activity 
of  the  North  Carolina  State  Board  of  Health  until 
1939;  it  was  not  until  1945  that  an  administrative 
division  was  set  up  with  a  director  in  charge.  Sine;? 
that  time,  requests  for  nutrition  service  have  stead- 
ily increased.  Today  the  division  consists  of  a  di- 
rector, a  principal  nutritionist,  a  consulting  dietitian 
and  five  nutrition  consultants  in  the  field.  The  de- 
mands for  help  in  nutrition  are  so  great  that  even 
a  staff  of  this  size  is  not  adequate  to  meet  the  needs 
of  the  entire  state. 

The  activities  of  the  Nutrition  Division  are  varied. 
Field  consultants  are  assigned  to  districts  in  the 
state.  With  five  consultants,  each  nutritionist  should 
be  giving  consultant  service  to  approximately  twen- 
ty counties.  Since  this  is  a  physical  impossibility, 
nutrition  service  is  being  offered  on  a  request  basis 
only. 

A  year  ago  a  consulting  dietitian  was  added  to 
the  staff  of  the  Nutrition  Division.  She  is  the  first 
dietitian  in  the  state  to  serve  all  of  the  State  Hos- 
pitals and  state  institutions.  During  the  past  year, 
she  has  worked  with  several  of  the  State  Hospitals 
and  institutions  on  matters  of  food,  which  is  one  of 
their  largest  budget  items. 

This  year  the  Nutrition  Division  is  carrying  on  a 
number  of  studies  with  other  state  agencies  dealing 
with  dietary  practices  in  North  Carolina.  These 
studies  will  be  reported  at  some  later  time. 

Within  the  past  year  the  one  hundredth  county  of 
the  state  made  provision  for  the  organization  of  a 
full-time  health  department.  While  the  State  Board 
of  Health  is  important  from  certain  standpoints, 
public  health  really  is  administered  locally,  and 
even  state  and  federal  funds,  though  channeled 
through  the  State  Health  Department,  are  spent 
under  local  supervision. 

Prematurity  continues  to  be  the  No.  1  baby  killer 
in  North  Carolina  and  is  responsible  for  more  than 
a  third  of  the  deaths  among  infants  under  one  year 
of  age.  There  are  around  5,000  or  6,000  premature 
births  in  North  Carolina  each  year.  There  were 
1,364  deaths  attributed  to  prematurity  in  1947.  It  is 
estimated  that  40  to  50  per  cent  of  these  could  have 
been  prevented,  if  adequate  physical  and  profes- 
sional care  had  been  provided. 

A  survey  of  North  Carolina  hospitals  revealed 
that  the  majority  were  not  equipped  to  care  ade- 
quately for  prematurely  born  infants.  The  prema- 
ture mortality  rate  in  some  of  these  was  as  high  as 
50  or  60  per  cent.  The  survey  also  showed  the  need 
for  nurses  trained  in  caring  for  premature  babies. 
Too  many  of  the  prematurely  born  infants  that 
could  have  been  saved  were  not  given  the  proper 
care  during  the  first  forty-eight  hours  of  life,  dur- 
ing which  time  90  per  cent  of  deaths  due  to  pre- 
maturity occur. 

The  U.  S.  Children's  Bureau  has  made  available 
to  the  North  Carolina  State  Board  of  Health  funds 
to  establish  a  program  to  combat  deaths  from  pre- 
maturity. Following  is  the  framework  of  the  pro- 
gram referred  to: 

Premature  infant  centers  in  hospitals,  located  in 
strategic  areas  of  the  state,  .have  been  set  up.  These 
centers  have  specially  trained  nurses,  physicians, 
and  equipment  to  take  care  of  prematurely  born 
infants. 

Funds  are  set  aside  to  give  financial  aid  to  pa- 
rents in  the  lower  economic  group,  so  that  they  can 
keep  their  premature  infants  in  the  hospital  until 


tney  are  strong  enough  to  go  home. 

Provisions  are  made  to  get  premature  babies  who 
need  specialized  care  into  hospitals  or  health  cen- 
ters immediately  after  birth. 

Public  Health  Nurses  and  nurses  in  hospitals 
who  are  interested  in  the  care  of  premature  infants 
are  given  refresher  courses  and  scholarships  in  pre- 
mature care. 

There  are  now  four  hospital  centers  in  this  state 
in  operation,  which  are  approved  by  the  premature 
infant  care  program.  These  are  Duke  and  Watts, 
in  Durham;  tne  .Baptist  Hospital,  in  Winston-Salem; 
and  Biltmore,  in  Asheville.  There  are  three  other 
hospitals  which  have  units  under  construction  or 
contemplate  them  in  the  very  near  future.  These 
are:  Rex,  in  Raleigh;  James  Walker  Memorial,  in 
Wilmington;  and  Mercy  Hospital,  in  Charlotte. 
These  centers,  however,  can  only  take  care  of  about 
one  fifth  of  the  premature  babies  born  in  this  state, 
which  means  that  four  fifths  will  have  to  be  cared 
for  in  local  hospitals.  In  order  to  improve  the  care 
of  prematures  who  will  be  taken  into  local  hospitals 
other  than  the  centers,  the  State  Board  of  Health 
has  set  aside  funds  to  aid  ten  hospitals  a  year  by 
giving  a  scholarship  to  one  of  the  graduate  nurses 
in  the  local  hospital  for  a  period  of  specialized  pre- 
mature infant  training.  The  State  Board  of  Health 
will  lend  the  hospital  at  least  two  incubators. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  annual  meeting  of  the  North  Carolina  Tuber- 
culosis Association  will  be  held  in  Durham  May  22 
and  23,  according  to  an  announcement  by  Dr.  Derwin 
Cooper,  chairman  of  the  program  committee.  Head- 
quarters will  be  the  Washington  Duke  Hotel.  Out- 
standing speakers  for  the  medical  section  of  the 
meeting  are  being  secured  by  the  N.  C.  Trudeau 
Society,  Dr.  J.  S.  Hiatt,  president. 

The  American  Trudeau  Society  in  cooperation 
with  the  University  of  Tennessee  Medical  School 
will  sponsor  a  postgraduate  course  in  pulmonary 
diseases  for  region  III  March  20-25,  1950,  in  Mem- 
phis, Tennessee.  Region  III  includes  the  states  of 
Maryland,  Virginia,  West  Virginia,  Kentucky,  Ten- 
nessee, North  Carolina,  South  Carolina,  Georgia, 
Florida,  and  the  District  of  Columbia. 

The  course,  similar  to  the  ones  held  at  Emory 
University  last  year,  and  at  Duke  University  and 
the  University  of  North  Carolina  in  1948,  is  de- 
signed primarily  for  general  internists  interested  in 
chronic  chest  diseases,  thoracic  internists  and  sur- 
geons, sanatorium  physicians,  public  health  officers, 
and  recent  medical  school  graduates  who  expect  to 
specialize  in  pulmonary  diseases. 

Application  blanks  may  be  obtained  by  writing  to 
the  American  Trudeau  Society,  1790  Broadway,  New- 
York,  N.  Y. 

Tuberculosis  caused  an  average  of  1,084  deaths 
per  year  in  North  Carolina  for  the  period  1944 
through  1948,  according  to  recent  reports  from  the 
State  Board  of  Health  in  Raleigh.  A  total  of  5,417 
deaths  from  the  white  plague  were  reported  to  the 
department  during  that  period.  The  death  rate  for 
the  five  years  was  28.7  (deaths  per  100,000  popula- 
tion). The  number  of  deaths  and  the  death  rates  for 
each  year  of  the  five  year  period  are  as  follows: 

Year  Number  of  Deaths  Death  Rate 

1944  1,165  31.1 

1945  1,198  31.7 

1946  1,090  28.5 

1947  1,056  28.4 

1948  908  23.9 
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Announcing 
Postgraduate  Course  in  Pulmonary  Diseases 

Sponsored  by 

AMERICAN  TRUDEAU  SOCIETY 

in  cooperation  with 
UNIVERSITY  OF  TENNESSEE   COLLEGE   OF  MEDICINE 

to  be  held  at 

WEST   TENNESSEE    TUBERCULOSIS   HOSPITAL 

842  Jefferson  Avenue,  Memphis,  Tennessee 

MARCH  20-25,  1950 

The  faculty  will  consist  of  prominent  teachers  and  clinicians  in  the 
field  of  pulmonary  diseases. 

The  course  will  be  of  value  to  physicians  interested  in  both  tuber- 
culous and  non-tuberculous  pulmonary  diseases  and  is  limited  to  fifty 
students. 

A  fee  of  $50  will  be  charged  for  the  entire  course.  Checks  should  be 
made  payable  to  the  American  Trudeau  Society  and  accompany  applica- 
tion blank. 

Application  blanks  and  additional  information  can  be  obtained  from  the 

AMERICAN  TRUDEAU  SOCIETY, 

1790  Broadwav,  New  York  19,  New  York 


SAINT  ALBANS  SANATORIUM 


RADFORD,  VIRGINIA 


A  private  institution  for  the  diagnosis  and  treatment  of  nervous  and 
mental  disease,  alcoholism  and  those  requiring  general  up-building. 


J.  P.  King,  M.D. 


J.  K.  Morrow,  M.D. 


D.  D.  Chiles,  M.D.  T.  E.  Painter.  M.D. 
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Fifth  District  Medical  Society 

The  Harnett  County  Medical  Society  entertained 
members  of  the  Fifth  District  Medical  Society  and 
other  guests  at  a  Diabetes  Symposium,  held  in 
Dunn  on  January  20.  Speakers  included  Dr.  Howard 
F.  Root,  president  of  the  American  Diabetes  Asso- 
ciation; Drs.  Hugh  L.  C.  Wilkerson  and  Thomas  R. 
Dawber,  of  the  United  States  Public  Health  Service; 
and  Dr.  W.  M.  Nicholson  of  the  Duke  University 
School  of  Medicine.  Physicians  were  invited  to  bring 
any  problem  patients  for  consultation  with  Dr.  Root, 
and  to  attend  the  regular  diabetes  clinic  of  the 
Harnett  County  Health  Department,  held  at  10  a.m. 


Classified  Advertisements 


Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  met  in  Lin- 
colnton  on  January  25.  Dr.  C  Nash  Herndon  of 
Winston-Salem  spoke  on  "Hereditary  Diseases  in 
Medical  Practice,"  and  Dr.  L.  Thomas  Morton  of 
Lincolnton  gave  a  talk  on  "Differential  Diagnostic 
Facts  of  Laryngeal  Conditions." 


Forsyth  County  Medical  Society 

At  a  dinner  meeting  of  the  Forsyth  County  Medi- 
cal Society,  held  in  Winston-Salem  on  January  10, 
Dr.  Shermon  Little  spoke  on  "The  Role  of  the  Gen- 
eral Practitioner  in  Preventive  Psychiatry  in   Chil- 


Warren  County  Medical  Society 

Dr.  W.  D.  Rodgers  of  Warrenton  has  been  elected 
president  of  the  Warren  County  Medical  Society 
for  1950,  succeeding  Dr.  F.  P.  Hunter.  Dr.  T.  J.  Holt 
of  Wise  was  elected  vice  president,  and  Dr.  H.  H. 
Foster  of  Norlina  was  re-elected  secretary  and 
treasurer.  Dr.  G.  H.  Macon  was  named  delegate  to 
the  State  Medical  Society  meeting,  with  Dr.  W.  D. 
Rodgers  as  alternate. 

The  society  voted  to  discontinue  care  given  to  the 
F.H.A.  group  in  Warren  County  because  the  fees  set 
for  this  service  are  too  low  to  justify  its  contin- 
uance. 


News  Notes 


Dr.  Norman  Boyer  has  announced  the  opening  of 

his  office  for  the  practice  of  medicine  in   Scotland 

Neck. 

*     *     *     * 

Dr.  Howard  T.  Holden  has  moved  from  Asheboro 
to  Charlotte,  and  has  opened  offices  at  214  North 
Torrence  Street  for  the  practice  of  ophthalmology 
and  otolaryngology. 


American  Academy  of  General  Practice 

The  annual  Scientific  Assembly  of  the  American 
Academy  of  General  Practice  will  be  held  in  St. 
Louis,  February  20-23.  Dr.  E.  C  Hamblen  of  Dur- 
ham is  one  of  the  speakers  on  the  program. 


National  Conference  on  Rural  Health 

The  fifth  National  Conference  on  Rural  Health, 
sponsored  by  the  Committee  on  Rural  Health  of  the 
American  Medical  Association,  was  held  in  Kansas 
City,  Missouri,  on  February  3  and  4. 
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PHYSICIAN   WANTED   FOR   EYE,   EAR, 
NOSE,   AND   THROAT   WORK 

Associate  wanted  in  an  established  eye,  ear, 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


ELECTROCARDIOGRAM    FOR   SALE 
FOR     SALE:      1941     model     "Simpli-Trol" 
Cambridge       Electrocardiogram.       Excellent 
Condition.  $300.00. 

Address  "GH" 

P.  O.   Box  456 

Winston-Salem,  N.  C. 


FOR  SALE 
One  Stereoscopic  X-Ray  View-Box.  Made  by 
Acme  International  X-Ray  Co.  In  good  con- 
dition. Also  a  considerable  stock  of  eye,  ear, 
nose  and  throat  instruments.  Will  sell  any 
at  half  price. 

Dr.   C.  W.  Banner 

Greensboro,  N.  C. 


SMALL  HOTEL  for  CONVALESCENCE  and 
REST.  Quiet,  restful,  fine  food  and  water, 
large  pine  grove.  Surrounded  by  golf  course. 
Patronage  of  doctors  desired.  Three  miles 
south  Raleigh,  accessible,  paved  roads. 
Information  and  credentials  furnished. 
COLONIAL  PINES  HOTEL,  RALEIGH,  N.  C. 


DOCTOR  WANTED 
Thriving   town    1500    and   an   additional    area 
population   offers   general  practice  opportun- 
ity including  new  office-clinic  facility,  moder- 
ate   rental    to    young    physician.     Social-eco- 
nomic environment  desirable.  Contact 
S.  C.  Ives,   President 
Bethel  Medical  Building  Corp. 
Bethel,  N.  C. 
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FISCHER  "Spacesaver  30" 

Combination  Radiographic-Fluoroscopic  Unit 
and  Examining  Table 


LOW  IN  PRICE 

Extra  High  Value 
Per  Dollar  Spent 

In  MINIMUM  SPACE  and  at  MINI- 
MUM COST  this  splendid  unit  pro- 
vides not  only  an  examining  table  but 
a  30  milliampere,  many-purpose  x-ray 
plant.  With  MINIMUM  EFFORT  on 
the  part  of  the  operator  a  change  may 
be  made  from  horizontal  radiography 
to  horizontal  fluoroscopy,  or  vice 
versa,  without  moving  the  patient 
from  the  table.  The  change  from 
vertical  fluoroscopic  to  vertical  radio- 
graphic positions  is   equally  easy. 

A  full  size  12"  x  16"  Patterson 
Type  B-2  Fluoroscopic  Screen  sup- 
plied AT  NO  EXTRA  CHARGE. 

121  steps  of  kilovoltage  regulation,  mak- 
ing possible  the  universally  valuable  thick- 
ness-of-part  technic  for  the  most  accurate 
ladiographic   end   results. 

A  standard  Bucky  diaphragm  may  be 
used,  or,  where  extreme  economy  dictates, 
a  stationary  grid  may  be  used.  Exposure 
timing  done  by  x-ray  timer,  not  by  less 
accurate   Bucky  timing  mechanism. 

Absolute  safety  for  patient  and  operator. 


Low  in  price  with  many  Extra  Value 
features. 

"Spacesaver"  available  also  in  250  MA, 
100  MA,  and  50  MA  models,  each  with  re- 
mote control. 

Produced  by  the  holder  of  a  series  of 
Army-Navy  awards  unequalled  by  any 
other  manufacturer  of  x-ray  equipment — 
the  "E"  Flag  with  three  stars  plus  the 
U.  S.  Navy  Certificate  of  Achievement — 
all  for  outstanding  services  rendered. 


CAROLINA     SURGICAL 


SUPPLY   COMPANY 

121-123  S.  WILMINGTON  ST. 


RALEIGH,  N.  C. 


Watch  for  announcement  of  opening  of  our  new  store  at 
217  NORTH  DILLARD  STREET,  DURHAM,  NORTH  CAROLINA 


February,   1950 
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FALL  BOARD  MEETING 

The  annual  fall  meeting  of  the  Board  of 
Directors  of  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina  was 
held  Tuesday,  October  4,  at  11  a.m.  at  the 
home  of  Dr.  and  Mrs.  H.  S.  Willis,  McCain, 
I  N.  C.  Mrs.  Thomas  Leslie  Lee  of  Kinston, 
<  president    of  the   Auxiliary,   presided   over 
I  the  meeting.     Forty-eight  were  present,  in- 
cluding fifteen  county  auxiliary  presidents, 
'  three  past  presidents,  and  six  guests. 

Following  the  invocation,  given  by  Mrs. 
Frederick  R.  Taylor  of  High  Point,  the  presi- 
dent brought  greetings  to  the  Board,  and 
Mrs.  Willis  welcomed  her  guests. 

Brief  reports,  plans,  and  suggestions  were 
heard  from  the  following  officers :  Mrs.  P.  P. 
i  McCain  of  Southern  Pines,  chairman  of  nast 
presidents ;  Mrs.  Harry  Johnson  of  Elkin, 
president-elect;  Mrs.  E.  C.  Judd  of  Raleigh, 
treasurer;  Mrs.  B.  L.  Woodard  of  Kenlv,  re- 
cording secretary;  and  Mrs.  J.  C.  Peele  of 
Kinston,  corresponding  secretary. 

Mrs.  Raymond  Thompson  of  Charlotte,  im- 
mediate past  president,  first  vice  president, 
and  chairman  of  organization,  introduced  the 
councilors,  each  of  whom  gave  a  short  renort 
from  her  district:  Mrs.  J.  E.  Smith,  Wind- 
sor, First  District;  Mrs.  B.  F.  Royal,  More- 
head  Citv.  Second  District;  Mrs.  E.  C.  An- 
derson, Wilmington,  Third  District;  Mrs. 
J.  W.  Rose,  Pikeville.  Fourth  District:  and 
Mrs.  Stuart  Willis,  McCain,  Fifth  District. 
After  giving  her  report,  Mrs.  M.  D.  Hill 
of  Raleigh,  second  vice  president  and  chair- 
man of  activities,  introduced  the  following, 
who  in  turn  gave  their  reports:  Mrs.  John 
H.  Hamilton  of  Raleigh,  McCain  Bed  chair- 
man ;  Mrs.  G.  M.  Billings  of  Morganton,  Ste- 
vens Bed  chairman;  and  Mrs.  George  W. 
Mitchell  of  Wilson,  Student  Loan  Fund  chair- 
man. Dr.  Rachel  Davis  of  Kinston,  chairman 
of  the  Medical  Society's  Advisory  Board, 
brought  to  the  members  a  stimulating  mes- 
sage concerning  public  relations. 

After  lunch  Dr.  M.  D.  Hill,  secretarv-treas- 
urer  of  the  Medical  Society  of  the  State  of 
North  Carolina,  made  a  most  interesting  and 
informative  talk,  taking  as  his  topic  "Medi- 
cal Legislation,  Both  State  and  National." 
Brief  committee  reports  and  plans  were 


heard  from  Mrs.  B.  Watson  Roberts  of  Dur- 
ham, program  chairman ;  Mrs.  Roland  S. 
Clinton  of  Gastonia,  research  chairman ;  Mrs. 
J.  E.  Wright  of  Macclesfield,  Hijgeia  chair- 
man; Mrs.  Stuart  Gibbs  of  Rocky  Mount, 
Scrapbook  chairman;  Mrs.  Robert  T.  Pig- 
ford  of  Wilmington,  revisions  chairman ; 
Mrs.  P.  G.  Fox  of  Raleigh,  legislative  chair- 
man; and  Mrs.  R.  D.  McMillan  of  Red 
Springs,  historian. 

Following  the  election  of  the  nominating 
committee,  yearbooks  were  distributed  to  the 
members. 

Regrets  were  read  from  Dr.  G.  Westbrook 
Murphy  of  Asheville,  president  of  the  State 
Medical  Society,  and  Mrs.  Murphy,  memor- 
ial chairman ;  Mrs.  K.  B.  Pace  of  Greenville, 
a  past  president;  and  Mrs.  C.  V.  Tyner  of 
Leaksville,  Eighth  District  councilor.  Reports 
were  read  and  filed  from  the  following  chair- 
men who  were  unable  to  attend :  Mrs.  C.  D. 
Thomas  of  Black  Mountain,  public  relations 
and  Mrs.  H.  M.  Dalton  of  Kinston,  press  and 
publicity;  and  from  the  following  district 
councilors :  Mrs.  W.  P.  Richardson  of  Chapel 
Hill,  Sixth  District:  Mrs.  C.  L.  Nance  of 
Charlotte,  Seventh  District;  Mrs.  J.  S.  Hol- 
brook  of  Statesville,  Ninth  District :  and  Mrs. 
Julian  Moore  of  Asheville,  Tenth  District. 

Reports  given  showed  evidence  of  keen 
and  state-wide  interest  in  Auxiliary  work. 
The  Board  will  convene  again  on  May  2,  1950, 
at  the  Carolina  Hotel,  Pinehurst,  in  conjunc- 
tion with  the  State  Medical  Society. 


Obesity  and  preventive  medicine. — Obesity  plays 
a  much  more  significant  etiological  role  in  the  de- 
generative diseases  of  later  years  than  it  does  in  the 
pathogenesis  of  disorders  in  youth.  In  view  of  the 
increasing  incidence  of  cardiovascular  diseases  and 
diabetes  mellitus,  it  is  high  time  education  in  wise 
nutrition  stressed  the  hazards  of  excesses  as  well  as 
of  deficiencies.  The  preventive  medicine  of  the  fu- 
ture will  surely  recognize  the  growing  importance 
of  health  in  the  later  decades  of  life.  As  the  child  is 
taught  to  prepare  for  adult  life  so  adults  need  to  be 
instructed  in  preparation  for  later  maturity,  sene- 
scence, and  senility. — Edward  J.  Stieglitz:  A  Future 
for  Preventive  Medicine,  New  York,  The  Common- 
wealth Fund,  1945,  p.  53. 


The  magnitude  of  the  task  which  still  lies  ahead 

should  not  be  underestimated.  Tuberculosis  even  now 
takes  more  than  45,000  lives  a  year  in  our  country, 
and  is  a  serious  cause  of  disability  among  men  in 
the  productive  period  of  life.  The  disease  still  ranks 
high  among  the  causes  of  death  at  most  age  periods. 
—Louis  I.  Dublin,  Ph.D.,  Health  Progress  1936  to 
1945,  Metropolitan  Life  Insurance  Co. 
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Clinical  Biochemistry.  By  Abraham  Canta- 
row,  M.D.,  Professor  of  Biochemistry,  Jef- 
ferson Medical  College;  and  Max  Trumper, 
Ph.D.,  Commander,  H(S),  USNR,  Lecturer 
in  Clinical  Biochemistry  and  Basic  Science 
Coordinator,  Naval  Medical  School  National 
Naval  Medical  Center,  Bethesda,  Maryland. 
Ed.  4.  642  pages  with  38  figures.  Price, 
$8.00.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1949. 

In  about  550  pages  of  text  material,  the  authors 
have  discussed  such  topics  as  carbohydrate,  protein, 
lipid  and  mineral  metabolism;  water,  acid-base  and 
basal  metabolism;  vitamins;  diabetes  mellitus;  and 
renal,  hepatic,  gastric  and  pancreatic  function. 
There  are  included  a  discussion  of  hormonal  assay 
and  an  outline  of  chemical  abnormalities  in  various 
disorders. 

Many  new  topics  have  been  added  in  the  fourth 
edition,  including:  chemical  changes  in  shock,  the 
crush  syndrome,  potassium  in  treatment  of  diabetic 
ccma,  alarm  reaction,  goitrogenic  agents,  thymol 
turbidity,  flocculation,  and  fatty  liver. 

At  the  end  of  each  chapter,  the  authors  list  vari- 
ous monographs,  review  articles,  and  a  few  selected 
papers  on  topics  that  are  not  thoroughly  discussed 
in  the  text. 

For  the  clinician  as  well  as  the  medical  student, 
this  book  will  serve  as  a  guide  in  understanding 
clinical  biochemistry,  and  will  give  an  excellent  re- 
view of  the  subject. 


A  Textbook  of  Physiology — Originally  by 
William  H.  Howell,  M.D.  Edited  by  John 
F.  Fulton,  M.D.,  Sterling  Professor  of 
Physiology,  Yale  University  School  of 
Medicine.  Ed.  16.  1258  pages  with  556  fig- 
ures Price,  $10.00.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1949. 

This  edition  represents  what  is  more  properly  the 
second  edition  of  A  Textbook  of  Physiology  edited 
by  Dr.  Fulton  with  the  collaboration  of  some  twelve 
authors,  many  of  whom,  at  one  time  or  another, 
worked  with  Dr.  Fulton  in  his  laboratory. 

It  is  an  excellently  written  and  comprehensive 
textbook  of  normal  physiology.  As  might  be  ex- 
pected, the  section  on  the  nervous  system  is  the 
most  thorough  and  most  satisfactorily  written,  since 
this  is  Dr.  Fulton's  major  field  of  interest.  Despite 
this,  however,  the  book  is  well  balanced  and  the 
material  is  well  presented  throughout.  There  are 
many  revisions  and  additions  which  have  improved 
the  work  since  its  first  edition  in  1946.  The  book 
is  to  be  particularly  recommended  for  graduate  and 
undergraduate  students  in  physiology  and  for  those 
members  of  the  medical  profession  desiring  a  thor- 
ough presentation  of  the  various  topics  of  normal 
physiology. 


Hematology  for  Students  and  Practitioners. 

By  Willis  M.  Fowler,  M.D.,  Professor  of 
Internal  Medicine,  University  of  Iowa 
Medical  School,  with  a  chapter  by  Elmer 
L.  DeGowin,  M.D.  Ed.  2.  535  pages,  184 
illustrations,  8  plates  in  full  color.  Price, 
$8.50.  New  York:  Paul  B.  Hoeber,  Inc., 
1949. 

Progress  in  the  treatment  of  hematologic  dis- 
orders has  led  to  increased  interest  in  the  study  of 
these  diseases  and  their  underlying  mechanisms. 
In  the  second  edition  of  his  book,  Dr.  Fowler  con- 
tinues the  heroic  task  of  condensing  the  field  of 
hematology  for  the  benefit  of  medical  students  and 
practitioners.  The  general  subjects  of  hematopoiesis 
and  the  various  types  of  blood  dyscrasias  are  treated 
in  almost  outline  fashion,  with  excellent  description 
and  carefully  worded  informative  sentences. 

For  the  beginner  in  medicine,  hematology  must 
be  presented  in  broad  subjects,  with  none  of  the 
detail  which  applies  to  the  individual  case,  and  this 
objective  has  been  obtained  by  the  author  in  a 
direct,  succinct  fashion.  For  the  practitioner  who 
wishes  to  relate  an  individual  case  to  the  broad 
subject,  this  work  falls  short  of  its  mark.  Emphasis 
on  the  usual  hematologic  determinations,  their  ad- 
vantages, and  in  particular  their  technical  draw- 
backs, has  not  been  made.  For  example,  the  failure 
to  point  out  in  detail  the  value  of  examination  of 
the  blood  smear  by  the  physician,  the  common  faults 
of  smear-making,  and  pitfalls  of  interpretation 
makes  this  book  a  less  useful  tool. 

Discussion  of  the  newer  means  of  therapy  is  per- 
haps too  brief  except  for  the  paragraphs  relating 
to  folic  acid.  The  incidence  of  leukemia  in  poly- 
cythemia vera,  and  the  effect  of  radioactive  phos- 
phorus in  increasing  this  incidence  have  not  been 
mentioned.  The  extremely  important  fact  that  cer- 
tain phases  of  hematology — for  example,  hemor- 
rhagic disease,  "hypersplenism,"  the  known  heredi- 
tary aspects  of  Mediterranean  anemia,  and  chemo- 
therapy— are  in  a  state  of  change  has  not  been 
noted,  so  that  the  reader  is  given  no  incentive  to 
consult  the  recent  literature  for  future  develop- 
ments. Rutin  has  not  been  considered  as  a  thera- 
peutic agent. 

A  complete  bibliography  would  be  a  valuable  aid 
to  the  practitioner  as  well  as  the  student.  If  the 
bibliography  were  included,  the  physician  could  not 
only  obtain  a  general  impression  of  the  disorder 
but  would  be  able  to  look  further  for  information 
of  pertinent  interest.  The  omission  of  such  a  bibli- 
ography is,  according  to  the  preface,  the  fault  of 
the  publisher  rather  than  the  author. 

The  illustrations  and  charts  are  aptly  selected, 
although  the  illustrated  plates  have  the  faults  pe- 
culiar to  reproduction  in  printing.  Dr.  DeGowin's 
chapter  on  transfusions  is  very  clearly  written  and 
quite  satisfactory.  The  book  is  attractively  printed 
and  well  arranged,  but  it  cannot  be  recommended  as 
the  choice  for  supplementing  other  books  in  gen- 
eral medicine  for  the  internist. 
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Postgraduate  Assembly  in 
Endocrinology 

A  postgraduate  assembly  in  endocrinology  includ- 
ing diabetes,  sponsored  by  the  Association  for  the 
Study  of  Internal  Secretions  and  the  American 
Diabetes  Association,  will  be  held  in  Miami  Beach, 
Florida,  at  the  Roney  Plaza  Hotel,  April  3-8,  1950. 
The  faculty  will  consist  of  twenty  prominent  re- 
search workers  and  clinicians  in  the  field  of  endo- 
crinology and  metabolic  disorders,  gathered  from 
the  United  States  and  Canada.  The  course  will  be 
a  practical  one  of  interest  and  value  to  the  specialist 
and  those  in  general  practice. 

A  fee  of  $75  will  be  charged  for  the  entire  course, 
and  the  attendance  will  be  limited  to  100.  Registra- 
tion will  be  in  the  order  of  checks  received  and  will 
close  on  March  3,  1950. 

Application  should  be  sent,  together  with  a  check 
payable  to  The  Association  for  the  Study  of  Internal 
Secretions,  to  Henry  H.  Turner,  M.D.,  Secretary- 
Treasurer,  1200  North  Walker  Street,  Oklahoma 
City  3,  Oklahoma,  before  March  3,  1950.  Further 
information  and  program  will  be  furnished  upon 
request. 

Hotel  reservations  should  be  made  directly  with 
the  Roney  Plaza  Hotel,  Miami  Beach,  Florida. 


American  College  of  Chest  Physicians 

The  Third  Annual  Postgraduate  Course  in  Dis- 
eases of  the  Chest  sponsored  by  the  American  Col- 
lege of  Chest  Physicians,  Pennsylvania  Chapter, 
and  the  Laennec  Society  of  Philadelphia,  will  be 
presented  at  the  Warwick  Hotel,  Philadelphia,  Penn- 
sylvania, April  10-14,  1950. 

This  course  will  emphasize  the  recent  develop- 
ments in  all  aspects  of  the  diagnosis  and  treatment 
of  diseases  of  the  chest.  The  course  is  open  to  all 
physicians,  although  the  number  of  registrants  will 
be  limited.  The  tuition  fee  is  $50.00  and  applications 
will  be  accepted  in  the  order  in  which  they  are  re- 
ceived. Applications  should  be  sent  to:  American 
College  of  Chest  Physicians,  500  North  Dearborn 
Street,  Chicago  10,  Illinois. 


The  First  International  Congress  on  Diseases  of 
the  Chest  will  be  held  at  the  Carlo  Forlanini  Insti- 
tute, Rome,  Italy,  September  17-20,  1950,  under  the 
auspices  of  the  Council  on  International  Affairs  of 
the  American  College  of  Chest  Physicians  and  the 
Carlo  Forlanini  Institute,  with  the  patronage  of  the 
High  Commissioner  of  Hygiene  and  Health,  Italy, 
in  collaboration  with  the  National  Institute  of 
Health  and  the  Italian  Federation  Against  Tuber- 
culosis. 

Physicians  who  are  interested  in  attending  the 
Congress  should  communicate  at  once  with  Dr. 
Chevalier  L.  Jackson,  Chairman  of  the  Council  on 
International  Affairs,  American  College  of  Chest 
Physicians,  500  North  Dearborn  Street,  Chicago  10, 
Illinois,  U.S.A.,  or  with  Professor  A.  Omodei  Zorini, 
Carlo  Forlanini  Institute,  Rome,  Italy. 


American  Heart  Association 

Research  awards  totalling  $140,000  have  been 
allocated  by  the  American  Heart  Association  to 
thirty-four  investigators.  The  awards  are  the  first 
made  out  of  funds  contributed  by  the  American 
public  during  the  1949  Heart  Campaign  last  Feb- 
ruary. The  1950  Heart  Campaign,  during  the  month 
of  February,  will  have  a  goal  of  $6,000,000  for  a 
program  that  includes  continued  research  in  the 
field  of  heart  and  blood  vessel  diseases,  the  nation's 
leading  cause  of  death. 


National  Conference  on  Cardiovascular 
Diseases 

More  than  200  leaders  in  the  medical  and  social 
sciences  and  various  fields  of  community  service 
were  invited  to  Washington  to  take  part  in  the  first 
National  Conference  on  Cardiovascular  Diseases, 
held  January  18-20  at  the   Mayflower  Hotel. 

Sponsored  jointly  by  the  American  Heart  Associ- 
ation and  the  National  Heart  Institute  of  the  U.S. 
Public  Health  Service,  the  three-day  working  con- 
ference defined  and  developed  both  immediate  and 
long  range  programs  to  meet  problems  of  research, 
education  and  community  services  posed  by  diseases 
of  the  heart  and  circulation,  the  nation's  leading 
cause  of  death. 

Among  those  invited  to  attend  were  Dr.  Cecil  G. 
Sheps  of  Chapel  Hill  and  Dr.  Eugene  A.  Stead  of 
Durham. 


The  Industrial  Health  Conference 

"Teamwork  in  Industrial  Health"  is  the  theme  of  j 
the    thirty-fifth    annual    meeting    of    the    American 
Association   of  Industrial   Physicians   and   Surgeons 
and  four  other  industrial  associations,  which  will  be 
held  in  the  Sherman  Hotel  in  Chicago,  April  22-29. 

The  Association's  convention  is  held  concurrently 
with  four  other  groups — The  American  Industrial 
Hygiene  Association,  The  American  Conference  of 
Governmental  Industrial  Hygienists,  The  American 
Association  of  Industrial  Nurses,  and  the  American 
Association  of  Industrial  Dentists. 


Department  of  Defense 

Army  Health  at  Highest  Peak 

The  Army's  health  was  better  during  the  past 
year  than  it  has  ever  been,  Major  General  R.  W. 
Bliss,  Army  Surgeon  General,  reported  recently.  In 
]  eleasing  figures  on  the  Army's  health  record  in 
1949,  General  Bliss  said  the  Army  was  not  only  the 
healthiest  in  the  world  but  also  the  healthiest  in  all 
history. 

Preliminary  figures  show  that  the  rate  of  admis- 
sions for  1949  was  128  per  100,000  strength  per 
average  day.  The  1949  report  shows  an  improve- 
ment in  Army  health  for  the  fourth  consecutive 
year  since  the  end  of  World  War  II. 


Schering  Appoints  JVIedical  Service  Head 

The  appointment  of  M.  William  Amster,  M.D..  &„ 
head  of  the  Medical  Service  Department  has  been 
announced  by  Mr.  Francis  C.  Brown,  president  of 
Schering  Corporation,  Bloomfield,  New  Jersey.  He 
is  succeeding  Dr.  Norman  L.  Heminway,  who  is  now 
Associate  Director  of  Schering's  Clinical  Research 
Division. 
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For  many  years  numerous  investigators 
have  reported  on  the  geographic  distribution 
of  rheumatic  fever  and  rheumatic  heart  dis- 
ease. In  spite  of  some  reports  to  the  contrary, 
the  general  impression  has  been  that  this  dis- 
ease is  confined  chiefly  to  the  northern  sec- 
tions of  the  United  States.  Consequently,  in- 
terest in  research  concerning  rheumatic  heart 
disease  has  been  centered  largely  in  these 
areas.  It  has  been  our  impression  that  rheu- 
matic heart  disease  is  far  more  common  in 
northwest  North  Carolina  than  is  generally 
realized,  and  that  it  presents  both  a  major 
health  problem  and  a  rich  unexplored  field 
for  badly  needed  research. 

This  report  deals  with  a  critical  analysis 
of  582  consecutive  autopsies  for  the  years 
1943  to  1946  inclusive,  and  an  extensive  re- 
view of  the  literature  which  includes  reports 
from  many  sections  of  the  nation. 

The  Incidence  of  Rheumatic  Fever  in  the 
United  States  and  in  Other  Countries 

Atwater  and  Swift  have  estimated  that 
there  are  about  170,000  cases  of  rheumatic 
fever  per  year  in  the  United  States11'.  Paul's 
studies  have  shown  that  there  are  about 
840,000  cases  of  rheumatic  heart  disease,  ac- 
tive and  inactive,  in  the  United  States111.  It 
has  been  calculated  that  as  many  as  2  per 
cent  of  children  of  school  age  have  had  rheu- 
matic fever  and  are  potential  candidates  for 

From  the  Department  of  Internal  Medicine,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College  and  the  North 
Carolina    Baptist    Hospital.    Winston-Salem,    North    Carolina. 

1.  (a)  Camp.  P.  D.  and  Galvin,  L.:  Rheumatic  Fever  and 
Rheumatic  Heart  Disease  in  Virginia.  Virginia  M.  Monthly 
70:397-101  (Aug.)  1943.  (b)  Cohn,  A.  E.  and  Lingg,  C: 
The  Natural  History  of  Rheumatic  Cardiac  Disease : 
Statistical  Study;  Onset  and  Duration  of  Disease.  J. A.M. A. 
121:1-8   (Jan.  2)    1913. 


rheumatic  heart  disease  and  recurrences121. 
The  Bureau  of  the  Census'"11  has  revealed  that 
in  1941  rheumatic  heart  disease  caused  more 
deaths  among  school  children  in  this  country 
than  any  other  disease  —  a  total  of  1800 
deaths  in  the  age  groups  from  5  to  14  years. 
Wolff141  has  presented  data  showing  that, 
aside  from  accidents,  rheumatic  heart  disease 
has  become  the  leading  cause  of  death  among 
white  boys  and  girls  10  to  14  years  of  age 
and  among  white  boys  15  to  19.  The  next 
commonest  causes  of  death  in  the  5  to  19 
year  old  age  group,  following  diseases  of  the 
heart  and  blood  vessels,  are,  in  the  order 
named,  tuberculosis,  pneumonia,  and  cancer. 

Among  all  ages,  cardiovascular  disease  is 
responsible  for  three  times  as  many  deaths 
as  cancer,  six  times  as  many  as  accidents,  ten 
times  as  many  as  pneumonia,  and  thirteen 
times  as  many  as  tuberculosis.  Matz(S>  in  1929 
surveyed  16,189  veterans  with  cardiovascu- 
lar disease  whose  ages  averaged  36  years.  He 
found  that  33.50  per  cent  of  the  cases  were 
rheumatic,  30.04  per  cent  were  sequelae  of 
infectious  diseases,  11.19  per  cent  were  sy- 
philitic, and  4.03  per  cent  were  of  arterio- 
sclerotic etiology. 

Wolff'-"  pointed  out  that  "practical  conclu- 
sions on  how  to  carry  on  effectively  the  cam- 
paign against  rheumatic  fever  and  its  after 
effects  will  be  facilitated  by  detailed  knowl- 
edge of  where  and  when  high  or  low  mortal- 

■1.  DeGraff.  A.  C:  Heart  Disease  in  School  Life,  pamphlet 
prepared  for  the  American   Heart  Association,   New  York. 

.'!.    Summary  of  Vital  Statistics.   1911,    18    (Jan.   5)    1943. 

1.  Wolff.  G. :  Childhood  Mortality  from  Rheumatic  Fever 
and  Heart  Diseases.  Federal  Security  Agency.  Social 
Security  Administration.  Children's  Bureau  Publication 
322,  1918. 

5.  Matz.  P.  B.:  Statistical  Studies  Bearing  on  Problems  in 
the  Classification  of  Heart.  Disease:  Heart  Disease  Among 
Ex-Service  Men,   Am.   Heart   J.   -1:155-476    (April)    1929. 
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ity  rates  occur."  It  is  known  that  rheumatic 
fever  is  of  world-wide  distribution  and  is 
found  wherever  alert  physicians  are  looking 
for  it.  The  incidence  has  been  reported  in 
London  as  5.26  per  cent"",  in  Hawaii  as  0.4 
per  cent171,  in  Baltimore  as  1.37  per  cent(S), 
and  in  Peking,  China"1',  as  0.2  per  cent  of 
medical  hospital  admissions. 

Geographic  Distribution  of  Rheumatic  Fever 
in  the  United  States 
The  geographic  incidence  is  known  to  vary 
considerably.  Generally  speaking,  it  has  been 
claimed  that  rheumatic  fever  occurs  more 
commonly  in  the  northern  than  in  the  south- 
ern United  States,  and  is  more  severe  in  the 
North.  This  opinion  has  been  expressed  by 
White11",  who  has  stated  that  rheumatic  heart 
disease  is  five  to  ten  times  more  common  in 
the  North  than  in  the  South.  Wood,  Jones, 
and  Kimbrough'1'",  comparing  the  incidence 
of  rheumatic  heart  disease  among  all  types 
of  heart  disease  in  Virginia  and  in  Boston, 
Massachusetts,  found  it  to  be  22.0  and  39.8 
per  cent  respectively ;  they  concluded  that 
rheumatic  heart  disease  was  almost  twice  as 
prevalent  in  Boston  as  in  Virginia.  Paul  and 
Dixon"",  in  a  survey  of  Indian  children, 
showed  that  rheumatic  heart  disease  is  al- 
most ten  times  as  frequent  among  Western 
Indians  living  in  regions  close  to  the  Cana- 
dian border  as  it  is  in  those  living  close  to 
the  Mexican  border.  The  prevalence  of  rheu- 
matic heart  disease  among  the  school  chil- 
dren studied  in  Wyoming  and  Montana  was 
4.5  per  cent,  in  New  England  2.2  per  cent, 
and  in  southern  Arizona  0.5  per  cent'111. 

Northicest  and  Rocky  Mountain  states 

From  Portland,  Oregon,  Coffen'1-'  reported 
the  incidence  of  rheumatic  heart  disease  to 
be  4.3  per  cent  of  all  medical  hospital  admis- 
sions and  10.1  per  cent  of  all  cardiac  pa- 
tients admitted  to  the  hospital.  This  study 
included  adults  as  well  as  children.  In  San 

ti.  Meleney,  H.  E.  and  Kellers.  I.:  Mitral  Stenosis  Without 
Rheumatic  Fever  in  North  China,  Arch.  Int.  Med.  34:455- 
461    (Oct.)    1924. 

7.  Berk,  M.  E.  and  Hartwell,  A.  S.:  Five  Years  of  Heart 
Disease  in  Hawaii,  Hawaii  M.  J.  8:177-189  (Jan.-Feb.) 
1019. 

S.  Longcope.  W.  T. :  Variations  in  Manifestations  of  Rheu- 
matic Fever  in  Relation  to  Climate,  Ann.  Int.  Med.  5 :401- 
107    (Oct.)    1931. 

9.    White,  r.   D.:  Heart   Disease,  ed.   3.    New    York.   The   Mac- 

millan   Company,    1914. 
in.    Wood.    .1.    F...    Jr..    Jones,    T.    D..    and    Kimbrough,    R.    D.: 
The  Etiology  of  Heart  Disease.   Am.   .1.    M.   Sc.    172:185-191 
(Aug.)     1926. 

11.  Paul,  .1.  R.  and  Dixon,  G.  I..:  Climate  and  Rheumatic 
Heart  Disease,  J. A.M. A.    108:2096-2100    (June    19)    1937. 

12.  Coffen.  T.  H.:  The  Incidence  of  Heart  Disease  in  the 
Pacific   Northwest,   Am.   Heart  J.    5:99-103    (Oct.)    1929. 


Francisco  Richter":!l  stated  that  rheumatic 
heart  disease  was  responsible  for  47.0  per 
cent  of  all  cases  of  heart  disease  among  319 
patients  from  5  to  18  years  of  age.  Viko'14' 
reported  statistics  from  the  Rocky  Mountain 
region,  including  Washington,  Idaho  and  Wy- 
oming, showing  that  44  per  cent  of  the  cases 
of  organic  heart  disease  seen  in  private  prac- 
tice were  due  to  rheumatic  fever.  Dauer1131 
stated  that  "from  the  data  presented,  it 
would  not  be  unreasonable  to  assume  that 
rheumatic  diseases  of  the  heart  and  probably 
rheumatic  fever  also,  are  about  as  common 
in  the  Rocky  Mountain  as  in  the  eastern 
states.  If  not  as  common,  they  probably  are 
more  fatal." 

South  Central  states 

In  Galveston,  Texas,  Stone  and  Vanzant'1'11 
found  the  incidence  of  rheumatic  heart  dis- 
ease among  cardiac  patients  visiting  their 
clinic  to  be  7.9  per  cent,  and  in  the  same  town 
Schwab  and  Schulze'17'  reported  an  incidence 
of  3.4  per  cent.  From  data  collected  in  the 
routine  practice  of  internal  medicine  in  Tex- 
arkana,  Texas,  Parson1 1M  obtained  a  figure 
of  14.5  per  cent  as  the  incidence  of  rheuma- 
tic involvement  among  his  patients  with 
heart  disease.  Winans  and  Dunstan'1''"  and 
ShelburneIJI",  however,  reported  a  much 
higher  incidence  from  the  Dallas  and  El  Paso 
areas.  Fashena'Jl1  confirmed  their  findings 
by  a  study  of  46  deaths  from  all  causes  dur- 
ing a  three  year  period  at  the  Children's 
Memorial  Hospital  in  Dallas,  Texas;  she 
found  that  21  per  cent  of  these  were  caused 
by  rheumatic  fever.  She  declared  that  "the 
death  rate  from  all  forms  of  heart  disease 
and  acute  rheumatic  fever  in  the  South  Cen- 
tral States  is  slightly  higher  than  in  the  New 

13.  Richter.  1.  M.:  Incidence  ami  Variety  of  Heart  Disease 
in  School  Children  of  San  Francisco.  J. A.M. A.  97:1060- 
1(102    (Oct.   10)    1931. 

1).  Viko,  L.  E.:  Heart  Disease  in  the  Rocky  Mountain  Region, 
Am.   Heart  J.   (i:20t-273    (Dec.)    193(1. 

15.  Dauer,  C.  C. :  Mortality  Rates  of  Organic  Disease  of  the 
Heart  by  Geographical  Areas  in  the  L'nited  States,  Am. 
Heart  J.'   10:955-964    (Oct.)    1935. 

10.  Stone.  C.  T.  and  Vanzant,  F.  R.:  Heart  Disease  as  Seen 
in  a  Southern  Clinic;  A  Clinical  and  Pathologic  Survey. 
J.A.M.A.    89:1473-1477    (Oct.    29)    192  r. 

17.  Schwab,  E.  H.  and  Schulze,  V.  E. :  The  Incidence  of  Heart 
Disease  and  of  the  Etiological  Types  in  a  Southern  Dis- 
pensary.  Am.   Heart  J.   7:223-231    (Dec.)    1931. 

is.  Parson,  G.  W.:  An  Analysis  of  500  Cases  of  Organic  Heart 
Disease;  Etiological  Types  and  Their  Incidence,  Texas 
State  J.   Med.   37:518-522    (Dec.)    19  11. 

!'(  Winans.  H.  M.  and  Dunstan.  E.  M.:  Heart  Disease  in 
North  Texas.   Texas  State  J.   Med.   .17:441-446    (Nov.)    193.5. 

20.  Shalburne,  S.  A.:  Modern  Practical  Methods  in  the  Treat- 
ment of  Cardiac  Decompensation,  Texas  State  J.  Med.  .in 
335-338    (Sept.)    1938. 

21.  Fashena.  G.  J.:  The  Incidence  of  Rheumatic  F'ever  in 
Texas  with  Particular  Reference  to  the  Dallas  Area,  Texas 
State  J.  .Med.  39:174-175    (Jan.)    1941. 
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England  States  and  very  nearly  approaches 
the  figure  for  the  country  as  a  whole." 

South 

From  New  Orleans,  Bruno  and  Engel- 
hardt'--'  reported  the  incidence  of  rheumatic 
fever  among  hospital  admissions  to  be  0.4 
per  cent,  and  the  incidence  of  rheumatic  heart 
disease  at  autopsy  to  be  0.6  per  cent.  Uy- 
eda(23),  in  the  same  city,  found  a  higher  in- 
cidence among  cases  seen  at  autopsy — 1.35 
per  cent.  Nichol1241  reported  the  incidence  of 
rheumatic  heart  disease  found  at  autopsy  in 
Miami,  Florida,  to  be  4.0  per  cent;  among 
natives  of  Miami,  however,  it  was  only  0.5 
per  cent.  Paullin  in  Atlanta  found  rheumatic 
heart  disease  in  10.7  per  cent  of  cardiac  pa- 
tients, and  in  4.3  per  cent  of  all  autopsies116'. 
In  600  autopsies  at  the  Charlotte  (North 
Carolina)  Memorial  Hospital,  Mobbs,  Kim- 
melstiel,  and  Venning'25'  reported  that  5.0  per 
cent  showed  rheumatic  heart  disease — the 
highest  incidence  reported  in  the  South  at 
that  time.  Among  254  cardiac  patients  seen 
in  Virginia,  Camp  and  Galvin(1)  found  rheu- 
matic heart  disease  in  34.2  per  cent.  Mc- 
Lean(26)  reviewed  records  at  the  Children's 
Hospital  in  Birmingham,  Alabama,  and 
found  the  incidence  of  rheumatic  fever  to 
be  1.79  per  cent  of  all  admissions;  cardiac 
disease  was  present  in  83.6  per  cent  of  these 
cases.  He  compared  his  series  with  those  re- 
ported from  New  York  City  by  May  Wilson, 
and  concluded  that  "children  of  correspond- 
ing ages  develop  rheumatic  infections  and 
cardiac  complications  associated  with  the 
condition,  at  an  earlier  age  in  Birmingham, 
Alabama,  than  in  New  York  City." 

North 

Rothschild  and  others1-7'  in  New  York  City 
found  180  instances  of  rheumatic  heart  dis- 
ease among  3000  autopsies  (an  incidence  of 
6.0  per  cent) ,  and   Davis  and  Weiss(2S)  re- 

22.  Bruno,  F.  E.  and  Engelhardt,  H.  T.:  A  Clinico-Pathologic 
Study  of  Rheumatic  Fever  and  Rheumatic  Heart  Disease 
in  White  and  Negro  Races,  New  Orleans  M.  &  S.  J.  95 : 
23-1-238    (Nov.)    1942. 

23.  Uyeda,  I. :  Rheumatic  Heart  Disease,  New  Orleans  M.  & 
S.    J.    98:271-278    (Dec.)    1945. 

24.  Nichol,  E.  S. :  The  Geographic  Distribution  of  Rheumatic 
Fever  and  Rheumatic  Heart  Disease  in  the  United  States, 
J.  Lab.  &  Clin.  Med.  21 :58S-596   (March)    1936. 

25.  Mobbs,  R.  F.,  Kimuielstiel,  P.,  and  Venning,  W.  L. :  Rheu- 
matic Fever,  Bull.  Charlotte  Mem.  Hosp.  2:27-35  (Sept.) 
19  Hi. 

20.  McLean,  C.  C. :  The  Age  Incidence  and  Climatic  Varia- 
tions in  the  Manifestations  of  So-Called  Rheumatic  Fever 
in   White   Children,   J.   Pediat.    2:320-330    (March)    1933. 

27.  Rothschild,  M.  A.,  Kugel,  M.,  A.  and  Gross,  L. :  Incidence 
and  Significance  of  Active  Infection  in  Cases  of  Rheu- 
matic Cardiovascular  Disease  During  Various  Age  Periods. 
Am.  Heart  J.   9:530-595    (June)    1934. 

2a.  Davis,  D.  and  Weiss',  S. :  Rheumatic  Heart  Disease;  A 
Study  of  5215  Consecutive  Necropsies,  Am.  Heart  J.  7: 
110-156   (Dec.)    1931. 


ported  the  presence  of  rheumatic  heart  dis- 
ease in  7.1  to  9.1  per  cent  of  5215  autopsies 
from  Boston,  Massachusetts.  Gardner  and 
White'-9'  have  recently  reported  on  6000  au- 
topsies from  the  Massachusetts  General  Hos- 
pital; 436,  or  7.26  per  cent,  of  these  cases 
showed  rheumatic  heart  disease,  and  513,  or 
8.38  per  cent,  coronary  heart  disease.  In  10,- 
000  consecutive  clinical  cases  from  the  pri- 
vate practice  of  Dr.  White,  1,346,  or  13.40 
per  cent,  of  the  patients  were  diagnosed  as 
having  rheumatic  heart  disease  and  2,840, 
or  28.40  per  cent,  as  having  coronary  heart 
disease. 

Findings  in  a  Series  of  582  Autopsies 

Since  the  etiologic  diagnosis  of  heart  dis- 
ease in  vivo  is  subject  to  certain  inherent  er- 
rors, it  would  appear  that  information  con- 
cerning the  frequency  of  rheumatic  heart 
disease  found  at  autopsy  would  more  accu- 
rately reflect  the  incidence  and  importance 
of  rheumatic  fever  in  a  community.  For  that 
reason  we  have  reviewed  582  consecutive  au- 
topsies done  at  the  Bowman  Gray  School  of 
Medicine  during  a  four  year  period — 1943 
to  1946  inclusive. 

Ninety  per  cent  of  the  patients  involved 
in  this  study  were  born,  lived,  and  died  in 
northwest  North  Carolina.  The  physical 
characteristics  of  this  area  are  as  follows: 
mean  annual  temperature,  58  F. ;  average 
annual  rainfall,  46  inches;  average  annual 
snowfall,  10  inches ;  average  elevation  above 
sea  level,  1000  feet(30). 

Fifty-four  cases  of  rheumatic  heart  dis- 
ease were  encountered  among  these  582  au- 
topsies— an  incidence  of  9.27  per  cent  (table 
1(31)).  Only  those  cases  were  counted  which, 
in  the  opinion  of  the  pathologists,  showed 
unequivocal  evidence  of  rheumatic  heart  dis- 
ease. The  usual  criteria  accepted  for  the 
pathologic  diagnosis  of  rheumatic  valvular 
lesions  and  acute  rheumatic  myocarditis  were 
employed.  Numerous  cases  of  calcific  disease 
of  the  aortic  valve  were  not  counted,  because 
of  some  difference  of  opinion  among  various 
pathologists.  Karsner  and  Koletsky,32),  how- 

29.  Gardner,  F.  E.  and  White,  P.  D. :  Coronary  Occlusion  and 
Myocardial  Infarction  Associated  With  Chronic  Rheumatic 
Heart  Disease,  Ann.  Int.  Med.  31:1003-1009    (Dec.)    1949. 

30.  Sharpe,  B.  (ed.) :  North  Carolina  Counties,  Raleigh,  War- 
ren Publishing  Co. 

31.  (a)  Wartman,  W.  B.  and  Hellerstein,  H.  K.:  The  Inci- 
dence of  Heart  Disease  in  2000  Consecutive  Autopsies. 
Ann.  Int.  Med.  28:41-05  (Jan.)  1948.  (b)  Harrison,  T.  R. 
and  Levine,  S.  A.:  Regional  Distribution  of  Rheumatic 
Fever  and  Rheumatic  Disease  in  the  United  States, 
South.   M.   J.   17:914-915    (Dec.)    1924. 

82.  Karsner,  H.  T.  and  Koletsky,  S.:  Calcific  Disease  of  the 
Aortic  Valve,   Philadelphia,  J.  B.   Lippincott  Co..   1947. 
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Table  1 

The  Incidence  of  Rheumatic  Heart  Disease 

Found   at   Autopsy 


Table  2 
Incidence  of  Various  Diseases  Found  at  Autopsy 


Hospital 

°l 
6   3 

E 

Reported 

Location 

£< 

On 

by 

Winston-Salem 

582 

9.27 

McMillan  and  Jones 

Boston 

5215 

7.1—9.1 

Davis  and  Weiss'281 

6000 

7.26 

Gardner  &  White*-'-1' 

New  York 

3000 

6.0 

Rothschild1-") 

Cleveland 

2000 

6.0 

Wartman  and 
Hellerstein'31a> 

Charlotte 

600  +  5.0 

Mobbs(25) 

Atlanta 

210 

4.3 

Paullin<is> 

Miami 

401 

0.5—4.0 

NichoK2*' 

Cincinnati 

2344 

3.0 

Glazer'--" 

Baltimore 

8164 

1.6 

Longeope'S' 

New   Orleans 

12,317 

1.35 

Uyeda<23> 

Oklahoma 

383 

0.00 

Harrison  and 
Levine<31h) 

ever,  have  shown  "that  with  only  rare  ex- 
ception, calcific  disease  of  the  aortic  valve 
is  the  result  of  rheumatic  cardiac  disease." 
The  incidence  of  all  types  of  heart  disease 
in  this  series  of  582  autopsies  was  as  follows : 
rheumatic,  9.27  per  cent;  arteriosclerotic, 
9.3  per  cent ;  hypertensive,  8.6  per  cent ;  con- 
genital, 3.3  per  cent;  syphilitic,  0.9  per  cent; 
thyrotoxic,  0  per  cent ;  subacute  bacterial  en- 
docarditis, 4.1  per  cent.  The  cases  of  heart 
disease  totaled  181 — an  incidence  of  31.1  per 
cent.  Of  these  181  cases  of  heart  disease, 
rheumatic  fever  accounted  for  29.8  per  cent, 
arteriosclerosis  for  28.1  per  cent,  hyperten- 
sion for  27.6  per  cent,  syphilis  for  2.7  per 
cent,  thyrotoxicosis  for  0  per  cent,  subacute 
bacterial  endocarditis  for  12.7  per  cent,  and 
congenital  heart  disease  for  10  per  cent. 
Some  patients  had  more  than  one  type  of 
heart  disease. 

Table  2  shows  the  incidence  of  various 
other  diseases  found  in  our  series  of  autop- 
sies and  in  autopsy  series  reported  from  gen- 
eral hospitals  in  other  localities'33'.  It  can  be 
seen  that  there  is  no  striking  difference  be- 
tween our  reported  incidence  of  these  condi- 
tions   and    the    percentages    reported    from 

S3,  (a)  Medlar,  E.  M. :  Incidence  of  Tuberculous  Pulmonary 
Cavities  in  Unexpected  Deaths"  Investigated  at  Necropsy, 
Arch.  Int.  Med.  80:403-410  (Sept.)  19  47.  (b)  Medlar. 
E.  M-,  Spain.  D.  M.,  and  Holliday,  R.  W. :  Disregarded 
Seedbed  of  Tubercle  Bacillus,  Arch.  Int.  Med.  81:501-517 
(April)  1948.  (e)  Lande,  K.  E.  and  Wolff,  G.:  Frequency 
of  Tuberculous  Lesions  at  Autopsy:  Some  Epidemiological 
Inferences.  Am.  Rev.  Tuberc.  51:231-243  (March)  1945. 
(d)  Arminski.  T.  C. :  Primary  Carcinoma  of  the  Gall- 
bladder, Cancer  2:379-398  (May)  1919.  (e)  Steiner.  P.  E.: 
Etioioiric  Implications  of  the  Racial  Incidences  of  Gas- 
tric Cancer,  J.  Xat.  Cancer  Inst.  10:429-437  (Oct.)  1949. 
(f)  McPhee,  J.  G.  and  LeCroix,  C  R.:  A  Statistical  Analy- 
sis of  1214  Cases  of  Carcinoma,  Canad.  M.  A.  J.  54:573-584 
(June)    1940. 
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Winston-Salem 

582  22.5 

3.6 

8.6 

3.3 

9.3 

New  York':;:;:" 

4.58 

New  York'33'' 

13.7 

Hagerstown,  Md.'3 

Se) 

2.7 

Detroit'33") 

26.8 

Los  Angeles'330' 

17.2 

Vancouver  (33f) 

16.9 

Portland'1-' 

465 

7.5 

Boston'9,29) 

8.6 

1.33 

8.38 

Cleveland'3  i-i) 

2000 

13.6 

13.6 

other  hospitals.  This  fact  makes  the  high  in- 
cidence of  rheumatic  fever  in  our  series  even 
more  significant. 

The  Incidence  of  Rheumatic  Fever  in 

Northwestern  North  Carolina 
This  study,  and  others  cited  above1--"'--'1', 
make  it  evident  that  the  old  axiom  regarding 
the  low  incidence  of  rheumatic  fever  in  the 
South  does  not  hold  true.  It  is  our  belief, 
however,  that  the  incidence  of  rheumatic  fe- 
ver and  rheumatic  heart  disease  is  much 
greater  in  northwestern  North  Carolina  than 
in  the  eastern  part  of  the  state.  Wood  and 
Hart'341  have  noted  an  analogous  situation  in 
Virginia,  where  the  incidence  of  rheumatic 
fever  among  hospital  admissions  in  the  Pied- 
mont and  central  areas  was  more  than  three 
times  that  in  Tidewater  Virginia.  Mills'35' 
has  stated  that  the  mountain  states  form 
one  area  of  high  death  rates  from  rheuma- 
tic fever,  and  has  attributed  this  fact  to  the 
cooler,  more  stormy  weather  of  the  temper- 
ate zone.  Pounders  and  Gray'30'  mentioned 
dampness  and  chilling  in  discussing  factors 
that  play  a  part  in  the  etiology  of  rheumatic 
infection. 

North  Carolina  as  a  whole  ranked  thir- 
tieth'" among  the  states  according  to  crude 
death  rates  from  acute  rheumatic  fever  plus 
diseases  of  the  heart  in  children  5  to  19  years 

3  1.  Hart.  A.  D.,  Jr.,  Wood.  J.  E„  Jr..  and  Daugrhton,  A.  D. : 
Rheumatic  Fever  in  Piedmont  Virginia,  Incidence  and 
Clinical  Manifestations,  Am.  J.  M.  Sc.  187:352-359  (March) 
1934. 

.35.  Mills.  C  A.:  Seasonal  and  Regional  Factors  in  Acute 
Rheumatic  Fever  and  Rheumatic  Heart  Disease.  J.  Lab. 
&  Clin.  Med.  24:53-60   (Oct.)    1938. 

30.  Pounders,  C.  M.  and  Gray,  J.  K. :  Juvenile  Rheumatism, 
South.   M.  J.   32:171-475    (May)    1939. 
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of  age.  The  state's  average  annual  mortality 
rate  from  this  group  of  diseases  was  11.2  per 
100.000,  and  it  had  an  absolute  total  of  399 
deaths  from  1939  to  1941.  This  was  a  greater 
number  of  deaths  from  rheumatic  and  other 
heart  diseases  than  occurred  in  any  other 
South  Atlantic  state. 

Difficulties  of  Diagnosing  Rheumatic  Fever 
in  the  South 

Various  observers  have  commented  that 
in  mild  climates  the  manifestations  of  rheu- 
matic fever  are  usually  less  severe  and  dra- 
matic. Richter  stated  that  "the  valvulitis 
characteristic  of  the  rheumatic  syndrome  is 
not  uncommon  in  a  mild  climate  like  that  of 
San  Francisco  but  its  manifestations  are 
much  less  dramatic  and  its  inception  far 
more  insidious."1101  Longcope'81  noted  that,  al- 
though rheumatic  fever  is  as  common  in 
Baltimore  as  in  Boston,  the  severe  form  of 
arthritis  is  not  often  seen,  occurring  in  only 
"a  moderate  portion"  of  cases.  However,  car- 
diac disease  was  present  in  95  per  cent  of 
the  cases  that  he  had  studied,  and  he  stated 
that  "the  figures  thus  emphasize  the  fact 
that  rheumatic  fever,  as  we  see  it,  is  essen- 
tially a  disease  of  the  heart."  Bailey'371  noted 
that  the  rheumatic  nodule,  the  skin  rash, 
erythema  marginatum,  and  chorea  were  usu- 
ally lacking  in  the  deep  South  and  that  the 
diagnosis  depended  more  on  the  prolonged 
fever  and  cardiac  involvement. 

The  recognition  of  rheumatic  heart  dis- 
ease has  recently  become  more  important 
than  ever,  since  it  has  been  learned  that  re- 
currences may  be  prevented.  Because  rheu- 
matic fever  in  the  South  presents  so  few 
of  the  usual  characteristics  of  the  disease,  it 
is  certain  that  many  cases  are  overlooked. 
Only  a  little  more  than  a  fourth  of  the  pa- 
tients in  our  series  who  were  found  at  au- 
topsy to  have  rheumatic  heart  disease  gave 
a  past  history  of  rheumatic  fever.  This  inci- 
dence of  positive  past  histories  is  far  below 
any  other  that  we  have  found  (table  3(3S1), 
and  indicates  that  few  cases  of  rheumatic 
fever  in  this  section  of  the  country  are 
recognized  until  cardiac  damage  is  severe. 

37.  Bailev.  J.  E.:  Rheumatic  Infection  in  Children  in  the 
Deep' South,  New  Orleans  M.  &  S.  J.  93:240-244  (Nov.) 
19  to. 

3n.  (a)  Sutton,  L.  P.:  Observations  on  Certain  Etiological 
Factors  in  Rheumatism.  Am.  Heart  J.  4:145-152  (Dee.l 
1928;  (b)  Stone.  C.  S.  and  Feil.  H.  S. :  Mitral  Stenosis;  A 
Clinical  and  Pathologic  Studv  of  100  Cases.  Am.  Heart  J. 
9:53-62  (Oct.)  1933.  (c)  McLean.  C  C:  Early  Rheumatic 
Infections  of  Childhood,  Arch.  Pediat.  HS:G57-666  (Nov.) 
1929. 


Table  3 

Incidence   of   Positive   Past    Histories   of   Rheumatic 

Fever  in  Patients  with  Rheumatic  Heart  Disease 
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82.0 
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Autopsy 
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56.6 

Birmingham  (3Sc' 
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118 

67.0 

Summary 

1.  Rheumatic  fever  is  of  world-wide  dis- 
tribution, and  the  geographic  incidence 
varies  widely.  There  are  about  170,000  cases 
of  rheumatic  fever  per  year  in  the  United 
States,  with  a  total  of  840,000  cases  of  rheu- 
matic heart  disease  at  any  one  time. 

2.  Generally  speaking,  it  has  been  reported 
that  the  death  rates  in  the  South  and  on  the 
Pacific  Coast  are  below  the  average  for  the 
total  United  States,  while  in  the  Northeast 
they  are  above  the  average,  and  in  the  Moun- 
tain states  are  extremely  high. 

3.  Certain  areas  of  the  South,  notably  the 
foothill  and  mountain  areas  (Birmingham, 
Charlotte,  and  Winston-Salem)  exhibited  a 
higher  rate  of  proven  rheumatic  heart  dis- 
ease than  any  other  sections  of  the  United 
States. 

4.  In  a  series  of  582  consecutive  autopsies 
performed  at  the  Bowman  Gray  School  of 
Medicine  the  incidence  of  rheumatic  heart 
disease  was  9.27  per  cent — the  highest  inci- 
dence reported  in  the  United  States. 

5.  Only  29.5  per  cent  of  the  patients  who 
died  of  rheumatic  heart  disease  at  the  North 
Carolina  Baptist  Hospital  gave  a  positive 
past  history  for  rheumatic  fever. 

Conclusions 

1.  This  study  has  shown  conclusively  that 
the  incidence  of  rheumatic  heart  disease  in 
northwest  North  Carolina  is  much  higher 
than  in  any  other  section  of  the  United  States 
from  which  reports  are  available. 

2.  Rheumatic  fever  is  a  major  public 
health  problem  in  this  section,  and  is  over- 
looked far  more  frequently  than  it  is  recog- 
nized. 

3.  These  findings  pose  an  important  prob- 
lem in  preventive  medicine  and  warrant  an 
intensive  search  for  all  cases  of  rheumatic 
fever  and  rheumatic  heart  disease  in  order 
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that  prophylaxis  against  recurrences,  so  dam- 
aging to  the  heart,  may  be  carried  out. 

4.  This  area  offers  excellent  opportunity 
for  further  studies  involving  the  etiology 
and  pathogenesis  of  rheumatic  fever. 


Table  1 

Reported   Survival  Rates 

In  Carcinoma  of  the  Breast 


SHOULD  CARCINOMA  OF  THE  BREAST 

BE  TREATED  BY   SIMPLE   OR 

RADICAL    MASTECTOMY? 

W.  Ralph  Deaton,  Jr.,  M.D. 

and 

H.  H.  Bradshaw,  M.D. 

Winston-Salem 

In  recent  months  Professor  R.  McWhir- 
ter(1)  of  the  Royal  Infirmary,  Edinburgh. 
Scotland,  has  advocated  the  treatment  of 
theoretically  curable121  carcinoma  of  the 
breast  with  simple  mastectomy  and  postop- 
erative roentgen  therapy.  Since  this  method 
is  somewhat  of  a  departure  from  the  preva- 
lent teaching  in  this  country,  it  was  thought 
that  a  survey  of  the  cases  treated  at  this 
hospital  by  simple  mastectomy  and  roentgen 
therapy  in  previous  years  was  indicated  for 
a  comparative  study.  The  study  included  all 
patients  who  received  treatment,  either  pri- 
mary or  secondary,  for  carcinoma  of  the 
breast  between  January  1,  1941,  when  the 
Bowman  Gray  School  of  Medicine  was 
founded,  and  November  1,  1944  — ■  the  last 
date  from  which  five  year  survivals  could 
be  calculated.  Fifty-six  cases  fell  into  this 
group.  No  patient  has  been  turned  away 
without  treatment,  and  all  have  been  fol- 
lowed. 

Of  the  56  patients,  37  had  a  radical  mas- 
tectomy ;  some  of  these  received  preoperative 
radiation,  some  received  postoperative  radi- 
ation, and  a  few  did  not  receive  any  radia- 
tion. Sixteen  of  these  patients  are  now  alive 
— a  survival  rate  of  43.2  per  cent.  However. 
if  this  figure  is  corrected  to  include  all  pa- 
tients who  survived  as  long  as  five  years, 
and  if  the  patients  known  to  have  died  of 


From  the  Department  of  Surgery,  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College,  and  the  North  Carolina 
Baptist   Hospital,   Winston-Salem.    North   Carolina. 

1.  McWhirter,  R. :  (a)  The  Value  of  Simple  Mastectomy  and 
Radiotherapy  in  the  Treatment  of  Cancer  of  the  Breast. 
Brit.  J.  Radiol.  21:590-610  (Dec.)  1018.  (b)  Treatment  of 
Cancer  of  the  Breast  by  Simple  Mastectomy  and  Roent- 
genotherapy. Arch.  Surg.  50:830-842  (Oct.)  1010.  (c)  Can- 
cer of  the  Breast,  Am.  J.  Roentgenol.  02:335-310  (Sept.) 
1910. 

2.  "Theoretically  curable"  is  a  much  more  descriptive  term 
than  "operable." 


Finney<3n> 

Lahey    Clinic<3bl 

Adairtfc) 

Haag'ensen  <3d> 

Harrington*30' 

Ene-lestad'sft 

McWhirter'10' 


49.0% 
52.0% 
51.0% 
47.2% 
48.1% 
52.5'; 
56.5% 


other  diseases  are  omitted,  the  five  year  sur- 
vival rate  is  increased  to  50  per  cent.  (Two 
patients  lived  longer  than  five  years,  and  3 
died  of  other  disease.)  As  table  1  shows'31, 
this  figure  compares  favorably  with  the  na- 
tional average  in  reported  statistics. 

Nineteen  cases  were  treated  with  simple 
mastectomy  followed  by  postoperative  irra- 
diation to  the  axilla  and  chest  wall,  with 
minor  variations  as  desired  by  the  operator. 
Ten  of  these  patients  are  still  alive — a  sur- 
vival rate  of  55.56  per  cent.  If  corrections 
are  allowed,  the  five  year  survival  rate  is 
68.4  per  cent.  (Three  patients  now  dead  lived 
longer  than  five  years.)  All  the  deaths  are 
attributable  to  an  extension  of  the  carcino- 
matous process,  except  for  2  patients  who 
died  of  pulmonary  emboli  in  the  immediate 
postoperative  period.  If  the  five  year  sur- 
vival rate  is  calculated  without  these  2  cases, 
it  would  be  76.5  per  cent. 

In  order  that  these  cases  might  be  com- 
pared to  others,  various  influencing  factors 
have  been  tabulated. 

Stage  of  the  Disease 
The  pathologist  at  the  North  Carolina 
Baptist  Hospital  does  not  classify  breast  car- 
cinomas according  to  degrees  of  malignancy, 
and  the  surgical  staff  feels  that  clinical  stag- 
ing is  a  more  satisfactory  method  upon  which 
to  base  comparisons.  Cade's  modification'4' 
of  Portmann's  original  classification15'  has 
been  used : 

3.  (a)  Finney,  G.  G..  Merkel.  W.  C,  and  Miller,  D.  B.: 
Carcinoma  of  the  Breast:  Study  of  298  Consecutive  Cases, 
Ann.  Surg.  125:673-087  (June)  1017.  (b)  Marshall,  S.  F.. 
and  Hare,  H.  F. :  Carcinoma  of  the  Breast:  Results  of 
Combined  Treatment  with  Surgery  and  Roentgen  Ray*. 
Ann.  Surg.  125:08S-702  (June)  1917.  (e)  Adair,  F.  E, :  The 
Role  of  Surgery  and  Irradiation  in  Cancer  of  the  Breast, 
J.A.M.A.  121:553-559  (Feb.  20)  1013.  (d)  Haagensen. 
C.  D..  and  Stout.  A.  P. :  Carcinoma  of  the  Breast :  Results 
of  Treatment,  Ann.  Surg.  116:801-815  (Dec.)  1012.  (e) 
Harrington,  S.  W.:  Survival  Rates  of  Radical  Mastectomy 
for  Unilateral  and  Bilateral  Carcinoma  of  the  Breast, 
Surgery  10:151-166  (Jan.)  1016.  (f)  Englestad.  R.  B.:  Sur- 
gical and  Radiation  Treatment  of  Cancer  of  the  Breast. 
Am.  J.  Roentgenol.   60:776-787    (Dec.)    1918. 

1.  Cade.  S.:  Carcinoma  of  the  Breast,  J.A.M.A.  138:1083-7 
(Dee.  11)   1918. 

5.  Portmann,  U.  V.:  Clinical  and  Pathologic  Criteria  as  a 
Basis  for  Classifying  Cases  of  Primary  Cancer  of  the 
Breast,   Cleveland   Clin.    Quart.    10:11-17    (July)    1913. 
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Stage      I — Tumor  of  the  breast  only 

Stage  II — Tumor  of  the  breast  with  cutaneous 
changes  and/or  ipsilateral  palpable  ax- 
illary nodes 

Stage  III — Tumor  of  the  breast  with  ipsilateral 
supraclavicular  nodes,  contralateral 
axillary  nodes,  or  fixation  of  the 
breast  to  the  pectoral  fascia 

Stage  IV — Skeletal   or  visceral   metastasis 

As  is  shown  in  table  2,  the  majority  (85.7 
per  cent)  of  the  cases  treated  by  radical  or 
simple  mastectomy  fell  into  the  first  or  sec- 
ond classification.  The  one  patient  whose 
disease  was  classified  as  stage  III  has  cu- 
taneous recurrence  of  the  carcinoma.  These 
figures  emphasize  the  often  demonstrated 
fact  that  patients  with  stage  III  or  IV  car- 
cinomas do  not  live  long,  with  or  without 
treatment.  Incidentally,  most  authors  calcu- 
late their  five  year  survival  rates  without 
including  the  cases  in  stages  III  and  IV;  all 
of  the  patients  treated  here  have  been  count- 
ed in  our  calculations. 


Table  4 
Age  of  Patients  at  the  Time  of  Treatment 


Table  2 

Clas 

sification   of   Ca 
Simple 
Mastectomy 
Alive       Dead 

ses  by   Stage 

Radical 
Mastectomy 

Stage 

Alive 

Dead 

Totals 

I 

II 
III 
IV 

2 

7 
1 
0 

1 
3 
3 
2 

9 

7 
0 
0 

1 

18 

2 

0 

13 

35 
6 
2 

Total 

s     10 

9 

16 

21 

56 

Table  3 
Pathologic   Diagnosis 
Simple  Radical 

Mastectomy         Mastectomy 


Type              Alive  Dead      Alive  Dead  Totals 

Scirrhous  or 

medullary  6  7  13  19  45 
Intraductal  or 

comedo  3  0             3  2  8 

Colloid  0  10  0  1 

Paget's  110  0  2 


Totals    10 


16 


21  56 


Type  of  Cancer 
The  preponderance  (80.4  per  cent)  of  the 
lesions  were  of  the  type  that  arises  from 
the  acinar  cells — that  is,  either  scirrhous  or 
medullary  carcinoma.  The  distribution, 
shown  in  table  3,  corresponds  fairly  closely 
with  that  reported  by  other  investigators 
with  large  series  of  cases(3c'e'0). 

Age 
The  distribution  of  cases  according  to  age 
groups  is  shown  in  table  4.  The  average  age 

0.    Nicholson,   W.    P.,   and   Grady,   E.   D.:   Carcinoma   of   the 
Breast,   Ann.  Surg.   127:992-1009    (May)    19(8. 
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21-30 

0 

0 

1 

1 

2 

31-40 

3 

3 

5 

2 

13 

41-50 

4 

0 

6 

7 

17 

51-60 

2 

4 
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6 

15 

61-70 

1 

2 

0 

1 

7 

71-80 

0 

0 

1 

1 

2 

Totals    10 

9 

16 

21 

56 

Table  5 
Reasons  for  Choice  of 
Simple  Mastectomy 
Explanation  No.  Cases     Five  Year  Survival 

Considered  adequate 

therapy  11  8 

Palliative  measure  only       7  4 

Refused  radical 

procedure  1  1 


Totals 


19 


13 


for  each  of  the  two  groups  was  nearly  iden- 
tical— 49.2  years  for  the  simple  mastectomy 
group,  and  49.4  years  for  the  radical  mastec- 
tomy group.  The  age  distribution  chart  is 
practically  a  replica  of  one  constructed  from 
data  reported  by  several  other  authors. 

Reasons  for  Performance  of  Simple 
Mastectomy 
Table  5  lists  the  reasons  given  by  the  op- 
erating surgeons  for  performance  of  simple 
mastectomy.  The  operations  were  performed 
by  ten  different  surgeons  drawn  from  both 
the  attending  staff  and  the  house  staff. 

Comment 
When  Professor  McWhirter(lal  first  advo- 
cated simple  mastectomy  and  roentgenother- 
apy as  the  treatment  for  carcinoma  of  the 
breast,  his  five  year  survival  rate  was  esti- 
mated to  be  56  per  cent.  Ramsdell'7'  promptly 
stated,  after  analyzing  the  statistics  from 
several  large  clinics  in  the  United  States, 
that  if  McWhirter's  figures  were  substanti- 
ated, then  "the  whole  concept  of  our  thinking 
on  this  subject  of  cancer  of  the  breast  must 
be  modified."  Professor  McWhirter's  subse- 
quent papers'111'0'  have  indicated  that  his  ac- 
tual five  year  survival  rate,  in  theoretically 
curable  cases,  was  56.5  per  cent.  Thus  it  ap- 
pears that  we  must  modify  our  thinking  con- 
cerning the  treatment  of  carcinoma  of  the 
breast. 

7.  Ramsdell,  E.  G.:  Carcinoma  of  the  Breast;  A  Compara- 
tive Statistical  Study,  South.  Surgreon  ll:637-i;il  (Sept.) 
1918. 
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At  the  present  time  treatment  of  the  theo- 
retically curable  cases  varies  a  great  deal 
with  different  surgeons,  but  by  far  the  great 
ma.jority(3a'c~f,4'8)  firmly  advocate  radical 
mastectomy  immediately  following  the 
establishment  of  a  positive  diagnosis  by 
means  of  microscopic  study  of  a  frozen  bi- 
opsy specimen.  Such  treatment  is  based  on 
the  premise  that  the  only  cure  for  carcinoma 
of  the  breast  is  the  wide  excision  and  com- 
plete extirpation  of  every  vestige  of  the  neo- 
plastic growth.  This  is  theoretically  sound, 
but  in  practice  the  removal  of  all  of  the  car- 
cinoma, except  in  stage  I  lesions,  is  never 
assured.  Nicholson"51  has  recently  advocated, 
in  selected  cases  the  use  of  a  "simple  radical" 
operation,  consisting  of  simple  mastectomy, 
excision  of  the  anterior  pectoral-fold  nodes, 
and  irradiation  (pre-  and  post-operative). 
His  selection  of  cases  is  based  on  the  age 
and  physical  condition  of  the  patient ;  he  feels 
that  an  elderly  patient  will  do  just  as  well 
with  a  simple  mastectomy,  and  that  a  physi- 
cally infirm  patient  should  not  be  subjected 
to  a  radical  mastectomy.  Many  other  sur- 
geons follow  this  dictum. 

Roentgenotherapy  is  used  frequently  in 
conjunction  with  radical  mastectomy.  The 
figures  reported  indicate  that  such  treatment 
does  not  increase  the  survival  rate  in  stage  I 
lesions,  but  does  help  in  stage  II  lesions.  Bac- 
lesse191,  of  the  Curie  Foundation,  and  a  few 
others  advocate  the  use  of  extremely  high 
doses  of  x-ray  alone  to  treat  carcinoma  of  the 
breast. 

The  rationale  for  treatment  by  simple 
mastectomy  and  roentgenotherapy  is  based 
on  simple  facts.  When  cancer  is  confined  to 
the  breast,  surgery  gives  excellent  results — 
hence,  simple  mastectomy.  However,  if  the 
axilla  is  involved,  surgery  often  fails  to  erad- 
icate the  disease.  Since  it  is  generally  agreed 
that  roentgenotherapy  is  effective  in  some 
forms  of  breast  cancer — for  example,  skin 
recurrences  and  metastatic  lesions — its  use 
in  the  treatment  of  metastatic  cancer  of  the 
axillary  nodes   seems   logical.   Moreover,   it 

8.  (a)  Berven,  E. :  Treatment  and  Results  in  Cancer  of  the 
Breast,  Am.  J.  Roentgenol.  62:320-325  (Sept.)  1949.  (h) 
Monroe,  C.  W.:  Lymphatic  Spread  of  Carcinoma  of  the 
Breast,  Arch.  Surg.  57:479-4S0  (Oct.)  1948.  (c)  Landham, 
J.  W.,  Jr.:  The  Diagnosis'  and  Treatment  of  Breast  Can- 
cer, J.  M.  A.  Georgia  36:268-271  (July)  19  17.  (d)  Treves, 
N. :  The  Diagnosis  and  Treatment  of  Cancer  of  the  Breast, 
West  Virginia  M.  J.  43:270-276  (Aug.)  1917.  (e)  Buchholz. 
R.  R.:  The  Problem  of  Carcinoma  of  the  Breast,  J.  Indiana 
M.    A.    12:332-335    (April)    1949. 

9.  Baclesse,  F. :  Roentgen  Therapy  as  the  Sole  Method  of 
Treatment  of  Cancer  of  the  Breast,  Am.  J.  Roentgenol. 
02:311-319   (Sept.)    1919. 


has  been  found  that  more  patients  can  tol- 
erate a  full  course  of  x-ray  following  simple 
mastectomy  than  following  radical  mastec- 
tomy. The  simplicity  of  the  procedure  and 
the  lack  of  postoperative  complications  are 
indeed  welcome  secondary  benefits  of  simple 
mastectomy. 

Summary 
There  is  no  unanimity  of  opinion  on  the 
method  of  choice  for  the  treatment  of  early 
(stage  I  or  II)  carcinoma  of  the  breast,  but 
the  investigators  who  have  had  the  largest 
experience  in  this  field  advocate  radical  mas- 
tectomy, either  with  or  without  roentgen 
therapy.  Careful  investigation  of  the  report- 
ed survival  rates  and  analysis  of  the  data 
on  patients  treated  at  this  hospital  make  it 
appear  that  the  McWhirter  treatment  (sim- 
ple mastectomy  followed  by  roentgen  ther- 
apy) is  worthy  of  further  investigation.  This 
series  of  cases  is  obviously  small,  but  in  the 
absence  of  any  large  series,  the  cumulative 
data  from  small  units  must  suffice  at  pres- 
ent. 


THE    DIAGNOSIS   OF   MALIGNANT 
MELANOMA  OF  THE   EYE 

Winston  Roberts,  M.D. 
Winston-Salem 

Nowhere  in  medicine  is  the  necessity  for 
constant  suspicion  greater  than  in  the  case 
of  malignant  melanoma  of  the  eye.  The  mor- 
tality rate  from  this  disease  has  been  var- 
iously quoted  at  40  to  50  per  cent,  even  after 
enucleation  of  the  offending  eye.  Any  hope 
for  reducing  this  disheartening  fatality  rate 
must  depend  on  early  diagnosis.  The  prob- 
lem is  made  more  difficult  by  the  frequency 
with  which  this  tumor  presents  itself  in  a 
disguised  form,  masquerading  as  some  other 
eye  disease,  or  indeed  as  a  systemic  com- 
plaint completely  divorced  from  the  eye'11. 
The  recent  occurrence  of  several  of  these 
disguised  melanomas  among  the  patients  of 
the  relatively  small  ophthalmology  service 
in  this  hospital  emphasizes  once  again  the 
extreme  urgency  of  this  problem. 

While  malignant  melanoma  of  the  eye  is 


From  the  Department  of  Ophthalmology,  Bowman  (iray 
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I.  (a)  Terry.  T.  L. :  Malignant  Melanoma— So-Called  Sar- 
coma— of  Uvea :  Problems  in  Diagnosis,  Arch.  Ophth.  22 : 
989-1022  (Dec.)  1939.  (b)  Terry.  T.  L.  and  Johns.  J.  P.: 
Uveal  Sarcoma — Malignant  Melanoma :  A  Statistical  Study 
of  91  Cases,  Am.  J.  Ophth.   13:903-913    (Oct.)    1935. 


March,  1950 


MELANOMA    OF   THE    EYE— ROBERTS 


113 


a  relatively  infrequent  disease,  occurring'  in 
2  to  6  out  of  every  10,000  ophthalmologic 
patients'-',  the  possibility  of  malignant  mela- 
noma should  be  kept  constantly  in  mind.  In 
Terry's  series  of  94  cases,lb)  the  presence  of 
a  tumor  was  not  even  suspected  in  42  of 
these  cases  until  after  the  eye  was  enucle- 
ated. Early  diagnosis  and  immediate  enuclea- 
tion are  extremely  important  in  this  condi- 
tion, since  metastasis  may  occur  very  early, 
while  the  tumor  is  still  quite  small  and  lo- 
calized. 

Differential  Diagnosis 

The  most  important  of  the  presenting  dis- 
orders which  so  often  lead  to  a  mistaken 
diagnosis  are  glaucoma,  retinal  separation, 
iridocyclitis,  and  the  combination  of  a  uni- 
lateral cataract  with  glaucoma,  iridocyclitis, 
or  both.  Less  frequently  the  malignant  mela- 
noma may  masquerade  as  panophthalmitis, 
intraocular  hemorrhage,  ulcerative  keratitis, 
and  especially  as  a  disorganized  phthisic 
globe.  Terry  and  Johns'1'''  reported  that  uve- 
itis occurred  in  75  of  their  94  cases,  retinal 
separation  in  85  of  91  cases,  and  glaucoma 
in  a  third  of  their  cases. 

Among  the  ocular  conditions  which  may 
be  mistakenly  diagnosed  as  malignant  mela- 
noma are  disciform  degeneration  of  the  ma- 
cula, inflammatory  tumors  of  the  retina  or 
choroid,  choroidal  separation,  subchoroidal 
hemorrhage,  localized  melanomas,  and  other 
tumors  of  the  eye,  both  benign  and  metasta- 
tic. While  such  an  error  in  diagnosis  is  dis- 
concerting, it  is  far  less  serious  than  failure 
to  recognize  the  presence  of  malignant  mela- 
noma when  it  is  there. 

Diagnostic  Aids 

Transillumination  of  the  globe  is  perhaps 
the  most  helpful  single  differential  method, 
but  it  is  certainly  not  an  infallible  means  of 
diagnosis.  In  addition  to  applying  a  point 
source  of  light  about  the  lids  and  anterior 
portion  of  the  eye  while  the  pupillary  re- 
flexes are  observed,  it  may  be  necessary  to 
make  a  conjunctival  incision  and  insert  the 
transilluminator  behind  the  globe  in  order 
to  cover  its  entire  surface.  The  transillumin- 
ation is  more  efficient  if  the  fundus  is  kept 
under  observation  with  an  ophthalmoscope 
while  the  transilluminator  is  moved  outside 
the  scleral  sheath.  Unfortunately,  the  transil- 
luminator   cannot   differentiate   between   a 

2.    Duke-Elder,  W.  S.:  Textbook  of  Ophthalmology,  St.  Louis. 
C.  V.  Mosby  Co.,  1938,   v.  3. 


tumor  and  a  hemorrhagic  or  inflammatory 
mass.  A  tumor  must  always  be  strongly  sus- 
pected in  the  presence  of  retinal  separation. 
Separations  in  which  no  tear  can  be  found, 
and  particularly  minimal  detachments  in  the 
area  of  the  macula  or  of  the  ora  serrata, 
should  be  regarded  with  especial  suspicion — 
and  of  course  if  the  separation  fails  to  show 
its  usual  transparency  this  suspicion  should 
be  increased. 

The  presence  of  unilateral  ocular  symptoms 
may  often  be  helpful  in  pointing  toward  the 
diagnosis  of  malignant  melanoma.  Unilateral 
glaucoma,  especially  when  accompanied  by 
a  unilateral  cataract,  should  always  be  con- 
sidered suggestive  of  malignant  melanoma. 
In  such  cases  Samuels'3'  has  emphasized  the 
importance  of  the  early  history  of  visual 
change — distortion,  localized  flashes  of  light 
or  light  sensitivity,  or  localized  dark  waves 
or  spots  being  especially  suggestive  of  ma- 
lignant melanoma.  Samuels  feels  that  enucle- 
ation should  be  done  when  cataract  and  glau- 
coma occur  together  in  only  one  eye  and  the 
possibility  of  a  tumor  exists.  Unilateral  uve- 
itis, especially  iridocyclitis  which  cannot  be 
explained  on  any  other  basis  and  particularly 
if  accompanied  by  unilateral  glaucoma  or 
cataract,  should  be  regarded  with  equal  sus- 
picion. Unilateral  glaucoma  with  a  retinal 
detachment  also  should  be  held  suspect,  since 
the  tension  is  usually  lower  in  the  presence 
of  a  detachment.  A  unilateral  pigment  dis- 
turbance, usually  reflected  by  multiple  pig- 
ment freckles  in  the  iris  of  one  eye  alone, 
may  also  be  a  helpful  sign. 

Finally,  unexplained  abdominal  or  diges- 
tive disturbances  in  the  presence  of  unilat- 
eral blindness  or  ocular  disturbances  of  a 
serious  nature,  and  particularly  when  ac- 
companied by  enlargement  of  the  liver,  point 
strongly  toward  a  diagnosis  of  a  malignant 
melanoma.  In  such  cases,  however,  it  is  al- 
most certain  that  metastasis  to  the  liver  (by 
far  the  most  common  site  of  metastasis) 
has  already  occurred. 

Malignant  melanomas  develop  with  dan- 
gerous frequency  in  old,  phthisic  globes. 
Their  shriveled  condition,  the  obscure  visual- 
ization of  their  contents,  and  their  tendency 
to  recurrent  inflammatory  episodes  make  ac- 
curate determination  of  the  presence  or  ab- 
sence of  a  tumor  in  these  eyes  virtually  im- 
possible. The  danger  of  malignant  melanoma, 

3.    Samuels,    B. :    Cataract    Associated    with    Intraocular    Tu- 
mors,   Arch.    Opllth.    35:300-383    (April)     1946. 
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combined  with  the  many  other  indications, 
should  make  the  removal  of  such  a  useless 
organ  mandatory. 

Case  Reports 
The  following  cases  seen  on  the  ophthal- 
mology service  at  the  North  Carolina  Baptist 
Hospital  are  reported  to  demonstrate  once 
again  the  diagnostic  problems  presented  by 
maligiiant  melanoma  in  the  eye : 

Case  1 

A  44  year  old  white  man  was  admitted  in 
August,  1044,  with  a  chief  complaint  of  pain  in  his 
right  chest  and  back,  swelling  of  his  ankles,  and 
increasing  orthopnea  for  several  weeks  before  ad- 
mission. He  had  had  mild  orthopnea  for  several 
years.  The  pain  in  his  back  began  after  a  fall  in 
December,  1043.  In  March,  1044,  he  began  to  have 
severe  pain  in  his  mid-chest  at  the  lower  part  of  his 
sternum,  which  was  worse  when  stooping,  coughing, 
or  changing  his  position.  His  ankles  had  been  swell- 
ing for  about  four  weeks  before  admission,  and  the 
swelling  had  subsided  every  night.  He  had  lost  about 
20  pounds  in  weight  during  the  four  months  before 
admission. 

About  eleven  years  before  admission  the  vision 
in  his  right  eye  had  begun  to  fail  rapidly,  and 
within  seven  months  he  had  become  completely 
blind  in  that  eye.  He  had  had  no  pain  in  the  eye 
throughout   the   past   history. 

Physical  examination  on  admission  showed  the 
blood  pressure  to  be  172  systolic,  00  diastolic,  and 
the  temperature  100.6  F.  The  patient  was  a  poorly 
nourished  man  who  appeared  chronically  ill.  His 
right  eye  appeared  somewhat  more  prominent  than 
the  left;  the  lens  was  opaque,  the  pupil  irregular 
and  bound  down;  the  fundus  was  not  visualized. 
There  was  considerable  tenderness  to  pressure  and 
percussion  over  the  right  side  of  the  chest.  A  sys- 
tolic thrill  was  felt  at  the  apex,  and  a  loud  blowing 
systolic  murmur  was  heard  at  the  apex.  There  was 
a'  definite,  pronounced  gallop  rhythm.  The  abdomen 
was  more  prominent  in  the  right  upper  quadrant, 
and  the  liver  was  felt  to  be  enlarged,  with  a  firm, 
apparently  smooth  edge.  There  was  moderate  pit- 
ting edema  of  the  feet  and  ankles,  and  over  the 
bkin  were  numerous  cafe  au-lait  spots. 

Blood  count  showed  a  moderately  severe  hypo- 
chromic anemia.  The  urine  was  positive  for  melanin. 
The  nonprotein  nitrogen  was  50  mg.  per  100  cc.  jf 
blood.  Roentgen  examination  revealed,  besides  evi- 
dences of  hypertensive  cardiovascular  disease  with 
cardiac  enlargement,  some  non-specific  pneumonitis 
in  the  right  lower  lobe  of  the  lung,  decalcification 
and  thinning  of  the  bodies  of  the  vertebrae,  in- 
cluding the  twelfth  dorsal  and  first  and  second  lum- 
bar vertebrae,  and  in  the  skull  several  sharply  out- 
lined areas  of  bone  destruction. 

Although  the  possibility  of  metastatic  tumor  was 
considered,  a  primary  ocular  malignancy  was  not 
thought  of  until  the  patient  had  been  studied  in- 
tensively for  ten  days.  An  ophthalmologist  was 
then  called  in  to  evaluate  the  supposed  cataract  in 
his  right  eye,  and  also  any  possible  significance  of 
the  slight  prominence  of  the  right  eye.  On  his  rec- 
ommendation an  enucleation  was  done  to  rule  out 
a   malignant  melanoma  of  the  choroid. 

Following  the  operation  the  patient's  course  was 
steadily  downhill  and  he  expired  on  October  10, 
1044,  in  congestive  failure.  Pathologic  examination 
of  the   enucleated   eye    revealed   the   presence  of  a 


malignant  melanoma  of  the  choroid,  and  postmortem 
examination  of  the  patient  showed  diffuse  metas- 
tases to  the  liver,  lungs,  spleen,  gastrointestinal 
tract,  and  multiple  bone  sites. 

Comment:  More  than  eleven  years  elapsed 
between  the  onset  of  the  patient's  ocular 
symptoms  and  his  death,  and  it  was  not  un- 
til the  last  two  months  of  his  life  that  the 
possibility  of  a  malignant  tumor  in  his  eye  was 
considered.  Even  at  his  final  hospitalization 
his  presenting  symptoms  did  not  directly 
point  toward  the  eye,  but  rather  toward 
some  general  systemic  disease. 

Case  2 

This  white  woman,  aged  62,  was  first  admitted 
to  the  North  Carolina  Baptist  Hospital  in  May,  1041, 
for  enucleation  of  the  right  eye,  which  was  ex- 
tremely painful  and  absolutely  glaucomatous.  Ex- 
amination at  the  time  revealed  only  the  red,  blind 
eye,  which  was  described  as  bulging,  but  which 
snowed  no  masses  in  the  fundus.  The  left  eye  was 
described  as  being  essentially  normal.  A  simple 
enucleation  was  done  at  that  time,  and  the  patho- 
logic report  confirmed  the  diagnosis  of  absolute 
glaucoma. 

The  patient  was  readmitted  seventeen  months 
later  with  a  complaint  of  indigestion  of  several 
weeks'  duration,  consisting  chiefly  of  gas  and  a 
feeling  of  tightness  in  her  epigastrium  after  meals. 
She  had  also  had  some  dull  pain  in  the  precordium, 
radiating  into  the  left  shoulder  and  arm,  and  had 
had  slight  ankle  edema  and  exertional  dyspnea  foi 
several  years.  The  only  positive  finding  of  impor- 
tance at  that  time  was  pyloric  spasm,  demonstrated 
in  roentgen  studies  of  the  gastrointestinal  tract. 
Two  months  later  the  patient  was  again  admitted 
for  excision  of  a  small  tumor  of  the  left  jaw,  which 
had  been  present  for  several  years  and  which  was 
diagnosed  pathologically  as  a  mixed  tumor  of  the 
parotid  gland. 

Her  final  admission  was  in  September,  1045, 
when  she  was  complaining  of  increased  gas  and 
abdominal  distention,  together  with  pain  and  ten- 
derness in  the  right  upper  quadrant  and  a  gradually 
enlarging  mass  in  this  area.  She  had  also  been 
having  frequent  nausea  and  considerable  anorexia. 
She  had  lost  a  good  deal  of  weight  and  had  been 
increasingly  constipated.  Her  stools  were  light  col- 
ored and  her  urine  had  been  very  dark  in  color 
for   the   week   preceding   admission. 

Physical  examination  on  the  last  admission  showed 
an  obese,  icteric  white  woman  who  appeared  chroni- 
cally ill.  The  abdomen  was  protuberant  and  diffusely 
tender.  The  tenderness  was  most  marked  over  the 
liver,  which  could  be  felt  5  or  6  cm.  below  the  right 
costal  margin.  It  was  firm,  and  no  definite  nodules 
could  be  felt.  The  only  other  positive  findings  were 
moderate  enlargement  of  the  spleen  and  the  edema 
previously  described. 

The  urine  was  dark  yellow,  with  a  specific  gra- 
vity of  1.007;  it  contained  a  trace  of  sugar  in  the 
urine,  and  was  negative  for  urobilinogen.  The  cor- 
rected sedimentation  rate  was  35  mm.  per  hour, 
and  the  white  blood  cell  count  was  12,050  with  a 
normal  differential.  Total  serum  proteins  were  4.8 
Gm.  per  100  cc,  with  a  normal  albumin-globulin 
ratio.  Serum  bilirubin  was  1.2  mg.  per  100  cc.  The 
bleeding  and  clotting  time  and  prothrombin  time 
were  within  normal  limits. 

The  patient's  course  was  slowly  but  steadily  down- 
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hill.  The  hepatic  enlargement,  jaundice,  nausea,  and 
vomiting  were  progressive  until  her  death  three 
weeks  after  admission.  Postmortem  examination 
revealed  metastatic  malignant  melanoma  of  the 
liver.  After  this  finding  was  reported,  the  original 
sections  on  the  enucleated  eye  were  reviewed  again, 
and  a  small,  flat  malignant  melanoma  of  the  choroid 
was    discovered. 

Comment:  Although  this  patient  came  in 
originally  with  a  presenting  symptom  of  uni- 
lateral absolute  glaucoma,  no  tumor  was 
found  or  suspected  at  that  time.  The  tumor 
was  overlooked  in  the  original  pathologic 
study  on  the  enucleated  eye,  and  was  not 
discovered  until  the  patient  had  died  of  me- 
tastases from  this  tumor.  The  case  illustrates 
the  fact  that  metastasis  from  malignant  mel- 
anoma of  the  uvea  may  occur  in  the  very 
earliest  stages  of  the  tumor. 

Case  3 

A  54  year  old  white  woman  was  admitted  to  the 
hospital  in  December,  1948,  for  treatment  of  an 
infection  in  her  right  eye.  She  stated  that  the 
vision  in  her  right  eye  had  begun  to  fail  approxi- 
mately seven  years  previously.  Three  years  before 
admission  she  "caught  a  cold"  in  the  right  eye,  and 
at  that  time  had  pain,  photophobia,  lacrimation, 
tenderness,  and  discharge.  This  acute  attack  sub- 
sided under  treatment  by  her  local  physician.  Since 
that  time  her  vision  in  the  right  eye  had  been  no 
more  than  light  perception  and  she  had  been  told 
that  she  had  a  cataract  there.  One  week  before  her 
present  admission  the  right  eye  again  became  red 
and  painful,  and  discharge  and  epiphora  developed. 
These  symptoms  had  been  progressive  until  her 
admission  here. 

On  admission  the  right  eye  was  blind,  and  the 
left  eye  had  a  corrected  vision  of  20/20.  Examina- 
tion of  the  right  eye  revealed  a  purulent  conjunc- 
tival discharge  and  a  large,  ragged  corneal  ulcer 
involving  about  half  the  corneal  surface.  Extensive 
hypopyon  and  a  densely  opaque  cataract  were  pres- 
ent. The  eye  was  intensely  inflamed  and  painful. 
Examination  otherwise  was  essentially  non-contrib- 
utory. No  abdominal  masses  or  other  systemic  ab- 
normalities  were   found. 

Intensive  treatment  with  penicillin  intramuscu- 
larly and  sodium  sulfacetimide  and  aureomycin  oph- 
thalmic solution  locally  brought  about  marked  im- 
provement of  the  ulcer  within  four  days.  The  cor- 
neal ulcer  perforated  and  permitted  collapse  of  the 
chamber,  but  then  became  smaller  in  size  and  much 
cleaner  than  befoi'e.  The  eye  remained  grossly  in- 
flamed and  painful.  The  tension  was  never  elevated. 
It  was  impossible  to  visualize  the  fundus  because 
of  the  dense  mature  cataract;  for  the  same  reason 
transillumination  was  never  entirely  satisfactory, 
although  there  was  a  suggestive  darkening  in  the 
inferior  half  of   the   globe. 

After  a  week  of  treatment,  when  the  intense  in- 
flammatory process  had  subsided,  enucleation  was 
done  to  rule  out  the  possibility  that  an  intraocular 
tumor  might  be  present.  This  was  carried  out  with- 
out complication,  and  the  orbit  was  grossly  free  of 
any  evidence  of  extension.  Pathologic  examination 
showed  an  intraocular  malignant  melanoma  of  the 
choroid  which  was  beginning  to  invade  one  of  the 
scleral  canals. 

Further  questioning  of  the  patient's  husband  re- 
vealed that   the   eye   had  never  been   entirely  free 


of  redness  and  irritation  since  the  initial  onset  of  her 
trouble  some  seven  years  ago,  at  which  time  her 
vision  failed  rather  rapidly.  It  seems  likely  that  she 
had  had  glaucoma  or  uveitis  secondary  to  the  tu- 
mor ever  since  her  symptoms  appeared.  The  pa- 
tient's postoperative  course  has  been  essentially  un- 
eventful, and  so  far  there  is  no  evidence  of  any 
local   recurrence   or  metastasis   of  the  tumor. 

Comment:  In  this  case  the  presence  of  a 
tumor  was  well  hidden  by  the  acute,  ful- 
minating infection,  which  presented  itself 
to  us  as  a  corneal  abscess  with  perforation. 
The  presence  of  the  dense  mature  cataract 
made  absolute  preoperative  diagnosis  of  the 
tumor  impossible,  but  the  clinical  picture 
made  enucleation  seem  the  wise  course  to 
follow. 

Case  4 

An  obese  and  highly  neurotic  white  woman,  aged 
42,  was  first  seen  as  an  outpatient  in  April,  1949, 
complaining  of  a  cataract  in  her  right  eye  and 
blurring  of  vision  in  the  left  eye.  The  vision  in  her 
right  eye  had  been  poor  since  a  painful  episode 
some  twenty-five  years  previously.  She  had  been 
subject  to  frequent  headaches  and  had  had  many 
other  complaints — among  them,  a  dull  aching  sen- 
sation in  her  chest  and  upper  abdomen,  shortness 
of  breath,  and  distention  and  vomiting  following" 
meals.  About  four  to  five  years  before  her  first 
visit  here,  her  vision  had  grown  much  worse,  and 
for  at  least  two  to  three  years  she  had  been  unable 
to  see  any  more  than  light  with  the  right  eye. 

Examination  revealed  that  vision  in  the  right  eye 
was  limited  to  light  perception,  with  faulty  light 
projection.  Vision  in  the  left  eye  was  20/17  with  or 
without  correction.  The  right  eye  showed  moderate 
conjunctival  injection  and  a  circumcorneal  flush, 
many  large  keratic  precipitates  on  the  posterior 
corneal  surface,  and  a  faint  aqueous  flare  with  a  few 
floating  cells  in  the  anterior  chamber.  The  anterior 
chamber  was  deep,  and  the  lens  was  a  hypermature 
cataract.  The  tension  in  the  right  eye  was  43  mm. 
(Schiotz),  and  the  tension  in  the  left  was  16  mm. 
(Schiotz).  Medical  examination  revealed  no  organic 
findings  of  any  significance,  except  evidence  of  a 
spastic  colon.  Since  no  beds  were  available  at  that 
time,  a  paracentesis  was  done  on  the  cornea  of  the 
right  eye  to  lower  the  tension  and  she  was  referred 
back  to  her  local  ophthalmologist. 

She  returned  to  the  hospital  for  admission  in 
early  July,  1949,  with  the  story  of  having  continued 
to  have  much  pain  and  redness  in  the  right  eye. 
On  admission  the  examination  was  essentially  as 
before.  The  ocular  tension  was  32  mm.  (Schiotz)  on 
the  right,  and  21  on  the  left.  The  pupil  was  not  di- 
lated, "and  there  were  a  few  very  tiny  fibrous  strands 
between  the  pupillary  margin  and  the  lens  surface 
which  broke  loose  when  the  pupil  was  dilated  with 
a  5  per  cent  solution  of  homatropine.  Paracentesis 
and  the  use  of  prostigmine  and  Furmethide  were 
effective  only  temporarily  in  relieving  the  tension. 

The  possibility  of  an  intraocular  tumor  was  con- 
sidered, but  transillumination  showed  no  changes 
suggestive  of  this  possibility.  After  a  thorough  in- 
vestigation had  failed  to  establish  a  definite  cause 
for  the  patient's  iritis,  she  was  given  fever  therapy 
with  remarkable  improvement  in  the  iritis  and  de- 
crease in  tension.  The  patient  was  discharged  after 
the  iritis  had  become  quiescent. 
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She  returned  in  less  than  two  weeks  with  marked 
pain,  elevation  of  tension  in  the  right  eye,  and  re- 
newed activity  of  the  iritis.  Since  it  was  felt  that 
the  hypermature  cataract  might  be  the  source  of 
the  recurring  iritis  and  elevated  tension,  an  intra- 
capsular cataract  extraction  was  done  despite  con- 
tinued active  inflammation.  The  patient's  postopera- 
tive course  was  smooth,  and  she  was  discharged  with 
only  a  barely  perceptible  aqueous  flare.  Consider- 
able vitreous  haze  was  still  present,  however,  and 
a  clear  view  of  the  fundus  could  not  be  obtained  at 
the  time  of  discharge. 

Five  weeks  later,  the  tension  in  the  right  eye 
was  elevated  to  62  mm.  (Schiotz).  The  patient  was 
again  admitted  to  the  hospital,  and  the  tension  was 
brought  down  by  retrobulbar  injection  of  procaine 
and  adrenaline.  The  pupil  was  dilated  maximally 
with  homatropine  and  a  10  per  cent  solution  of  Neo- 
synephrine  for  another  thorough  study  of  the  fun- 
dus, and  an  area  of  elevation  and  increased  density 
of  the  subretinal  tissues  was  discovered  in  the  in- 
ferior temporal  quadrant  at  about  the  level  of  the 
ora  serrata.  The  mass  was  too  far  forward  to  be 
seen  clearly,  but  it  could  be  definitely  outlined  by 
transillumination  under  ophthalmoscopic  examina- 
tion. In  view  of  this  finding  and  the  prolonged  uni- 
lateral course  of  uveitis,  glaucoma,  cataract  forma- 
tion, and  continuous  pain  in  the  presence  of  the 
mass,  further  conservative  treatment  was  felt  to 
be  unwise,  and  the  eye  was  removed.  The  patient's 
postoperative  course  was  smooth,  and  she  has  been 
essentially  well  since  the  enucleation.  However,  the 
pathologists  were  unable  to  demonstrate  any  tumor 
in  the  eye.  They  reported  an  area  of  subchoroidal 
hemorrhage  near  the  ora  serrata  in  the  general  area 
in  which  the  mass  was  noted  clinically. 

Comment:  This  case  is  an  example  of  a 
mistaken  diagnosis  of  malignant  melanoma 
in  the  eye,  leading  to  enucleation.  The  mass 
observed  clinically  was  apparently  due  to  a 
subchoroidal  hemorrhage.  The  long  history 
of  unilateral  eye  disease,  with  uveitis,  glau- 
coma, cataract,  and  vague  unexplained  ab- 
dominal complaints  certainly  pointed  toward 
the  possibility  of  a  malignant  melanoma,  and 
the  mass  seen  following  extraction  of  the 
cataract  seemed  to  be  a  virtually  definite 
indication  of  malignant  melanoma.  It  would 
not  be  surprising  if  this  patient  should  at 
some  future  date  show  evidence  of  metasta- 
tic melanoma,  despite  the  inability  of  the 
pathologists  to  confirm  this  diagnosis. 

Summary 

Difficulty  in  the  diagnosis  of  malignant 
melanoma  of  the  eye,  especially  in  its  dis- 
guised forms,  doubtless  contributes  to  the 
high  mortality  rate  from  this  disease. 

A  most  useful  diagnostic  aid  is  the  careful 
use  of  transillumination,  particularly  in 
cases  of  retinal  detachment.  Unilateral  eye 
disease,  particularly  glaucoma,  iridocyclitis, 
cataract,  and  combinations  of  these,  are  help- 
ful clues  pointing  toward  the  diagnosis  of 


malignant  melanoma  of  the  eye.  Lastly,  the 
combination  of  abdominal  or  digestive  com- 
plaints with  unexplained  blindness  or  ocular 
complaints  should  bring  to  mind  the  possi- 
bility of  this  disease. 

Removal  of  all  old  phthisic  eyes  is  urged. 

Four  cases  demonstrating  problems  in  the 
diagnosis  of  malignant  melanoma  of  the  eye 
have  been  presented. 


cp:rebral  angiography 

Eben  Alexander,  Jr.,  M.D. 

and 

Peter  H.  Dillard,  M.D. 

Winston-Salem 

The  value  of  cerebral  angiography  to  the 
neurologist  and  neurosurgeon  has  increased 
with  experience  gained  in  studies  of  this 
type.  Developed  by  Moniz"1  in  1927,  this 
technique  has  proved  to  be  a  useful  adjunct 
to  the  neurologic  examination  as  well  as  to 
the  time-proved  air  studies  of  the  brain.  Un- 
der certain  conditions,  it  gives  information 
not  available  from  electroencephalography, 
pneumoencephalography,  and  ventriculogra- 
phy. Sufficient  experience  has  accumulated 
to  define  the  indications,  contraindications, 
diagnostic  possibilities,  and  complications  of 
cerebral  angiography. 

Cerebral  angiography  is  a  roentgenogra- 
phic  demonstration  of  the  vessels  of  the  brain 
made  by  taking  skull  films  at  various  in- 
tervals after  injection  of  radio-opaque  fluid 
into  the  carotid  or  vertebral  artery.  Roent- 
genograms taken  at  properly  timed  intervals 
may  delineate  separately  the  arteries,  capil- 
laries, or  veins.  Since  the  normal  circulation 
time  through  the  brain  from  the  common  ca- 
rotid artery  to  the  internal  jugular  vein  is 
about  4Va  seconds,  rapid  exposures  are  nec- 
essary. Special  equipment  devised  to  facili- 
tate accurate  timing  of  the  roentgen  expo- 
sures is  helpful,  although  it  is  not  essential. 
In  certain  pathologic  conditions,  the  circula- 
tion through  the  brain  may  be  accelerated 
or  slowed  down,  so  that  the  timing  of  the  ex- 
posures must  be  varied'2'. 


From  the  Department  of  Neurosurgery,  Bowman  Gray  Seliool 
i.l  Medicine  of  Wake  Forest  College  and  the  North  Carolina 
Baptist    Hospital,    Winston-Salem,    North    Carolina. 

1.  Esas  Moniz:  L'encephalographie  arterielle.  son  importance 
dans  la  localisation  des  tumeurs  cerebrales,  Rev.  Neurol. 
2:72-90    (July)    1027. 

2.  Elvidge,  A.  R.:  The  Cerebral  Vessels  Studied  by  Angi- 
ography; The  Circulation  of  the  Brain  and  Spinal  Cord, 
A.   Research  Nerv.  &  Ment.  Dis.    (1937)    18:110-149,   1938. 
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Technique 

Either  the  carotid  or  the  vertebral  arterial 
system  may  be  injected,  but  abnormalities 
of  the  former  are  so  much  more  common  that 
carotid  angiography  is  more  often  indicated. 
In  most  individuals  the  carotid  artery,  usu- 
ally the  common  carotid,  can  be  punctured 
directly  through  the  skin  by  a  sharp  no.  18 
needle  (fig.  1),  and  the  radio-opaque  ma- 
terial may  be  injected  through  the  same 
needle1'11.  If  the  artery  is  not  engaged  satis- 
factorily by  the  percutaneous  route,  a  small 
incision  is  made  in  the  neck  and  the  needle 
inserted  into  the  artery  under  direct  vision'11. 

Once  the  needle  is  placed  in  the  artery,  re- 
peated injections  may  be  made.  Ordinarily 
a  35  per  cent  solution  of  Diodrast  is  used, 
and  four  to  six  injections  of  10  cc.  each  are 
made.  Before  this  compound  is  used,  the  pa- 
tient must  have  a  negative  skin  test  for  sen- 
sitivity to  Diodrast.  The  arterial  injection 
is  done  as  rapidly  as  possible,  and  a  roentgen 
exposure  is  made  after  8  of  the  10  cc.  have 
been  injected.  Such  an  exposure  usually 
shows  the  internal  carotid  artery  and  the 
arterial  tree  of  the  anterior  and  middle  cere- 
bral arteries.  Occasionally  the  posterior  cer- 
ebral artery  is  demonstrated  as  well.  Two 
such  injections  and  exposures  are  made  with 
the  patient's  head  placed  so  that  lateral  stere- 
oscopic films  can  be  taken.  The  third  film, 
which  is  made  four  seconds  after  the  third 
injection,  demonstrates  Diodrast  in  the 
veins ;  a  phlebogram  is  thus  produced.  The 
patient's  head  is  then  turned  to  the  antero- 
posterior position,  and  an  arteriogram  and 
a  phlebogram  are  made  in  a  similar  manner ; 
this  time,  however,  stereoscopic  views  are 
omitted  in  order  to  reduce  the  amount  of 
contrast  medium  used. 

After  the  films  are  found  to  be  satisfac- 
tory, the  needle  is  withdrawn  from  the  ar- 
tery. If  an  incision  has  been  made,  it  is 
closed  with  silk.  If  a  percutaneous  injection 
has  been  made,  pressure  is  maintained  over 
the  artery  for  three  or  four  minutes  after 
the  needle  has  been  withdrawn.  The  entire 
procedure  may  be  done  under  local  anesthe- 
sia with  heavy  preoperative  medication,  but 
usually  intravenous  Pentothal  anesthesia  is 

'■I.  (a)  Poppen,  J.  L. :  Diagnosis  of  Intracranial  Aneurysms, 
Am.  J.  Surg.  7:1:178-180  (Jan.)  1948.  (b)  Raney.  R.,  Raney, 
A.  A.,  and  Sanchez-Perez,  J.  M. :  The  Role  of  Complete 
Cerebral  Angiography  in  Neurosurgery,  J.  Xeurosurg.  0: 
222-237    (May)    1949. 

1.  Ingraham,  F.  D.  and  Cobb.  C  A.,  Jr.:  Cerebral  Angi- 
ography: A  Technique  Using  Dilute  Diodrast,  J,  Xeuro- 
surg. 4:422-434  (Sept.)   1947. 


Figure   1 

preferable  for  adults,  drop  ether  anesthesia 
for  children. 

Some  operators  prefer  to  move  the  roent- 
gen ray  tube  instead  of  the  patient's  head, 
and  thus  expose  all  the  films  with  the  brow 
up.  In  such  cases,  it  is  necessary  to  direct 
the  central  ray  horizontally  for  the  lateral 
views,  and  the  film  casette  is  covered  with 
a  portable  grid.  Since  the  standard  Bucky- 
Potter  diaphragm  produces  a  clearer  film, 
the  routine  use  of  the  method  described  above 
is  justified. 

Radio-Opa que  Materials 

Two  compounds  are  in  current  use,  each 

having   its    advantages   and    disadvantages, 

each  having  its  proponents  and  antagonists. 

Diodrast,  in  a  35  per  cent  solution,  has  the 

following  advantages : 

1.  It  is  rapidly  excreted,  and  up  to  70 
or  80  cc.  can  be  used  safely  for  multiple 
injections'5'.  Since  it  does  not  accumulate  in 
the  body,  repeated  studies  can  be  made  if 
necessary. 

2.  It  is  not  radioactive. 

3.  Satisfactory  contrast  is  obtained  if  the 
injections  are  rapid  and  the  roentgen  expo- 
sures properly  timed(C). 

5.  Gross,  S.  W.:  Cerebral  Arteriography  by  Means  of  a 
Rapidly  Excreted  Organic  Iodide,  Society  Transactions, 
Arch.    Neurol.    &    Psychiat.    44:217-222    (July)     1940. 

fi.  Sanchez-Perez,  J.  M. :  Cerebral  Angiography,  Surgery  10: 
535-552    (Oct.)    1941. 
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The  disadvantages  of  this  material  are  as 
follows : 

1.  It  is  hypertonic  and  is,  therefore,  cap- 
able of  causing  local  irritation  of  an  arterial 
wall,  occasional  arterial  spasm,  and  possible 
thrombosis  of  an  artery  or  vein'71.  Such  oc- 
currences are  rare. 

2.  Certain  patients  are  sensitive  to  io- 
dides and  occasional  deaths  have  been  re- 
ported following  its  intravenous  administra- 
tion for  urography18',  even  after  a  negative 
skin  test  has  been  obtained.  The  incidence  of 
such  fatalities  is  about  0.0039  per  cent. 

3.  It  is  not  as  strongly  radio-opaque  as 
Thorotrast,  and  greater  care  in  the  exposure 
of  films  is  necessary. 

Thorotrast  has  the  following  advantages: 

1.  It  is  strongly  radio-opaque. 

2.  Being  a  colloidal  suspension  of  tho- 
rium dioxide,  it  is  not  irritating  on  immedi- 
ate injection,  and  is  less  likely  to  cause  ar- 
terial spasm. 

Its  disadvantages  are: 

1.  It  is  radioactive  and  probably  carcino- 
genic(9) ;  the  injection  of  large  amounts  for 
the  study  of  liver  disease  has  been  followed 
by  the  development  of  cancer  some  years 
later'101.  It  is  inadvisable,  therefore,  to  em- 
ploy Thorotrast  for  angiography  in  children 
and  young  adults;  in  any  case,  multiple  in- 
jections cannot  be  made  with  safety. 

2.  Although  it  is  not  immediately  irritat- 
ing, it  will,  if  deposited  in  the  tissues  around 
the  vessel,  cause  intense  fibrosis  and  scar 
tissue'111,  occasionally  necessitating  operative 
removal  of  the  scar.  Because  of  this  danger, 
angiography  done  with  Thorotrast  requires 
an  open  technique  for  injection  rather  than 
the  simpler  percutaneous  method.  Thoro- 
trast may  be  deposited  in  the  walls  of  the 
small  arteries  of  the  brain'121,  causing  sub- 

7.  (a)  Chusid,  J.  G.,  Robinson.  F.,  and  Margules-Layergne. 
M.  P.:  Transient  Hemiplegia  Associated  with  Cerebral 
Angiography  (Diodrast),  J.  Neurosurg.  6:466-474  (Nov.) 
1040.  (b)  Kemp.  F.  H.:  Venous  Thrombosis  Following  In- 
jection of  Uroselectan  B.  Brit.  J.  Radiol.  13:291-292  (Aug.) 
1940. 

S.  Pendergrass.  E.  P..  Chamberlin.  G.  W..  Godfrey,  E.  W., 
and  Burdick.  E.  D.:  A  Suryey  of  Deaths  and  L*nfa\orab!e 
Sequelae  Following  the  Administration  of  Contrast  Media. 
Am.  J.  Roentgenol.   4S:741-7f>2    (Dec.)    1942. 

0.  Foulds.  L.:  Production  of  Transplantable  Carcinoma  and 
Sarcoma  in  Guinea-Pigs  by  Injections  of  Thorotrast.  Am. 
J.  Cancer  35:363-373  (Mar.)  1939. 
i».  MacMahon.  H.  E..  Murphy.  A.  S.  and  Bates.  M.  I.:  Endo- 
thelial-Cell  Sarcoma  of  the  Liyer  Following  Thorotrast 
Injections.   Am.  J.  Path.   53:585-611    (July)    1947. 

11.  fa)  Blades.  B.  and  others:  Complications  of  Injection  of 
Thorotrast  in  the  Carotid  Artery.  Arch.  Surg.  58:60-71 
(Jan.)  1940.  (b)  Ree\es.  D.  L.  and  Stuck,  R.  M.:  Clinical 
and  Experimental  Results  with  Thorotrast,  Medicine  17- 
37-73    (Feb.)    1938. 

12.  Pennybacker,  J.  and  Russell,  D.  S.:  Necrosis  of  the 
Brain  Due  to  Radiation  Therapy.  J.  Neurol.,  Neurosurg. 
and   Psychiat.    11:183-19S    (Aug.)    1018. 


sequent  fibrosis  and  late  arterial  occlusion. 

Indications  for  Angiography 
Intracranial  vascular  malformations 

Spontaneous  subarachnoid  hemorrhage  oc- 
curring in  an  individual  under  the  age  of  50 
is  most  often  due  to  a  congenital  intracranial 
aneurysm.  At  least  50  per  cent  of  such  pa- 
tients die  in  the  first  episode  of  bleeding, 
another  25  per  cent  in  the  second  episode'13'. 
Certain  intracranial  aneurysms  can  be  suc- 
cessfully treated  by  ligation  of  the  carotid 
artery  in  the  neck  or  by  intracranial  ligation 
of  the  aneurysm.  The  demonstration  of  the 
aneurysm  by  angiography  is  of  genuine 
value  in  such  cases.  Arterial  aneurysms,  ar- 
teriovenous aneurysms,  and  congenital  angi- 
omas may  be  localized  and  their  extent  out- 
lined by  this  method. 

Intracranial  tumors 

In  certain  selected  cases,  cerebral  angi- 
ography can  take  the  place  of  ventriculogra- 
phy in  the  localization  and  diagnosis  of  brain 
tumors.  In  general  it  is  an  adjunct  to  air 
studies ;  occasionally  it  is  of  no  value  at  all. 
Ordinarily  angiography  is  restricted  to  those 
cases  in  which  a  supratentorial  tumor  is  sus- 
pected, since  most  tumors  of  the  posterior 
fossa  are  not  well  demonstrated  by  this 
method.  Small  tumors  lying  in  or  near  the 
ventricles  are  seen  more  clearly  in  the  ven- 
triculogram than  in  the  angiogram.  Tumors 
near  the  surface  of  the  hemispheres  are  more 
easily  demonstrated  by  angiography. 

In  properly  selected  cases,  particularly 
large  parasellar  tumors  and  cystic  astrocy- 
tomas of  the  hemispheres,  the  location  of  the 
tumor  may  be  made  out  by  the  displacement 
of  the  normal  vascular  tree  of  the  brain'141. 
Certain  vascular  tumors,  such  as  the  menin- 
giomas and  malignant  gliomas,  possess  a  vas- 
cular pattern  so  characteristic  as  to  make 
the  histologic  diagnosis  almost  certain  from 
the  outline  of  the  contrast  medium  within 
the  tumor'13'. 

Other  space-occupying  lesions 

Angiography  has  been  used  in  cases  of 
intracranial  trauma  to  determine  the  pres- 
ence   of    a    subdural    or    extradural    hema- 

13.  (a)  Hamby,  W.  B.:  Spontaneous  Subarachnoid  Hemor- 
rhage of  Aneurysmal  Origin.  J. A.M. A.  136:522-528  (Feb 
21)  1948.  (b)  Richardson.  J.  C  and  Hyland,  H.  H.:  Intra- 
cranial Aneurysms,  Medicine  20:1-83    (Feb.)    1941. 

11.  List,  C.  F.  and  Hodges.  F.  J.:  Angiographic  Diagnosis  of 
Expanding  Intracranial  Lesions  by  Vascular  Displace- 
ment, Radiology  47:319-333    (Oct.)    1946. 

15.  List,  C.  F.  and  Hodges,  F.  J.:  Differential  Diagnosis  of 
Intracranial  Neoplasms  by  Cerebral  Angiography,  Radi- 
ology  48:493-508    (May)    1947. 
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toma(16).  Surface  hematomas  displace  the 
middle  cerebral  artery  medially  and  the  an- 
terior cerebral  artery  to  the  opposite  side. 
However,  except  for  the  rare  hematoma  lo- 
cated in  an  unusual  position,  the  perform- 
ance of  bilateral  temporal  trephination  is  a 
safer  diagnostic  procedure  and  is  of  more 
therapeutic  value,  since  a  hematoma  found 
in  performing  trephinations  can  be  removed 
at  that  time. 

If  an  angiographic  film  shows  the  normal 
curve  of  the  anterior  cerebral  artery  around 
the  genu  of  the  corpus  callosum  to  be  wid- 
ened, internal  hydrocephalus  may  be  sus- 
pected"4'. Ventriculography,  however,  is 
more  valuable  than  angiography  in  the  diag- 
nosis of  such  abnormalities. 

Cerebral  thrombosis  and  cerebral 
hemorrhages 

The  diagnosis  of  cerebral  thrombosis'171  by 
angiographic  methods  is  often  inconclusive 
and  not  without  hazard.  Injection  of  any  ir- 
ritating substance  into  a  partially  throm- 
bosed artery  may  accentuate  the  process. 
Furthermore,  unless  the  cerebral  vessels  are 
exceptionally  well  filled,  the  specific  absence 
of  filling  of  the  middle  cerebral  artery  or  one 
of  its  large  branches  is  not  conclusive  evi- 
dence of  thrombosis.  Failure  of  the  anterior 
and  posterior  cerebral  arteries  to  fill  is  not 
necessarily  indicative  of  thrombosis,  since 
this  occurs  frequently  in  normal  individuals. 

Occasionally  intracerebral  blood  clots  re- 
sulting from  cerebral  vascular  hemorrhages 
are  localized  by  this  type  of  study. 

Contraindications 

In  general,  the  absence  of  a  strong  indica- 
tion for  angiography  is  a  contraindication. 
The  percentage  of  angiograms  showing  defi- 
nite abnormalities  should,  therefore,  be 
high.  Diodrast  angiography  should  not  be 
used  in  individuals  who  are  sensitive  to  io- 
dine preparations,  nor,  as  a  rule,  in  individ- 
uals with  arteriosclerosis. 

In  certain  patients  with  severe  arterio- 
sclerosis, a  strong  indication  for  angiogra- 
phy may  exist.  The  use  of  Thorotrast  in 
such  cases  might  be  justifiable,  provided  the 
operator  is  virtually  assured  of  technical  suc- 
cess with  one  or  two  injections  and  an  open 
technique  is  used. 

10.    Kris'tiansen,    K.:    Cerebral    Angiography    in    the    Diagnosis 

of    Intracranial     Hematomas,     Surgery    24:755-763     (Nov.) 

Hi -18. 
17.    Weehsler,  I.  S.  and  Gross,  S.  W.:  Cerebral   Arteriography 

in  Subarachnoid  Hemorrhages,  J. A.M. A.    136:517-521    (Feb. 

21)    1948. 


Case  Reports 

Case  1 

Figure  1  is  an  arteriogram  of  an  8  year  old  girl 
with  a  tumor  near  the  midline,  causing  slight  hydro- 
cephalus. In  the  lateral  view  (fig.  la),  the  middle 
cerebral  artery  (MC)  appears  to  pass  directly  to- 
ward the  parietal  region  in  a  normal  pattern.  The 
anterior  cerebral  artery  (AC)  is  in  normal  position. 
Its  curve  around  the  corpus  callosum  is  a  little  wider 
than  normal,  but  this  is  a  good  example  of  a  normal 
arteriogram.  However,  in  the  anteroposterior  view 
(fig.  lb),  the  middle  cerebral  artery  is  seen  to  extend 
laterally  from  the  internal  carotid  artery  to  the 
Sylvian  fissure,  where  it  appears  on  the  surface  of 
the  brain,  while  the  anterior  cerebral  artery  (AC) 
maintains   a   normal   midline   position. 

Case  2  (Fig.  2) 

This  patient,  a  51  year  old  man,  was  admitted 
to  the  hospital  in  a  comatose  condition,  after 
an  illness  of  six  months'  duration.  Neurologic 
examination  revealed  bilateral  papilledema  and 
spasticity  of  the  left  extremities.  The  arteriogram 
disclosed  a  large  tumor  in  the  right  temporal  lobe 
which,  at  craniotomy,  was  found  to  be  a  glioma. 

In  the  lateral  view  (fig.  2a),  the  middle  cerebral 
artery  (MC)  is  seen  to  be  displaced  upward,  and  in 
the  anteroposterior  view  (fig.  2b)  it  is  displaced 
medially;  the  anterior  cerebral  artery  (AC)  is 
shifted  to  the  left  in  the  anteroposterior  view. 

Case  3  (Fig.  3) 

This  patient,  a  23  year  old  housewife,  had 
been  having  severe  frontal  headaches  for  eight 
months,  and  her  vision  had  been  failing  for  six 
weeks  before  admission.  She  was  found  to  have  se- 
vere bilateral  papilledema,  but  no  localizing-  neuro- 
logic signs.  A  ventriculogram  showed  a  tumor  of  the 
left  temporal  lobe.  At  craniotomy  a  tumor  was 
found,  and  overlying  it,  a  large  arteriovenous  com- 
munication. The  abnormal  vessels  were  ligated,  but 
excision  of  the  tumor  was  not  undertaken  because 
of  its  position  in  the  dominant  temporal  lobe.  The 
arteriogram  was  done  in  order  to  reveal  any  re- 
maining abnormal  vascular  connections.  This  lateral 
view  shows  the  middle  cerebral  artery  (MC)  to  be 
displaced  forward  and  upward  by  the  temporal  lobe 
tumor.  Silver  clips,  evident  in  the  illustration,  are 
those  used  for  hemostasis  during  the  intracranial 
operation. 

Case  4   (Fig.  4) 

This  patient,  a  56  year  old  man,  had  been 
having  severe  headaches  for  four  weeks.  Bi- 
lateral papilledema  and  slight  weakness  of  the  left 
extremities  were  found.  Skull  films  showed  the 
pineal  gland  to  be  shifted  to  the  right.  The  arterio- 
gram disclosed  a  mass  containing  clusters  of  fine, 
irregular  vessels  (indicated  by  arrows)  deep  wTithin 
the  temporal  region.  This  vascular  pattern  is  char- 
acteristic of  highly  malignant  gliomas.  It  was  pos- 
sible to  localize  the  tumor  and  to  diagnose  the  type 
from  the  arteriogram;  at  craniotomy,  a  glioblastoma 
multiforme  was  found  arising  from  the  paraventri- 
cular tissue   in   the  right  temporal   lobe. 

Case  5  (Fig.  5) 

This  patient,  a  50  year  old  man,  had  been 
admitted  to  a  psychiatric  hospital  because  of 
paranoid  ideas  and  feelings  of  unreality.  He  was 
found  to  have  papilledema,  and  was  transferred  to 
to  the  North  Carolina  Baptist  Hospital.  The  arterio- 
grams demonstrate  a  tumor  of  the  frontal  lobe 
which   has    displaced   the    anterior    cerebral    artery 
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downward  in  the  lateral  view  (fig.  5a)  and  to  the 
right  in  the  anteroposterior  film  (fig.  5b).  The  mid- 
dle cerebral  artery  is  displaced  downward  (fig.  5a). 
A  left  frontal  craniotomy  revealed  a  large  glioblas- 
toma multiforme  in  the  left  frontal  lobe.  In  this 
instance,  the  characteristic  tumor  pattern  of  the 
malignant  gliomas  was  not  demonstrated. 

Case  6   (Fig.  6) 

This  patient,  a  22  year  old  housewife,  had 
sii  acute  episode  of  "numbness"  in  the  right 
arm,  followed  by  speech  difficulties.  Examinations 
disclosed  a  weakness  of  the  right  extremities  and 
an  angioma  in  the  left  ocular  fundus.  This  carotid 
arteriogram  demonstrates  multiple,  large  arterio- 
venous communications  deep  within  the  brain.  The 
anterior  and  middle  cerebral  arteries  are  not  well 
seen  in  this  film,  most  of  the  Diodrast  being  in 
the  arteriovenous  angioma. 

Case  7   (Fig.  7) 

This  53  year  old  woman  had  been  losing 
her  vision  gradually  for  five  years.  She  had 
occasional  headaches.  Skull  films  showed  a  circular 
calcification  above  the  sella  turcica.  The  arterio- 
gram revealed  a  lobulated  aneurysm  of  the  internal 
carotid  artery  in  the  region  of  the  optic  chiasm. 

Case  8  (Fig.  8) 

This  40  year  old  man  was  admitted  follow- 
ing a  spontaneous  subarachnoid  hemorrhage. 
The  arteriogram  disclosed  an  aneurysm  of  the  in- 
ternal carotid  artery  (fig.  8a)  at  the  origin  of  the 
posterior  communicating  artery.  The  position  and 
size  of  the  aneurysm  are  shown  in  the  anteropos- 
terior view  (fig.  8b).  The  patient  died  shortly  after 
ligation  of  the  common  carotid  artery. 

Summary  and  Conclusions 

(1)  Cerebral  angiography  has  become  a 
useful  tool  in  the  diagnosis  of  intracran- 
ial lesions. 

(2)  It  is  of  particular  value  in  demonstrat- 
ing vascular  abnormalities  of  the  brain. 
It  is  a  useful  adjunct  to  ventriculogra- 
phy in  the  diagnosis  and  localization  of 
intracranial  neoplasms,  and,  in  certain 
instances,  can  replace  air  studies. 

(3)  The  contraindications  and  dangers  as- 
sociated with  the  use  of  this  method  of 
investigation  have  been  outlined.  In 
spite  of  its  relative  safety,  it  should  be 
used  only  when  definitely  indicated. 


Group  practice  offers  many  advantages.  With  the 
pooling  of  office  facilities  and  equipment  there  can 
be  a  reduction  in  overhead  costs,  and  what  is  more 
important,  it  does  permit  doctors  to  have  more 
time  for  recreation  and  study.  Most  general  physi- 
cians are  working  too  long  hours  with  insufficient 
holidays  ...  I  urge  that  serious  consideration  be 
given  by  more  men,  especially  the  younger  men,  to 
the  setting  up  of  partnerships.  In  saying  this  I  am 
not  forgetting  that  there  still  is  a  very  important 
place  for  the  solo  player,  the  rugged  individualist 
who  can  and  does  carve  out  a  career  alone  by  hard 
endeavour. — W.  V.  Johnston:  Gener'al  Practice  in 
the  Changing  Order,  Canad.  M.  Assoc.  J.  59:168, 
1948. 


WHAT  DOES  THE  FAMILY  PHYSICIAN 
EXPECT  FROM  A  SPECIALIST? 

Clyde  T.  Hardy,  Jr.* 
Winston-Salem 

There  has  developed  within  recent  years 
a  new  (for  our  generation)  respect  for,  and 
encouragement  of,  men  in  the  general  prac- 
tice of  medicine.  We  are  keenly  aware  now 
that,  without  the  general  practitioner  as  the 
"keystone"  of  medical  care,  the  real  medical 
needs  of  most  patients,  in  the  broadest  sense, 
would  not  be  met  in  the  less  personal  and 
more  formal  atmosphere  of  the  specialist's 
office.  All  future  planning  for  the  improve- 
ment of  medical  care  must  first  take  into 
consideration  the  needs  of  the  family  phy- 
sician and  those  of  his  patients. 

The  patient  will  always  need  the  general 
practitioner.  His  is  the  responsibility  for  the 
promotion  of  health  and  well-being,  the  pre- 
vention of  illness,  the  regular  examination, 
and  referral  to  the  specialist  when  this  is  in- 
dicated. 

Working  as  a  team,  the  family  doctor  and 
the  specialist  have  their  responsibilities  to 
each  other  and  for  the  welfare  of  the  pa- 
tient. The  family  doctor  must  intelligently 
refer  his  patient  to  a  specialist  when  a  need 
arises.  He  must  give  to  the  specialist  the  in- 
formation regarding  the  patient  that  will  be 
of  value  in  arriving  at  a  diagnosis  or  under- 
taking therapy.  Beyond  this  point,  the  re- 
sponsibility shifts  to  the  specialist.  This  re- 
port concerns  the  obligation  of  the  specialist 
to  the  family  physician. 

The  percentage  of  patients  who  need  high- 
ly specialized  care  is  small.  According  to  a 
study  recorded  in  the  North  Carolina  Medi- 
cal Journal,  85  per  cent  of  patients  can  be 
cared  for  by  the  family  doctor  with  the  con- 
tents of  his  bag'11.  The  family  doctor  needs 
detailed  advice  on  his  problem  cases,  since 
he  may  see  instances  of  rare  diseases  only 
once  every  year  or  two.  He  must  rely  on  the 
specialists  for  the  performance  of  new  and 
skilled  techniques,  not  only  in  surgery  but 
in  medical  treatment  and  in  diagnosis.  Often, 
of  course,  only  an  opinion  or  advice  is  needed 
to  support  his  diagnosis   or  to  enable  him 
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better  to  handle  a  problem  he  thoroughly 
understands. 

Results  of  a  Survey  Among  Physicians  Who 
Refer  Patients  to  Specialists 

Realizing  the  importance  of  the  family 
doctor  to  the  specialist,  the  Private  Diagnos- 
tic Clinic  of  the  Bowman  Gray  School  of 
Medicine  recently  undertook  a  survey  among 
the  doctors  who  refer  patients  to  the  clinic. 
The  purpose  of  this  study  was  to  help  the 
members  of  the  group  to  understand  the 
wishes  and  requirements  of  the  referring 
doctors  concerning  their  patients.  A  letter 
and  questionnaire  were  sent  to  250  family 
doctors  throughout  North  Carolina.  One 
hundred  and  twenty-eight  questionnaires 
were  returned.  The  answers  given  were  most 
helpful  and  informative,  not  only  to  the 
group  directly  involved,  but  to  every  doctor 
who  accepts  patients  referred  by  other  doc- 
tors. 

The  detailed  analysis  of  the  results  of  this 
survey  is  being  reported  in  a  journal  where 
it  can  reach  group  practice  clinics  through- 
out the  nation121.  Certain  conclusions  and  ob- 
servations are  worthy  of  consideration  here. 

In  the  questionnaire  the  doctors  were 
asked  essentially  the  following  questions: 

1.  Why  do  you  send  patients  to  a  spe- 
cialist or  a  medical  center? 

2.  What  do  you  want  done  to  your  pa- 
tient? 

3.  How  do  you  want  conclusions  and  rec- 
ommendations transmitted  to  you? 

From  the  results  of  the  study,  definite  an- 
swers can  be  given  to  these  questions. 

Reasons  for  referral 

The  patient  is  referred  by  the  family  doc- 
tor because  he  presents  a  problem  that  can 
je  better  handled  either  through  the  partic- 
ular training  of  the  specialist  or  with  the  aid 
of  the  superior  equipment  and  technical  as- 
sistance available  to  the  specialist  in  his 
office  or  in  the  medical  center.  Basically,  this 
is  the  only  reason  for  referring  a  patient. 
Of  course,  as  one  doctor  pointed  out,  when 
a  patient  is  sent  to  a  specialist  with  no  or- 
anic  disease,  it  does  not  necessarily  mean 
:hat  the  family  doctor  made  a  mistake.  He 
nay  want  to  convince  the  patient  of  this 
fact. 

!.  Hardy,  C.  T.,  Jr.:  The  Responsibility  of  the  Medical  Cen- 
ter to  the  Family  Physician.  Submitted  to  The  Modern 
Hospital. 


Management  of  patient 

Many  doctors,  in  referring  a  patient,  will 
specifically  state,  "Proceed  with  surgery  or 
medical  treatment  as  indicated."  In  such 
cases,  the  course  is  clear.  The  family  doctor 
wishes  the  specialist  to  take  over.  In  most 
cases,  however,  the  family  doctor  prefers  to 
have  his  patient  returned  to  him  for  treat- 
ment unless  specialized  care  is  needed — or, 
in  any  event,  to  be  consulted  before  any 
treatment  is  undertaken.  Referral  of  a  pa- 
tient to  a  surgeon,  for  example,  does  not 
imply  that  the  surgeon  should  automatically 
proceed  with  indicated  surgery.  It  is  true 
that  the  surgeon  who  knows  his  referring 
physicians  well  usually  knows  their  wishes 
regarding  this  matter.  He  must  be  certain 
that  he  does. 

The  specialist  must  exercise  constant  care 
to  avoid  treating  a  patient  for  a  condition 
which  can  be  cared  for  at  home,  except  by 
specific  request  of  the  referring  physician. 
This  statement  also  applies  to  incidental  find- 
ings during  examination  which  have  not  been 
mentioned  by  the  referring  physician.  The 
telephone  is  a  handy  instrument.  In  an  emer- 
gency case,  or  when  the  patient  wants  imme- 
diate care,  good  will  can  be  created  by  tele- 
phoning the  family  doctor,  telling  him  of  the 
situation,  and  asking  his  advice. 

Several  doctors  pointed  out  in  their  re- 
plies to  the  questionnaire  that  too  little 
thought  is  given  to  the  difficulties  of  travel- 
ing long  distances.  If  the  patient  is  from  out 
of  town,  the  specialist  should  not  require 
him  to  make  unnecessarily  frequent  visits. 
The  matter  of  return  visits  may  usually  be 
left  to  the  discretion  of  the  referring  phy- 
sician. 

Transmission  of  reports 

Nothing  is  more  important  to  the  family 
physician  than  a  prompt  and  complete  report 
of  the  specialist's  findings  and  recommenda- 
tions for  treatment.  Throughout  the  replies 
to  the  questionnaire  this  fact  came  out  again 
and  again.  The  doctors  were  quite  precise  in 
outlining  the  data  needed  to  make  a  good 
and  complete  report.  Such  a  report  should  in- 
clude : 

a.  History  as    it  specifically  applies  to 

the  problem 

b.  Physical  findings 

c.  Special  studies 

d.  Diagnosis 

e.  Suggested  therapy 
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f.  Copy  of  pathology  report,  if  any 

g.  Copy  of  operative  report,  if  any 
Most  family  doctors   prefer  that  reports 

be  as  brief  as  possible  to  include  all  impor- 
tant information.  They  are  too  busy  to  read 
verbose  reports.  A  report  must  be  prompt. 
If  not,  the  patient  is  dissatisfied  and  is  a 
source  of  worry  to  the  referring  physician. 
One  physician,  in  replying  to  the  question- 
naire, made  this  comment :  "We,  as  general 
practitioners,  do  not  have  access  to  newer 
methods  of  treatment  or  diagnosis  as  does 
a  specialist,  particularly  in  a  medical  cen- 
ter ;  so  more  emphasis  on  these  would  be  ap- 
preciated." 

Another  excellent  suggestion  was  that,  if 
a  report  is  to  be  delayed  for  some  reason, 
the  patient  should  be  told,  so  that  he  will 
not  report  back  to  the  referring  doctor  too 
early.  It  is  always  a  good  idea  to  suggest  to 
the  patient  when  he  should  report  back  to 
his  referring  physician.  If  treatment,  begun 
by  the  specialist,  is  to  be  on  a  continuing 
basis,  a  note  should  accompany  the  patient 
back  to  his  doctor,  or  the  doctor  should  be 
telephoned  when  the  patient  is  discharged. 

If  a  patient  is  referred  to  a  second  spe- 
cialist by  another,  it  is  wise  for  the  second 
to  get  the  name  of  the  family  physician  and 
send  a  report  to  him  as  well  as  to  the  refer- 
ring specialist.  On  occasion,  a  patient  may 
go  to  a  specialist  without  a  direct  referral. 
Under  these  circumstances,  the  obligation  to 
the  family  doctor  is  not  lessened.  In  fact,  the 
specialist  must  make  a  definite  effort  to 
point  out  to  the  patient  the  necessity  of  coop- 
eration with  his  doctor  at  home.  The  special- 
ist may  never  be  needed  again,  but  the  fam- 
ily doctor  is  constantly  needed. 

The  Importance  of  Good  Relations  Between 
Specialists  and  Referring  Physicians 
It  is  extremely  important,  if  a  specialist 
wishes  to  build  up  a  referral  practice,  that 
he  cooperate  wholeheartedly  with  his  refer- 
ring physicians.  He  cannot  survive  without 
them.  It  is  much  too  easy  for  a  doctor  with 
longer  and  specialized  training  in  a  nation- 
ally known  center  to  feel  somewhat  critical 
of  the  way  medicine  is  practiced  in  the  rural 
districts.  Great  care  must  be  taken  to  avoid 
implied  or  spoken  criticism  of  the  patient's 
referring  doctor.  The  fact  that  the  family 
doctor  refers  the  patient  to  the  specialist  is 
a  compliment  that  should  be  appreciated.  It 


is  not  good  policy  for  the  specialist  to  en- 
hance his  own  prestige  at  the  expense  of  the 
family  doctor.  It  is  to  the  latter  that  the  pa- 
tient must  look  for  his  routine  care.  If  a  spe- 
cialist destroys  faith  in  the  family  doctor, 
he  has  done  the  patient,  the  doctor,  and 
himself  a  disservice. 

It  is  not  recommended  that  every  special- 
ist send  a  questionnaire  to  all  his  referring 
physicians  to  find  out  if  his  relations  with 
them  are  satisfactory.  It  is  essential,  how- 
ever, that  the  specialist  give  himself  a  men- 
tal quiz  at  frequent  intervals  and  be  certain 
that  he  is  doing  as  good  a  job  as  possible, 
both  for  his  patients  and  for  their  doctors. 

Summary 
The  referring  doctor  does  not  want  any- 
thing unreasonable.  He  wants  his  patients 
to  be  seen  as  soon  as  possible,  and  emergen- 
cies taken  care  of  immediately.  He  wants  to 
be  notified  before  treatment  or  operation  is 
undertaken.  He  wants  prompt  and  complete 
reports.  He  prefers  that  his  patients  not  be 
told  that  they  have  been  treated  poorly  in  the 
past,  and  he  would  like  to  have  his  patients 
returned  to  him  in  as  good  condition  and 
state  of  mind  as  possible. 


COMPLETE  HEART  BLOCK  WITH  A 
VENTRICULAR  RATE  OF  SEVENTY 
AFTER  MYOCARDIAL  INFARCTION 

Report  of  a  Case  Showing  All  Degrees  of 
Heart  Block 

Richard  S.  Pollitzer,  M.D. 

Winston-Salem 

The  case  to  be  reported  is  one  of  complete 
heart  block  with  a  relatively  rapid  idioven- 
tricular rate  occurring  after  a  myocardial  in- 
farction. All  degrees  of  heart  block  were 
observed  in  this  patient,  who  recovered  from 
the  infarction. 

Report  of  a  Case 

A  59  year  old  white  man  was  admitted  to  the 
North  Carolina  Baptist  Hospital  on  May  3,  1948, 
complaining  of  severe  epigastric  and  substernal 
pain  of  about  two  hours'  duration.  The  pain,  which 
had  begun  following  a  paroxysm  of  coughing,  radi- 
ated down  the  left  arm.  It  was  accompanied  by  diz- 
ziness and  nausea. 

Past  history 

The  patient  had  had  mild  hypertension  for  sev- 
eral years.  In  1944  his  blood  pressure  was  150  sys- 
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tolic,  85  diastolic.  An  electrocardiogram  made  at  that 
time  showed  a  regular  rhythm,  with  a  rate  of  100 
per  minute,  and  no  evidence  of  myocardial  disease. 
More  recently,  he  had  complained  of  palpitation, 
exertional  dyspnea,  and  orthopnea.  An  electrocardio- 
gram made  on  October  10,  1947,  showed  a  regular- 
rhythm,  a  rate  of  104  per  minute,  Q  waves  in  leads 
2  and  3,  and  low- voltage  T  waves  in  all  leads;  it 
was  interpreted  as  showing  probable  myocardial 
disease. 

A  chronic  cough  developed,  which  was  worse  on 
reclining.  Beginning  December  11,  1947,  he  was 
given  Digalen,  one  U.  S.  P.  unit  three  times  a  day 
for  one  week,  then  one  unit  daily  thereafter.  This 
dosage  was  maintained  until  the  day  of  admission. 


Physical  examination 

The  temperature  was  98.4  F.,  the  pulse  52,  respira- 
tion 18,  blood  pressure  130  systolic,  85  diastolic.  The 
patient  was  a  well  developed  and  well  nourished 
man  who  lay  quietly  in  bed  but  was  obviously  ap- 
prehensive. There  was  a  malar  flush.  Percussion 
of  the  chest  suggested  that  the  heart  might  be 
slightly  enlarged  to  the  left,  but  the  heart  tones 
were  quiet.  No  rubs  were  audible.  The  aortic  second 
sound  was  greater  than  the  pulmonic.  There  was 
slight  gaseous  distention  of  the  abdomen.  The  lungs 
were  clear  and  there  was  no  edema. 
Accessory  clinical  findings 

The  hemoglobin  was  15  Gm.  per  100  cc,  the  leu- 
kocyte count  11,200  per  cubic  millimeter,  with  71 
per  cent  segmented  neutrophils,  2  per  cent  eosino- 
phils, 8  per  cent  lymphocytes,  8  per  cent  monocytes, 
and  11  per  cent  non-segmented  neutrophils.  The 
corrected  sedimentation  rate  was  15  mm.  in  an  hour 
on  admission,  but  rose  to  30  mm.  in  an  hour  on 
the  fourth  hospital  day.  Roentgenographic  and  flu- 
oroscopic examination  of  the  chest  showed  dim- 
inished cardiac  pulsations  and  dilatation  of  the 
thoracic  aorta;  the  heart  did  not  appear  enlarged. 

An  electrocardiogram  made  on  admission  showed 
a  first  degree  auriculo-ventricular  block,  with  a 
PR  interval  of  0.28  to  0.32  second,  and  a  rate  of  57 
(fig.  1).  It  is  possible,  however,  that  this  actually 
represented  a  second-degree  block  with  half  the  P 
waves  buried  in  the  T  waves,  an  auricular  rate  of 
114,  and  a  ventricular  rate  of  57;  this  possibility  is 
suggested  by  the  fact  that  the  PT  intervals  equal 
the  TP  intervals  in  this  tracing.  Q  waves  were  pres- 
ent in  leads  2  and  3,  and  the  ST  segments  were 
depressed  in  leads  1  and  CF4  and  elevated  in  leads 
2  and  3.  These  changes  were  interpreted  as  sug- 
gesting a  recent  infarction  of  the  posterior  wall  of 
the  left  ventricle. 

Four  days  later,  after  the  patient  had  had  no 
digitalis  for  three  days,  an  electrocardiogram  showed 
complete  auriculo-ventricular  block  with  an  auri- 
cular rate  of  130  and  a  ventricular  rate  of  70  per 
minute  (fig.  2).  The  P  waves  could  be  seen  best 
in  lead  3.  Q3  was  deeper  than  in  the  previous  trac- 
ing, the   ST   segment  in   CF4   was  more   depressed, 
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Tj  was  flat,  T,  was  lower,  and  T4  was  indiscernible. 

These  changes  were  construed  as  evidence  of  recent 
infarction  of  the  posterior  myocardium,  plus  digi- 
talis effect 

By  the  tenth  day,  the  patient  having  had  no 
further  digitalis,  the  block  was  second-degree  in 
type  (fig.  3),  demonstrating  Wenckebach's  sign.  The 
block  varied  between  a  5:4  ratio  and  a  4:3  ratio. 
The  auricular  rate  was  110  and  the  ventricular  rate 
80.  T3  was  lower. 

On  the  seventeenth  day  (fig.  4)  the  block  was 
first  degree  in  type,  with  a  PR  interval  of  0.22 
second  and  a  rate  of  75.  There  was  a  deep,  "cor- 
onary-type" T  wave  in  lead  3,  and  a  very  high  T 
wave  in  lead  CF4. 

On  the  twenty-third  day,  the  PR  interval  was  0.19 
second,  and  the  rate  was  102. 
Course  in  the  hospital 

Digalen  was  discontinued  on  admission.  The  pa- 
tient was  placed  at  complete  bed  rest  and  given 
meperidine  hydrochloride  (Demerol)  and  barbitur- 
ates. His  radial  pulse 
rate  fell  to  49  per  min- 
ute on  the  eighth  day, 
but  rose  thereafter. 
His  temperature  reach- 
ed 99.8  F.  on  the  third 
day,  but  came  down  to 
normal  by  the  end  of 
the  second  week.  His 
blood  pressure  fell  to 
100  systolic,  70  diastol- 
ic about  five  hours 
after  admission;  there- 
after it  gradually  rose, 
averaging  about  125 
systolic,  85  diastolic 
during  the  remainder 
of  the  period  of  hos- 
pitalization. 

On  the  twenty-third 
day  he  was  given  three 
oral  doses  (0.2  Gm. 
each)  of  Digitora 
(powdered  leaf  digi- 
talis).  These  were   re- 
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peated  on  the  next  two  days,  and  he  was  maintained 
thereafter  on  0.1  Gm.  each  day.  He  was  discharged 
on  the  forty-first  hospital  day. 
Follow-up  examinations 

The  patient  was  re-examined  on  August  2,  1948,  at 
which  time  he  was  having  mild  dyspnea.  An  elec- 
trocardiogram showed  that  the  T  waves  in  leads 
2  and  3  were  returning  toward  normal. 

On  November  3,  1948,  six  months  after  his  in- 
farction, he  was  well  except  for  mild  dyspnea.  An 
electrocardiogram  showed  a  rate  of  90  per  minute, 
with  a  regular  rhythm. 

The  Incidence  and  Etiology  of  Complete 
Heart  Block 

Complete  heart  block  can  probably  be  ob- 
served in  about  1  or  2  per  cent  of  electro- 
cardiograms. In  an  electrocardiographic  se- 
ries of  10,000  patients,  White'"  found  com- 
plete auriculo-ventricular  dissociation  in  79. 
In  a  series  of  1024  patients  with  cardiovas- 
cular symptoms  or  signs,  electrocardiograms 
disclosed  22  cases  of  complete  heart  block'2'. 

Heart  block  may  occur  as  a  complication 
of  myocardial  infarction'3'.  It  is  said  to  be 
relatively  common  with  infarction  of  the  dia- 
phragmatic surface'41.  Sprague'r"  found  one 
case  of  idioventricular  rhythm  in  an  electro- 
cardiographic study  of  61  cases  of  coronary 
occlusion.  In  another  group  of  1028  cases  of 
coronary  disease,  5  showed  complete  heart 
block'2'.' 

Apparently  it  is  unusual  to  observe  all  three 
grades  of  heart  block  in  one  individual  after 
infarction,  especially  in  non-fatal  cases'31. 

Complete  heart  block  is  often  due  to  cor- 
onary disease.  In  a  series  of  72  patients  with 
complete  heart  block,  9  had  angina  pectoris 
without  clinical  coronary  thrombosis,  4  had 
coronary  thrombosis  without  angina,  and  3 
had  both'21.  In  another  group  of  22  cases  of 
complete  heart  block,  clinical  evidence  of  cor- 
onary disease  was  found  in  5'2'.  In  a  third 
series  of  27  cases  of  complete  heart  block,  56 
per  cent  were  due  to  arteriosclerosis'2"1. 

1.  White,  P.  D.:  Heart  Disease,  ed.  3,  New  York,  The  Mae- 
millan   Co.,   1944. 

2.  Salcedo-Salgar.  J.,  and  White.  P.  D.:  The  Relationship  of 
Heart-Block.  Auriculoventricular  and  Intraventricular,  to 
Clinical  Manifestations  of  Coronary  Disease,  Angina  Pec- 
toris, and  Coronary  Thrombosis,  Am.  Heart  J.  10:1067- 
1079   (Dec.)   1935. 

2.  (a)  White,  P.  D.  and  Viko,  L.:  Clinical  Observations  on 
Heart  Block,   Am.  J.  M.  Sc.  105:659-666    (May)    1923. 

3.  Ball,  D.:  The  Occurrence  of  Heart-Block  in  Coronary 
Artery  Thrombosis.  Am.  Heart  J.  8:327-312    (Feb.)    1933. 

4.  Pardee,  H.  E.  B. :  Clinical  Aspects  of  th?  Electrocardio- 
gram,  ed.  2,  New  York,   Paul   B.   Hoeber,    1928. 

5.  Sprague,  H.  B.,  and  Orgain,  E.  S. :  Electrocardiographic 
Study  of  Coronary  Occlusion  Proved  at  Autopsy  at  the 
Massachusetts  General  Hospital,  1911-1931.  New  England 
.1.   Med.   212:903-910    (May  10)    1935. 
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Idioventricular  Rates  in  Complete  Heart 
Block 

The  idioventricular  rate  is  usually  slow  in 
complete  heart  block,  ranging  in  most  cases 
from  20  to  50  per  minute'14'''1. 

The  idioventricular  rate  tends  to  be  faster 
in  young  people,  in  cases  of  auricular  flutter 
or  paroxysmal  auricular  tachycardia  with 
complete  block,  and  in  cases  of  intoxication 
due  to  certain  drugs. 

In  Yater's  series  of  cases  of  congenital 
heart  block,  the  rates  varied  from  20  to  90'7'. 
In  an  infant,  the  rate  was  85  to  95lf".  In  a 
series  of  9  patients  under  30  years  of  age  the 
rates  ranged  from  40  to  55;  in  one  patient, 
whose  rate  was  usually  about  50,  an  over- 
dose of  thyroid  produced  a  rate  of  80'-9'. 
Other  cases  of  heart  block  in  young  people 
have  shown  rates  varying  from  40  to  65'10'. 

In  a  case  of  auricular  'paroxysmal  tachy- 
cardia with  complete  block,  a  ventricular  rate 
of  84  was  recorded'11'. 

Digitalis  may  increase  or  decrease  the  car- 
diac rate'1121.  Excessive  slowing  may  indicate 
an  overdosage  of  digitalis,  and  may  be  due 
to  complete  auriculo-ventricular  dissocia- 
tion'13'. However,  toxic  doses  of  digitalis  may 
also  produce  heart  block  with  a  rapid  idio- 
ventricular rate(14). 

Several  cases  in  which  toxic  doses  of  digi- 
talis produced  rapid  idioventricular  rates 
have  been  reported.  In  such  cases  idioventri- 
cular rates  of  60  to  70,I4>,  96  to  145'15',  and 

6.  (a)  Lewis,  Sir  Thomas:  The  Mechanism  and  Graphic  Reg- 
istration of  the  Heart  Beat,  ed.  3,  London,  Shaw  and  Sons, 
Ltd.,  1925.  (b)  Macleod,  J.  J.  R.:  Macleod's  Physiology 
in  Modern  Medicine,  ed.  9,  St.  Louis,  The  C.  V.  Mosby  Co., 
1941. 

7.  (a)  Yater,  W.  M.,  Lyon.  J.  A.,  and  McNabb,  P.  E.:  Con- 
genital Heart  Block:  Review  and  Report  of  the  Second 
Cas'e  of  Complete  Heart  Block  Studied  by  Serial  Sections 
Through  the  Conduction  System,  J.A.M.A.  100:1831-1837 
(June  10)  1933.  (b)  Yater,  M.,  Leaman,  W.  C,  and  Cor- 
nell, V.  H.:  Congenital  Heart  Block:  Report  of  the  Third 
Case  of  Complete  Heart  Block  Studied  by  Serial  Sections 
Through  the  Conduction  System,  J.A.M.A.  102:1660-1664 
(May  19)    1934. 

8.  Nicolson,  G.,  Shulman,  H.  I.,  and  Green,  D.  L.:  Congenital 
Heart  Block,  with  Report  of  a  Case,  Am.  J.  Dis.  Child. 
37:580-590    (Mar.)    1929. 

9.  Sprague,  H.  B.,  and  White,  P.  D. :  High-Grade  Heart- 
Block  under  the  Age  of  Thirty,  M.  Clin.  N.  Amer.  10: 
1235-1250    (Mar.)    1927. 

10.  (a)  Bower,  H.  J.:  Complete  Heart-Block  in  Young  People; 
Report  of  2  Cases,  Lancet  2:686-687  (Sept.  23)  1939.  (b) 
Wenner.  H.  A. :  Notes  on  Congenital  Auriculo- Ventricular 
Dissociation :  Report  of  a  Case  of  Congenital  Complete 
Heart  Block,   Connecticut   M.  J.   8:160-163    (Mar.)    1944. 

11.  Barker,  P.  S.,  Wilson,  F.  N.,  Johnston.  F.  D„  and 
"Wishart,  S.  W. :  Auricular  Paroxysmal  Tachycardia  with 
Auriculoventricular  Block,  Am.  Heart  J.  25:705-798  (June) 
1943. 

12.  Goodman,  L.,  and  Gilnian.  A.:  The  Pharmacological  Basis 
of  Therapeutics,   New  York,   The  Macmillaii   Co.,   1941. 

13.  Fishberg.  A.  M. :  Heart  Failure,  ed.  2,  Philadelphia,  Lea 
and  Febiger,  1940. 

11.  McGuire,  J.,  and  Richards.  C.  E. :  Fatal  Digitalis  Poison- 
ing Occurring  in  a  Normal  Individual,  Am.  Heart  J.  12: 
109-112    (July)    1936. 

15.  Luten,  D.:  Clinical  Studies  of  Digitalis;  Toxic  Rhythms. 
Arch.  Int.  Med.   35:74-86    (Jan.)    1925. 


160'1,;i  have  been  recorded;  one  patient  show- 
ed a  paroxysmal  tachycardia  of  nodal  origin 
with  a  ventricular  rate  of  165  and  an  auri- 
cular rate  of  125'17). 

It  seems  highly  improbable  that  digitalis 
intoxication  could  have  played  any  part  in 
the  production  of  the  rapid  rate  in  our  pa- 
tient, since  he  had  been  receiving  only  main- 
tenance doses,  and  these  had  been  discon- 
tinued three  days  before  this  finding  ap- 
peared. 

In  the  majority  of  cases  of  post-infarction 
heart  block,  the  ventricular  rate  is  slow.  A 
partial  examination  of  the  recent  literature 
indicates  that  most  of  the  reported  cases  of 
complete  heart  block  after  infarction  have 
showed  slow  ventricular  rates  ranging  from 
28'1S'  to  6013'.  In  1931,  Sanders  reported  the 
case  of  a  58  year  old  physician  who  had  an 
occlusion  of  a  coronary  artery  complicated 
by  complete  heart  block  with  an  idioventri- 
cular rate  of  70<19».  This  patient  did  not  sur- 
vive the  attack. 

Summary 

A  case  of  complete  heart  block  with  a  ven- 
tricular rate  of  70  after  myocardial  infarc- 
tion has  been  presented.  This  is  evidently  one 
of  the  fastest  idioventricular  rates  ever  re- 
ported after  a  non-fatal  infarction,  except 
for  the  rare  cases  of  paroxysmal  tachycardia 
and  tachycardia  due  to  drug-intoxication. 

The  case  is  also  unusual  in  that  recovery 

occurred   after   all    degrees   of    heart  block 

had  been  demonstrated. 

The  author  wishes  to  express  his  appreciation 
to  Drs.  Robert  L.  McMillan,  Manson  Meads,  and  S. 
Gilbert  Blount  for  their  help  in  the  preparation  of 
this  report. 

10.  Howard,  T. :  Double  Tachycardia,  Am.  J.  M.  Sc.  173:105- 
16S    (Feb.)    1927. 

17.  Decherd,  C  M.,  Jr.,  Herrmann,  G.  R.,  and  Schwab.  E.  H.: 
Paroxysmal  Supraventricular  Tachycardia  with  A-V  Block, 
Am.   Heart  J.    26:446-472    (Oct.)    1943. 

18.  Willius,  F.  A.:  Infarction  of  the  Interventricular  Septum 
with  Complete  Heart-Block  and  Stokes-Adams'  Seizures, 
M.  Clin.  N.  Amer.  10:601-604   (Nov.)    1926. 

19.  Sanders,  A.  0.:  Coronary  Thrombosis  with  Complete 
Heart  Block  and  Relative  Ventricular  Tachycardia",  A 
Cas'e  Report,   Am.   Heart  J.   6:S20-823    (Aug.)    1931. 


Aggravation  of  hypertension.  —  If  there  is  the 
slightest  tendency  toward  hypertension,  it  may  be 
aggravated  by  a  reduction  in  interest  level,  with  a 
concentration  upon  unpleasant  possibilities.  Con- 
sider the  patient  with  coronary  disease  who  is  told 
by  his  doctor  that  he  must  go  straight  to  bed,  do 
little  or  nothing  at  all  for  a  time,  and  then  take 
things  gradually,  very  gradually,  and  he  may — not 
will,  but  may — live  five  years.  Rest  in  bed  and  mo- 
mentary relief  from  responsibility  may  be  indispen- 
sable, but  the  way  it  is  accomplished  may  spell  the 
difference  between  success  or  making  a  bad  matter 
worse. — C.  Charles  Burlingame:  Good  Psychiatry 
Is  Good  Medicine,  J.  Michigan  M.  Soc.  48:1020 
(Aug.)   1949. 
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ACUTE  NONOBSTRUCTIVE  RENAL 

INSUFFICIENCY  WITH  UNUSUAL 

ELECTROCARDIOGRAPHIC  FINDINGS 

Recovery  Following   Fluid   Restriction  and 
the  Use  of  Intravenous  Procaine 

Frank  B.  Gross,  Jr.,  M.D. 
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In  acute  renal  insufficiency  due  to  "lower 
nephron  nephrosis"  the  suppression  of  urin- 
ary output  is  due  to  a  specific  pathologic  le- 
sion which  apparently  is  primary  in  the  re- 
nal tubules.  This  lesion  may  be  of  an  inflam- 
matory, degenerative,  or  obstructive  nature, 
and  consists  of  focal  areas  of  degeneration 
and  necrosis,  heme  casts,  thromboses  of  thin 
walled  veins,  and  secondary  inflammatory 
reactions.  Although  Lucke'1'  feels  that  these 
lesions  are  restricted  to  the  lower  sections 
of  the  nephron,  others  feel  that  probably  the 
entire  tubule  is  affected. 

This  pathologic  picture  may  be  produced 
by  a  wide  variety  of  conditions'1-1:  transfu- 
sion reaction,  blackwater  fever,  transure- 
thral prostatectomy,  quinine  idiosyncrasy, 
sulfonamide  sensitivity,  carbon  tetrachloride 
and  mushroom  poisoning,  crush  syndrome, 
non-traumatic  muscle  ischemia,  electrical  in- 
jury to  muscle,  heat  strokes,  alkalosis  from 
excessive  vomiting,  thermal  burn,  uteropla- 
cental damage  after  abortion,  and  toxemias 
of  pregnancy. 

The  mortality  rate  in  this  condition  has 
been  estimated  at  around  90  per  cent  by 
Lucke111,  and  around  40  per  cent  by  Muirhead 
and  his  co-workers'31.  Lucke  also  determined 
the  survival  time  in  100  fatal  cases,  and  re- 
ported that  95  per  cent  of  his  patients  suc- 
cumbed within  fourteen  days,  while  no 
deaths  were  reported  after  twenty  days. 

Pathologic  Physiology 
Many  problems  are  presented  by  the  pa- 
tient with  acute  renal  insufficiency.  Shock, 
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which  may  be  subclinical,  probably  is  always 
present  initially.  The  patient  may  have  nau- 
sea, vomiting,  and  malaise,  followed  by  the 
sudden  or  gradual  onset  of  anuria  or  oligu- 
ria. 

Since  the  gastrointestinal  disturbances 
usually  present  prohibit  oral  feedings,  the 
body  stores  are  rapidly  depleted.  After  the 
carbohydrate  supply  is  exhausted,  catabo- 
lism  of  proteins  and  fats  increases.  This 
catabolism,  plus  anuria,  leads  to  the  accu- 
mulation of  potassium,  sulfates  and  phos- 
phates, and  the  development  of  acidosis,  ke- 
tosis,  and  uremia.  The  blood  calcium  levels 
fall  as  the  phosphates  rise.  Edema  or  dehy- 
dration may  develop,  depending  upon  the 
fluid  intake.  Usually  there  is  a  progressive 
rise  in  blood  pressure.  Deaths  often  result 
from  pulmonary  edema  or  potassium  intoxi- 
cation rather  than  from  acidosis  or  uremia. 
In  the  patients  who  survive,  diuresis  usu- 
ally begins  around  the  fourteenth  day,  al- 
though it  may  be  noted  any  time  between 
the  second  and  the  sixteenth  clay. 

It  is  generally  felt  that,  if  life  can  be  main- 
tained for  two  or  three  weeks  after  the  on- 
set of  anuria,  tubular  regeneration  will  bring 
about  a  return  of  function  in  the  majority  of 
cases.  It  has  been  stated121  that  this  tubular 
regeneration  begins  on  the  third  or  fourth 
day,  and  may  be  adequate  to  restore  renal 
function  by  the  tenth  clay  of  the  illness.  After 
diuresis  begins,  renal  function  may  be  ex- 
pected to  return  to  prenephrotic  levels141  in 
three  to  six  months. 

Methods  of  Treatment 
Perfusion   and   other   methods 

This  disorder  has  been  treated  by  many 
methods.  The  perfusion  systems'31  are  aimed 
primarily  at  the  removal  of  uremic  wastes, 
but  considerable  difficulty  is  encountered  in 
the  necessarily  exact  control  of  fluid-elec- 
trolyte balance,  and  the  patient  may  develop 
pulmonary  edema  or  potassium  intoxication 
very  rapidly.  Peritoneal  lavage(5a'bl  not  only 
has  the  added  hazard  of  peritonitis,  but  can- 

4.  Kugel,  V.  H.:  Management  of  Acute  Toxic  Nephrosis,  Am. 
J.  Med.   3:118-205    (Aug.)    1947. 
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toneal Irrigation,  Ann.  Sun.  124:857-878  (Nov.)  1940. 
(c)KoIff,  W.  J.  and  Berk,  H.  T.  J.:  The  Artificial  Kidney, 
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14:908-911    (Jan.-Feb.)    1948. 
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not  be  used  where  abdominal  adhesions  ex- 
ist or  after  recent  abdominal  surgery.  The 
artificial  kidney  is  quite  complex15'1,  and  is 
not  available  in  most  localities.  Intestinal  ir- 
rigation'5'" is  difficult  to  manage  because  of 
nausea,  vomiting,  abdominal  distention,  and 
the  selective  absorption  of  electrolytes 
through  the  intestinal  wall. 

Renal  decapsulation  has  been  done,  but 
after  careful  analysis,  Culpepper  and  Find- 
leyioi  concluded  that  this  procedure  does  not 
improve  the  recovery  rate.  With  therapy  by 
means  of  cross  transfusion  and  replacement 
transfusion  there  is  the  danger  that  a  trans- 
fusion reaction  may  produce  additional  renal 
damage.  Recently  the  deliberate  production 
of  edema  in  order  to  dilute  the  toxic  products 
of  uremia  has  been  advocated171,  but  this  in- 
creases the  possibility  of  fatal  pulmonary 
edema.  Other  forms  of  therapy  that  have 
been  suggested  and  employed  include  intra- 
venous hypertonic  sodium  sulfate,  spinal 
anesthesia,  diathermy  to  the  kidney,  and  ir- 
rigation of  the  renal  pelves  through  ureteral 
catheters. 

Conservative  regimen 

A  conservative  regimen  was  first  advo- 
cated by  Wakeman'81,  and  has  since  been 
used  with  good  results  by  Kugel141,  Muir- 
head'3'",  Burnett'101,  Strauss'-1,  and  Snap- 
per'11'. Under  this  regimen,  if  shock  is  pres- 
ent initially,  it  is  combatted  by  the  use  of 
plasma  or  saline.  When  oliguria  or  anuria 
develops,  fluid  intake  is  restricted  markedly. 
Insensible  water  loss  will  amount  to  approxi- 
mately 1000  cc.  a  day;  about  half  this  loss 
is  compensated  by  preformed  water  and 
water  of  oxidation,  leaving  a  fluid  deficit 
of  approximately  500  cc.  daily.  Enough  flu- 
ids to  make  up  this  deficit  are  given  intra- 
venously in  the  form  of  a  15  per  cent  solu- 
tion of  dextrose  in  either  distilled  water  or 
saline.  It  has  been  shown'-'  that  the  admin- 
istration of  100  Gm.  of  glucose  daily  will 
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reduce  the  accumulation  of  nitrogenous  waste 
products,  potassium,  sulfates,  and  phosphates 
by  about  half. 

During  the  period  of  diuresis,  the  quantity 
of  fluid  administered  should,  if  possible,  be 
made  to  exceed  the  output  by  500  to  800  cc. 
Careful  determinations  of  the  blood  and  uri- 
nary chlorides  are  important  in  controlling 
fluid  therapy  during  diuresis.  The  nonpro- 
tein nitrogen  usually  does  not  begin  to  fall 
until  several  days  after  the  onset  of  diuresis. 
Anemia  frequently  becomes  apparent  during 
diuresis ;  however,  carefully  matched  trans- 
fusions should  be  given  only  if  absolutely 
necessary. 

Regardless  of  the  therapeutic  program 
used,  there  are  many  hazards  to  cope  with. 
If  potassium  intoxication  exists,  it  may  be 
combatted  by  the  administration  of  calcium 
and  sodium.  In  the  event  of  pulmonary  ede- 
ma or  congestive  failure,  sodium  should  be 
restricted  and  the  patient  should  be  digital- 
ized.  Acidosis  may  be  handled  by  the  intra- 
venous administration  of  sodium  lactate  or 
by  giving  sodium  bicarbonate  through  the 
gastric  tube.  The  progression  of  the  uremia 
may  be  appreciably  altered  by  the  admin- 
istration of  glucose.  We  feel,  as  did  Fine  and 
his  co-workers'3',  that  maintenance  of  the 
electrolyte  balance  is  more  important  to  sur- 
vival than  treatment  of  the  uremia. 

The  problem  of  therapy  for  acute  renal 
insufficiency  has  not  yet  been  settled.  It 
should  be  stressed  that  each  case  must  be 
handled  individually,  and  that  no  set  regi- 
men will  cover  all  the  problems.  We  feel, 
however,  that  the  conservative  regimen  is 
the  most  logical  one,  and  it  was  employed 
successfully  in  the  case  to  be  reported. 

Report  of  Case 

The  patient,  a  51  year  old  white  man,  had  been 
anuric  for  five  days  when  he  entered  the  North 
Carolina  Baptist  Hospital  on  April  29,  1949.  Be- 
ginning eleven  days  prior  to  admission,  he  had  been 
given  sulfadiazine  (1  Gm.  every  four  hours)  for 
four  days  because  of  an  upper  respiratory  infec- 
tion. Anuria  developed  two  days  after  sul- 
fadiazine therapy  was  discontinued.  The  patient 
was  admitted  to  his  local  hospital,  where  the  renal 
pelves  were  irrigated  and  he  was  given  between 
1200  and  1500  cc.  of  intravenous  fluid  daily.  At  the 
time  of  his  transfer  to  the  North  Carolina  Baptist 
Hospital,  his  nonprotein  nitrogen  was  126  mg.  per 
100  cc,  and  he  was  semi-comatose. 

There  was  no  past  history  of  allergy  or  drug 
idiosyncrasy,  and  he  had  not  had  any  sulfonamide 
drugs  before.  There  was  no  history  of  previous 
renal  damage,  although  it  was  learned  later  that 
the  urine  had  shown  a  1  plus  reaction  for  albumin 
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Fig.  1.  The  electrocardiogram  made  on  ad- 
mission shows  an  irregular,  slow  rhythm  due 
to  intermittent  sinoauricular  block  (compatible 
with  potassium  intoxication).  The  QRS  com- 
plexes are  spread;  right  bundle  branch  block 
is  present. 

when   sulfonamide  administration  was   begun. 

The  rectal  temperature  was  98  F.,  respiration  12, 
pulse  52,  blood  pressure  105  systolic,  60  diastolic. 
The  patient  was  in  a  semi-comatose  state;  the  res- 
piration was  Cheyne-Stokes  in  type  and  the  breath 
had  a  uremic  odor.  The  pupils  were  pin  point  in  size 
and  did  not  react  to  light.  Funduscopic  examination 
revealed  only  mild  arteriosclerotic  changes.  The 
neck  veins  were  markedly  engorged.  The  right  dia- 
phragm was  elevated,  and  a  few  rales  were  heard 
above  it.  The  heart  was  enlarged  to  the  anterior 
axillary  line;  the  rhythm  was  grossly  irregular, 
but  no  gallop  rhythm  was  present.  The  first  heart 
sound  at  the  apex  was  very  faint.  The  abdomen 
was  markedly  distended,  but  no  organs,  masses, 
tenderness,  or  fluid  could  be  demonstrated.  A  few 
purpuric  r.pots  were  noted  on  the  extremities,  but 
no  edema  was  present.  The  tendon  reflexes  were 
hypoactive  and  equal,  and  the  Babinski  sign  was 
positive    bilaterally. 

A  roentgenogram  of  the  chest  made  on  admission 
showed  marked  cardiac  enlargement  and  a  high  dia- 
phragm on  the  right.  The  electrocardiogram  revealed 
changes  which  were  compatible  with  potassium  in- 
toxication (fig.  1).  On  cystoscopy  7  cc.  of  grossly 
bloody  urine  was  obtained.  This  was  found  to  con- 
tain a  trace  of  albumin  and  many  red  cells  and 
white  cells,   but  no   sulfonamide   crystals. 

Ureteral  catheters  were  placed  in  both  pelves, 
and  lavage  was  carried  out  for  three  days,  when 
the  ureteral  catheters  were  replaced  by  an  indwelling 
catheter  in  the  bladder.  Figure  4  shows  the  amounts 
and  types  of  fluids  administered,  as  well  as  the 
urinary  output  and  significant  laboratory  findings. 
As  this  chart  shows,  the  fluid  intake  was  markedly 
restricted  until  the  fifth  hospital  day.  Procaine  was 
administered  intravenously  on  the  fourth,  fifth,  and 
sixth  hospital  day.  On  the  fourth  hospital  day  the 
patient  excreted  15  cc.  of  urine,  and  on  the  following 
day,  170  cc.  The  diuresis  began  on  the  tenth  day 
of' anuria,  but  the  patient  showed  no  evidence  of 
clinical  improvement  in  his  cardiovascular  state  or 
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Fig.  2.  (Lead  CF2).  The  top  strip  shows 
normal  sinus  rhythm  and  no  evidence  of  potas- 
sium intoxication.  In  strips  2  and  3  no  definite 
evidence  of  atrial  activity  is  seen,  although  oc- 
casionally questionable  P  waves  are  found.  The 
QRS  complexes  and  T  waves  vary  slightly  in  the 
record  and  may  indicate  changes  in  potassium 
concentration. 

sensorium  until  the  sixth  day  of  diuresis.  He  was  in 
an  oxygen  tent  and  frequent  tracheal  suction  was 
necessary  until  the  seventh  day  of  diuresis.  From 
the  third  to  the  sixth  day  he  remained  in  deep  coma 
and  had  muscle  fasciculations. 

On  the  twelfth  hospital  day  the  rectal  tempera- 
ture rose  to  102.8  F.,  and  it  was  felt  that  pneumoni- 
tis was  developing  in  spite  of  the  daily  administra- 
tion of  50,000  units  of  penicillin.  The  pneumonitis 
cleared  up  promptly  when  the  dose  of  penicillin 
was  increased  to  600,000  units  daily.  A  lower  urinary 
tract  infection  with  Proteus  ammoniae  developed  on 
the  sixth  hospital  day,  and  was  treated  with  Chloro- 
mycetin, 0.25  Gm.  every  three  hours  for  twelve 
days.  At  the  end  of  this  time  his  temperature  was 
normal  and  the  urine   culture  was  negative. 

On  admission  the  hemoglobin  was  12.5  Gm.  per 
100  cc.  and  the  red  cell  count  was  3,510,000.  These 
values  fell  slowly  until  the  fifteenth  hospital  day, 
when   the  hemoglobin  was  8   Gm.  and  the  red  cell 
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Fig.  3.  The  record  on  the  left  was  obtained 
on  the  sixth  hospital  day,  when  the  bundle 
branch  block  disappeared.  Comparison  with  the 
record  on  the  right  shows  higher  voltage  and 
T  wave  changes.  These  records  may  indicate 
residual  myocardial  damage. 
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Fig.  4.    The  therapeutic  measures  and  intake  and  output  of  fluids  are 
shown  above,  and  the  electrolyte  levels  below. 


count  2,500,000.  A  phenolsulfonphthalein  test  on  the 
twelfth  day  of  diuresis  revealed  an  excretion  of  11.5 
per  cent  in  two  hours.  Eight  days  later  42.5  per 
cent  was  excreted  in  two  hours.  Microscopic  exami- 
nation of  the  urine  at  the  time  of  discharge  showed 
an  occasional  red  and  white  cell  in  the  centrifuged 
sediment.  At  that  time  the  urine  was  negative  for 
albumin.  The  specific  gravity  ranged  from  1.008  to 
1.013.  Urinalysis  six  weeks  after  discharge  gave 
essentially  the  same  findings. 

Examination  of  the  patient  at  this  time  failed 
to  reveal  any  physical  findings  of  note.  The  patient 
was  feeling  well,  and  was  up  and  about.  A  phenol- 
sulfonphthalein test  made  at  this  time  showed  a  to- 
tal excretion  of  45  per  cent,  and  the  electrocardio- 
gram more  nearly  approached  normal.  The  hemo- 
globin had  risen  to  10  Gm. 


Comment 
This  case  has  sev- 
eral interesting  fea- 
tures, in  addition  to 
the  fact  that  the  pa- 
tient recovered.  There 
were  rather  striking 
cardiac  and  electro- 
cardiographic find- 
ings, which  will  be 
discussed  later.  The 
degree  of  "potassium 
intoxication"  could  be 
readily  estimated  at 
the  bedside  from  the 
cardiac  rate  and  reg- 
ularity. Electrocardi- 
ography verified  the 
clinical  impression 
that  changes  consist- 
ent with  "potassium 
intoxication"  were 
present  when  the  rate 
was  below  60  and 
were  not  present 
when  the  rate  was 
above  70.  The  degree 
of  pulmonary  edema 
could  also  be  deter- 
mined clinically.  De- 
terminations of  the 
carbon  dioxide  com- 
bining power,  serum 
chlorides,  and  nonpro- 
tein nitrogen  were 
observed  as  often  as 
four  times  daily  in 
an  attempt  to  follow, 
as  closely  as  possible, 
the  therapeutic  needs. 
Intravenous  procaine  was  given  because 
Friis(12)  has  reported  good  results  from  the 
use  of  this  drug  in  cases  of  sulfathiazole 
anuria.  Procaine  is  known  to  have  a  favorable 
effect  on  arrhythmias  of  the  heart  and  on 
the  sympathetic  nervous  system ;  in  addi- 
tion, it  is  of  value  in  the  therapy  of  many 
allergic  disorders'131,  and  there  is  a  possibil- 
ity that  the  renal  damage  in  this  condition 

12.  Friis,  N.  P.:  Sulfathiazole  Anuria  Cured  by  Means  of 
Intravenous  Procaine  Treatment,  J.  Urol.  61:18-1-180 
(Feb.)    1910. 

15.  State.  D..  and  Wangensteen,  O.  H.:  Procaine  Intraven- 
ously in  Treatment  of  Delayed  Serum  Sickness.  J. A.M. A. 
180:990-905   (April  13)    1910. 
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may  be  an  allergic  manifestation.  We  felt 
that  its  administration  would  at  least  do  no 
harm. 

Therapeutic  measures  and  their  control 

The  therapeutic  measures  employed  in  this 
case  and  the  methods  used  for  their  control 
are  shown  in  figure  4.  Pulmonary  edema, 
which  we  attempted  to  avoid  by  limiting  the 
water  and  salt  intake,  never  developed  to  a 
degree  that  necessitated  digitalization.  Po- 
tassium intoxication,  which  was  believed  to 
be  present  on  admission  (though  it  was  not 
confirmed  by  blood  studies)  was  combatted 
by  the  administration  of  sodium  and  calcium. 
The  patient  received  2  Gm.  of  calcium  glu- 
conate daily  by  vein.  Sodium  was  given  in- 
travenously as  physiologic  saline  and  as  so- 
dium lactate,  and  by  gastric  tube  as  sodium 
bicarbonate.  These  measures  brought  about 
a  rather  marked  cardiac  response,  as  evi- 
denced by  the  increase  in  the  heart  rate  and 
electrocardiographic  changes. 

The  acidosis,  which  was  a  considerable 
problem  during  the  first  few  days  in  the  hos- 
pital, was  managed  primarily  by  the  intra- 
venous administration  of  sodium  lactate  (fig. 
4)  and,  when  necessary,  by  giving  sodium 
bicarbonate  through  the  gastric  tube.  Pro- 
gression of  uremia  was  controlled  by  the  ad- 
ministration of  glucose  through  the  gastric 
tube  and  15  per  cent  dextrose  in  saline  in- 
travenously. Procaine  was  given  in  doses  of 
500,  200,  and  100  mg.  intravenously  on  suc- 
cessive days,  as  indicated  in  figure  4. 

Serum  and  urinary  chlorides  were  watched 
carefully  during  diuresis,  but  no  excessive 
excretion  or  retention  was  found.  The  non- 
protein nitrogen  continued  to  rise  steadily 
for  seven  days  after  admission,  reaching  a 
peak  of  173  mg.  per  100  cc.  on  the  third  day 
of  diuresis ;  it  then  fell  progressively  to  nor- 
mal levels  before  discharge. 

Cardiovascular  manifestations 

The  cardiovascular  manifestations  of  this 
patient's  anuric  state  presented  two  distinct 
problems  which  were  managed  on  the  basis 
of  clinical  signs  and  without  digitalis.  The 
first  problem  was  the  marked  cardiac  en- 
largement on  admission  with  engorgement 
of  the  neck  veins.  Venous  pressure  on  the 
third  hospital  day  was  270  mm.  of  water. 
For  about  five  days  this  condition  was  main- 
tained with  little  change,  but  on  the  second 
clay  of  diuresis  the  heart  sounds  were  noted 
to  have  changed  abruptly  in  quality.     The 


first  apical  heart  sound,  which  had  been 
faint,  became  louder,  and  over  the  next  few 
days  the  quality  of  the  sound  more  nearly 
approached  normal.  The  heart  size  decreased 
3  cm.  in  forty-eight  hours.  The  engorgement 
of  the  neck  veins  decreased  less  rapidly :  the 
venous  pressure  was  212  mm.  of  water  on 
the  fourth  day  of  diuresis,  but  it  fell  rapidly 
thereafter,  and  on  the  twenty-sixth  hospital 
day  was  78  mm.  of  water.  The  blood  pres- 
sure, which  was  90  systolic,  50  diastolic  on 
admission,  reached  a  peak  of  160  systolic,  80 
diastolic  on  the  eighth  hospital  day  and  fell 
slowly  thereafter  to  140  systolic,  60  diastolic. 
In  spite  of  the  marked  elevation  of  venous 
pressure  and  cardiac  dilatation,  the  patient 
never  presented  clinical  evidence  of  true  con- 
gestive failure. 

The  second  problem  was  the  effect  of  po- 
tassium on  the  myocardium"41.  During  the 
first  few  days  the  rhythm  was  grossly  ir- 
regular and  slow.  On  every  occasion  the  ad- 
ministration of  sodium  chloride  converted 
the  rhythm  to  regular  and  increased  the  car- 
diac rate,  but  after  six  to  twelve  hours  the 
irregularity  would  appear  again.  This  effect 
is  shown  on  the  electrocardiograms  (figs.  1 
and  2).  The  irregular  rhythm  was  probably 
not  true  auricular  fibrillation,  but  rather  in- 
termittent sinoauricular  block  with  irregular 
nodal  escape  beats. 

P  waves  could  be  found  occasionally  on 
almost  all  records.  At  first  it  was  thought 
that  the  spread  of  the  QRS  complex  was  due 
to  "potassium  intoxication."  However,  this 
did  not  vary  to  any  extent  in  spite  of  the 
fact  that  the  auricular  activity  responded 
readily  to  the  administration  of  saline.  On 
the  second  day  of  diuresis,  coincident  with 
the  abrupt  change  in  cardiac  size  and  sounds 
noted  clinically,  the  bundle  branch  block 
was  replaced  by  normal  intraventricular  con- 
duction. The  T  waves  at  no  time  showed  the 
marked  changes  typical  of  "potassium  intoxi- 

li.  (a)  Finch.  C  A.,  Sawyer.  C  G.,  and  Flynn,  J.  M. :  Clini- 
cal Syndrome  of  Potassium  Intoxication.  Am.  J.  Med.  1 : 
337-352  (Oct.)  1946.  (b)  Tarail,  R.:  Electrocardiographic 
Abnormalities  in  a  Case  of  Uremia  Manifesting  Hyper- 
potassemia,  Am.  Heart  J.  35:665-673  (April)  1948.  (c) 
Tarail,  R.:  Relation  of  Abnormalities  in  Concentration  of 
Serum  Potassium  to  Electrocardiographic  Disturbances. 
Am.  J.  Med.  5:828-837  (Dec.)  1948.  (d)  Katz.  L.  X.:  Elec- 
trocardiography, ed.  2.  Philadelphia,  Lea  and  Febiger, 
1946.  (el  Stewart.  H.  S..  Shepard.  E.  M.,  and  Horger. 
E.  L. :  Electrocardiographic  Manifestations  of  Potassium 
Intoxication,  Am.  J.  Med.  5:821-827  (Dec.)  1948.  (f) 
Langendorf.  R..  and  Pirani.  C  L. :  The  Heart  in  Uremia: 
An  Electrocardiographic  and  Pathologic  Study,  Am.  Heart 
J.  33:282-307  (March)  1947.  (g)  Keith,  N".  M.,  Burchell. 
H.  B.,  and  Baggenstoss,  A.  H. :  Electrocardiographic 
Changes  in  Uremia  Associated  with  a  High  Concentration 
of  Serum  Potas'siuni :  Report  of  Three  Cases,  Am.  Heart 
J.  27:S17-84t   (June)   1944. 
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cation,"  but  the  changes  were  those  seen 
with  bundle  branch  block.  Therefore,  we  feel 
that  the  varying  P  wave  changes  are  the  best 
electrocardiographic  evidence  of  potassium 
intoxication.  The  changes  in  the  QRS  and  T 
waves  usually  seen  with  potassium  intoxica- 
tion were  obscured  by  the  acute  cardiac  dila- 
tation which  produced  right  bundle  branch 
block. 

Follow-up  electrocardiograms  showed  a 
gradual  increase  in  voltage  of  the  QRS  com- 
plex and  more  inversion  of  the  T  wave.  The 
second  record  in  figure  3  was  made  two 
weeks  after  discharge  and  showed  little 
change  from  the  last  record  in  the  hospital. 
It  is  uncertain  whether  or  not  the  T  wave 
changes  represent  permanent  damage  to  the 
myocardium ;  certainly  we  could  not  diagnose 
a  confluent  area  of  infarction.  Follow-up 
electrocardiograms  may  help  answer  these 
questions. 

Summary 

1.  A  case  of  acute  non-obstructive  renal 
insufficiency  ("lower  nephron  nephrosis") 
due  to  sulfadiazine  sensitivity  is  reported. 
Recovery  took  place  following  the  onset  of 
diuresis  on  the  tenth  day  of  anuria. 

2.  The  authors  advocate  conservative 
management  of  anuria,  with  fluid  restric- 
tion and  the  administration  of  relatively 
large  amounts  of  glucose  solution.  In  the  ab- 
sence of  facilities  for  detailed  and  repeated 
electrolyte  balance  studies,  therapy  may  be 
governed  to  a  great  extent  by  careful  clinical 
observations. 

3.  The  value  of  intravenous  procaine  in 
such  cases  deserves  further  study,  since  the 
renal  lesion  may  be  on  an  allergic  basis. 

4.  It  is  believed  that  the  electrocardio- 
graphic changes  due  to  "potassium  intoxica- 
tion" were  partially  obscured  by  the  changes 
due  to  acute  cardiac  dilatation,  but  they 
could  be  recognized. 


The  differential  diagnosis  of  diarrhea. — The  actual 
time  of  day  or  night  when  the  patient  has  to  empty 
the  bowel  is  of  considerable  importance.  Thus  it  is 
probably  safe  to  say  that,  if  diarrhea  disturbs  the 
patient  at  night  during  sleep,  the  cause  is  organic, 
whereas  in  my  experience  it  is  rare  for  functional 
diarrhoea  to  do  so.  Early  morning'  diarrhoea  is  sug- 
gestive of  some  lesion  in  the  rectum,  such  as  carci- 
noma, or  of  the  sprue  syndrome.  When  it  occurs  im- 
mediately after  a  meal  it  may  be  simply  due  to  in- 
testinal hurry  owing  to  an  over-excitable  small  bowel 
(lientric),  or  the  patient  may  be  allergic  to  some- 
thing in  his  food. — W.  Lindsay  Lamb:  The  Investi- 
gation of  Chronic  Diarrhoea  in  Adults,  Edinburgh 
M.  J.  55:205  (April)  1948. 


ASCITES  PROBABLY  DUE  TO  RUPTURE 
OF  A  PANCREATIC  PSEUDOCYST 

Report  of  Tiro  Cases 

Wingate  M.  Johnson,  M.D. 

Winston-Salem 

So  far  as  I  have  been  able  to  learn,  no  case 
of  ascites  due  to  rupture  of  a  pancreatic  cyst 
or  pseudocyst  has  been  reported  in  the  medi- 
cal literature.  Bockus'11  has  stated  that  "De- 
structive lesions  of  various  intra-abdominal 
organs  may  result  in  a  direct  outpouring  of 
blood,  cyst  fluid,  or  contained  material,  pro- 
ducing a  collection  of  fluid  in  the  peritoneal 
cavity."  In  the  list  of  diseases  which  may 
cause  ascites  he  named  "rupture  of  hollow 
viscus  (stomach,  intestine,  urinary  bladder, 
or  gallbladder) ,"  but  did  not  mention  the 
pancreas. 

The  three  cases  to  be  reported  were  all 
seen  in  the  North  Carolina  Baptist  Hospital 
between  1943  and  1947.  In  cases  2  and  3 
ascites  which  is  believed  to  have  been  due 
to  rupture  of  pancreatic  pseudocysts  was 
present  on  admission.  Ascites  never  develop- 
ed in  the  first  case,  but  the  findings  in  this 
patient  help  to  explain  the  occurrence  of  free 
abdominal  fluid  in  the  other  two. 


Case  1 


Case  Reports 


This  48  year  old  housewife  had  been  a 
known  diabetic  for  ten  years.  For  two  years 
before  admission  to  the  hospital  she  had  had 
frequent  episodes  of  severe  upper  abdominal 
pain,  which  were  relieved  by  a  hypodermic 
of  morphine  and  atropine.  Inasmuch  as  her 
gallbladder  had  been  removed  more  than  ten 
years  previously  and  no  satisfactory  explan- 
ation of  her  attacks  could  be  found,  she  was 
suspected  of  being  too  fond  of  the  needle. 

On  February  13,  1943,  she  had  an  unusu- 
ally severe  attack.  When  I  saw  her,  she  was 
lying  on  her  back  with  her  knees  drawn  up 
on  her  chest,  groaning  with  every  breath  and 
complaining  bitterly  of  pain  in  the  epigastric 
region  radiating  through  to  the  back.  A  hy- 
podermic was  given,  and  blood  was  drawn 
for  a  serum  amylase  determination.  This  was 
found  to  contain  452  Somogyi  units  of  amy- 
lase per  100  cc. 


From  the  Department  of  Internal  Medicine,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College  and  the  North 
Carolina  Baptist   Hospital,   Winston-Salem,   North   Carolina. 

1.    Bockus.     H.     L. :    Gastroenterology,     Philadelphia,     W.    B. 
Saunders  Co.,  1916.  v.  3,  pp.  21(1-211. 
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She  was  admitted  to  the  North  Carolina 
Baptist  Hospital,  and  continued  to  have  pain 
for  four  or  five  days.  On  February  15  a 
mass  could  be  felt  in  the  right  upper  quad- 
rant. This  steadily  increased  in  size,  until 
on  February  18  it  was  felt  as  a  large,  oval, 
fluctuant  mass  extending  from  the  right  cos- 
tal margin  to  the  crest  of  the  ilium.  Aspira- 
tion by  Dr.  A.  D.  Valk  obtained  practically 
pure  blood  which  contained  neither  aerobic 
nor  anaerobic  organisms.  The  mass  grad- 
ually subsided  and  her  general  condition  im- 
proved until  she  was  discharged  on  March  9. 

On  February  15  the  serum  amylase  was 
552,  but  by  February  20  it  was  within  normal 
limits — 85  Somogyi  units.  Her  temperature 
ranged  between  99  and  102.4  F.  for  the  first 
ten  days,  then  subsided  to  a  normal  range. 
The  leukocyte  count  was  9950  on  admission. 
This  was  the  highest  total  count  recorded. 
Just  before  she  was  discharged,  the  count 
was  only  4700.  The  differential  count  was 
within  normal  limits  throughout. 

During  the  first  week  in  the  hospital  it 
was  impossible  to  control  the  diabetes.  Sa- 
line was  given  intravenously,  together  with 
liquids  by  mouth  after  the  second  day,  and 
insulin  as  deemed  advisable.  On  February 
23  she  was  put  on  a  regular  diabetic  diet. 

After  leaving  the  hospital  she  was  free 
from  pain  for  two  months;  then  her  attacks 
began  to  recur  and,  as  before,  required  hypo- 
dermic medication.  With  the  attacks  she  vom- 
ited most  of  the  food  she  had  eaten  at  the 
previous  meal,  and  she  began  to  complain 
of  fullness  in  the  epigastrium  after  meals. 
In  July,  1943,  she  was  again  admitted  to 
the  hospital,  and  a  roentgenogram  showed 
"a  marked  pressure  deformity  of  the  pylorus 
and  duodenum  and  lesser  curvature  border 
of  the  stomach  with  obstruction.  .  .  .  The  ap- 
pearence  is  characteristic  of  a  gastro-hepa- 
tic  type  of  pancreatic  cyst." 

At  operation,  however,  it  was  found  that 
the  obstruction  was  due  to  a  dense  mass  of 
adhesions  which  was  obstructing  the  pylorus 
and  duodenum.  These  were  freed  and  the 
abdomen  was  explored.  The  liver  was  mod- 
erately enlarged :  the  pancreas  was  rather 
smaller  than  normal  and,  according  to  the 
surgeon's  notes,  was  "felt  to  be  atrophic." 

After  a  few  months  of  comparative  com- 
fort the  recurrent  attacks  of  epigastric  pain 
began  again.  Further  serum  amylase  determ- 
inations,  however,   were   within  the   lower 


limits  of  normal — 48  to  67  Somogyi  units. 
The  diabetes  was  poorly  controlled  except 
when  the  patient  was  in  the  hospital,  and 
she  began  to  have  marked  psychotic  symp- 
toms. These  may  have  been  due  to  repeated 
hypoglycemic  shocks,  since  she  was  careless 
about  the  dosage  of  insulin  as  well  as  about 
her  diet.  Eventually  her  severe  attacks  of 
pain  subsided,  but  the  psychoneurotic  symp- 
toms grew  worse. 

She  has  moved  to  another  town,  but  I 
have  heard  from  her  physician  a  number  of 
times.  She  is  still  a  psychoneurotic  problem. 
Her  last  serum  amylase  determination,  as  re- 
ported by  her  physician,  was  only  12  Som- 
ogyi units  —  suggesting  that  her  pancreas 
had  reached  the  fibrotic  stage  indicated  by 
the   findings  at  operation. 

Case  2 

A  21  year  old  divorcee  was  admitted  to 
the  North  Carolina  Baptist  Hospital  on  July 
23,  1947.  Six  months  before  admission  she 
began  having  dull,  aching  mid-epigastric 
pain  radiating  toward  the  left  upper  quad- 
rant and  associated  with  occasional  epi- 
sodes of  nausea  and  vomiting.  Six  weeks 
prior  to  admission  the  abdomen  began  to 
swell  rapidly.  Two  paracenteses  had  been 
done  before  her  admission  to  this  hospital, 
and  each  time  a  large  amount  of  fluid — she 
thought  "about  a  gallon  and  a  half" — was 
withdrawn.  This  was  said  to  have  been 
bloody. 

The  patient  stated  that  her  past  health 
had  been  good.  She  was  married  at  17.  Soon 
after  her  marriage  a  three  months'  preg- 
nancy was  interrupted  by  an  abortion,  which 
was  apparently  without  complications.  She 
said  that  for  a  number  of  years  she  had 
drunk  several  highballs  three  or  four  nights 
a  week. 

Physical  examination  was  negative  except 
for  an  apical  systolic  murmur  and  marked 
ascites.  The  proctoscopic  examination  was 
negative.  The  abdomen  was  tapped  twice,  on 
July  24  and  July  31.  The  first  time  9000  cc. 
of  fluid  was  obtained,  the  second  time  3000 
cc.  The  first  fluid  was  tinged  with  red,  the 
second  was  straw  colored.  Both  fluids  were 
sterile,  and  no  tumor  cells  were  found.  The 
first  fluid  obtained  had  a  specific  gravity  of 
1.012,  and  contained  20,000  red  blood  cells 
and  1,150  white  blood  cells  per  cubic  centi- 
meter, with  a  differential  count  of  50  per 
cent  lymphocytes  and  50  per  cent  polymor- 
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phonuclears.  The  second  fluid,  drawn  a  week 
later,  had  a  red  cell  count  of  40,000  and  a 
white  cell  count  of  2650,  with  23  per  cent 
polymorphonuclears,  34  per  cent  lympho- 
cytes, 6  per  cent  monocytes,  34  per  cent 
eosinophils,  and  1  per  cent  basophils. 

The  first  blood  count  showed  5,300,000  red 
blood  cells,  a  hemoglobin  of  12  Gm.,  and  10,- 
000  white  blood  cells,  with  23  per  cent  eosin- 
ophils. During  her  stay  in  the  hospital  the 
leukocyte  count  ranged  from  6,500  to  29,400, 
and  the  percentage  of  eosinophils  from  8  to 
45.  The  final  count  on  discharge  showed  10,- 
250  white  blood  cells  with  35  per  cent  seg- 
mented polymorphonuclears,  3  per  cent  non- 
segmented,  33  per  cent  eosinophils,  27  per 
cent  lymphocytes,  and  2  per  cent  monocytes. 
Repeated  urinalyses  were  negative,  and  liver 
function  tests  were  within  normal  limits. 
The  most  significant  laboratory  finding  was 
persistent  elevation  of  the  urinary  amylase, 
the  values  ranging  from  232  to  495  Somogyi 
units. 

The  blood  Kahn  test  was  negative.  A 
phenolsulfonphthalein  kidney  function  test 
showed  70  per  cent  excretion  in  two  hours; 
the  Fishberg  concentration  test  revealed  a 
specific  gravity  of  1.026.  A  bromsulfalein 
liver  function  test  showed  no  retention  of  dye 
in  forty-five  minutes.  Total  serum  proteins 
were  5.6  Gm.  per  100  cc,  with  3.2  Gm.  of 
albumin  and  2.4  of  globulin.  The  icterus  in- 
dex was  3  units,  and  the  prothrombin  time 
16  seconds,  against  a  control  of  13  seconds. 
The  stool  examination  was  negative  for  oc- 
cult blood  and  parasites. 

A  roentgenogram  of  the  chest  was  nega- 
tive except  for  obliteration  of  the  left  costo- 
phrenic  angle  by  old  adhesions.  An  intra- 
venous pyelogram  was  reported  negative. 
Roentgen  study  of  the  stomach,  duodenum, 
small  bowel,  and  colon  was  negative  except 
for  some  hypermotility  of  the  small  bowel, 
with  narrowing  throughout  the  greater  por- 
tion of  its  length. 

While  in  the  hospital  the  patient  had  sev- 
eral episodes  of  abdominal  pain,  but  they 
gradually  decreased  in  severity  and  frequen- 
cy. After  the  most  severe  attack  of  pain 
the  serum  amylase  reached  its  highest  point, 
495  Somogyi  units.  Her  temperature  ranged 
from  normal  to  103  F.,  and  the  pulse  was 
in  proportion. 

She  was  discharged  on  October  3,  1947. 
She  had  then  been  afebrile  for  a  week,  and 


no  free  fluid  could  be  demonstrated  in  her 
abdomen. 

Some  time  after  she  was  discharged  from 
the  North  Carolina  Baptist  Hospital,  this 
patient  vomited  bright  red  blood  on  a  few 
occasions,  and  she  continued  to  have  moder- 
ate pain  in  the  epigastrium  and  in  the  left 
subcostal  region  and  flank.  She  entered  the 
Hospital  of  the  University  of  Virginia  at 
Charlottesville  on  February  19,  1948.  To  Dr. 
H.  B.  Mulholland  I  am  indebted  for  the  rest 
of  the  story. 

A  blood  count  made  on  admission  showed 
3,400,000  red  cells,  and  8400  white  cells,  with 
68  per  cent  segmented  polymorphonuclears, 
24  per  cent  small  lymphocytes,  5  per  cent 
transitional  monocytes,  2  per  cent  eosino- 
phils, and  1  per  cent  basophils.  The  serum 
lipase,  bleeding  and  clotting  time,  bromsul- 
falein test,  and  serum  amylase  were  within 
normal  limits.  A  roentgenogram  of  the  stom- 
ach revealed  a  mass  in  the  cardia,  the  nature 
of  which  could  not  be  determined. 

An  exploratory  operation  was  performed 
on  March  1,  1948,  through  a  transthoracic 
approach.  Dr.  Mulholland  stated  that  "A 
large,  irregular  mass  wTas  felt  beneath  the 
diaphragm.  The  diaphragm  was  opened,  ex- 
posing a  nodular,  agglutinated,  inflamma- 
tory appearing  mass  which  involved  the 
spleen  and  stomach.  The  spleen  was  freed 
up  from  the  rest  of  the  mass  and  in  this 
process  a  cavity  containing  a  thick,  yellow, 
grumous  material  was  entered.  This  appear- 
ed to  be  an  old  chronic  abscess  in  the  side 
of  the  spleen.  The  spleen  was  then  removed 
and  its  pedicle  ligated.  After  the  spleen  had 
been  removed,  the  stomach  was  more  acces- 
sible, and  on  palpation  there  was  a  firm, 
rounded  mass  which  was  continuous  with 
the  large,  irregular  mass,  and  this  now  ap- 
peared to  be  arising  from  the  tail  of  the  pan- 
creas. It  could  not  be  separated  from  the  left 
kidney.  It  was  found  to  contain  numerous 
cavities  filled  with  fluid  and  the  same  yel- 
low, grumous  material  found  attached  to  the 
spleen.  It  was  impossible  to  remove  the  en- 
tire mass,  but  it  was  thought  to  be  a  chronic 
pancreatitis  with  multiple  abscess  forma- 
tion. The  anterior  wall  of  the  fundus  of  the 
stomach  was  then  opened  and  the  mucosa 
carefully  examined.  At  the  point  where  the 
extrinsic  mass  was  palpated,  the  gastric 
rugae  were  flattened  out,  but  it  was  com- 
pletely   covered    with    a    normal    appearing 
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layer  of  gastric  epithelium.  It  was  felt  that 
there  probably  had  been  ulceration  at  this 
point  which  accounted  for  the  gastrointes- 
tinal hemorrhages. 

"The  patient  was  discharged  on  the  14th 
of  March,  1948.  She  returned  to  the  Outpa- 
tient Department  on  the  26th  of  April,  1948, 
when  her  blood  amylase  was  26,  and  she 
felt  quite  well.  A  gastrointestinal  x-ray  at 
that  time  was  negative.  We  have  not  heard 
from  her  since  1948,  but  in  the  middle  of 
the  year,  she  seemed  to  be  doing  quite  well." 

Case  3 

An  8  year  old  boy  was  admitted  to  the 
pediatric  service  of  the  North  Carolina  Bap- 
tist Hospital  on  October  14,  1947,  with  a 
history  of  abdominal  swelling  of  three  weeks' 
duration.  The  abdomen  had  been  tapped 
twice  in  another  hospital.  The  first  time, 
three  quarts  of  fluid  were  removed;  at  the 
second  paracentesis,  one  quart  was  obtained. 

The  mother  stated  that  since  he  was  18 
months  old  he  had  had  "vomiting  spells," 
with  severe  colicky  pain,  coming  at  inter- 
vals of  two  to  five  months  and  lasting  two 
or  three  days.  Eight  weeks  before  admission 
he  had  had  an  unusually  severe  attack  of 
vomiting. 

When  the  boy  was  admitted  to  the  hospi- 
tal, his  temperature  was  99.6  F.,  the  pulse 
132,  blood  pressure  108  systolic,  50  diastolic. 
Marked  abdominal  swelling,  apparently  due 
to  free  fluid,  was  the  only  important  finding 
on  physical  examination. 

Laboratory  findings  were  as  follows :  hem- 
oglobin 14  Gm„  red  blood  cells  4,900,000. 
white  blood  cells  11,150,  with  62  per  cent 
segmented  polymorphonuclears,  6  per  cent 
nonsegmented,  1  per  cent  eosinophils,  27  per 
cent  lymphocytes,  and  4  per  cent  monocytes. 
Platelets  were  adequate,  and  no  parasites 
were  seen.  The  corrected  sedimentation  rate 
was  32  mm.  in  an  hour.  Nonprotein  nitrogen 
was  30  mg.  per  100  cc,  total  serum  proteins 
5  Gm.  (albumin  3.5,  globulin  1.5).  The  icter- 
us index  was  2  units.  A  bromsulfalein  liver 
function  test  showed  no  dye  retained  at  the 
end  of  thirty  minutes.  Urinalysis  was  nega- 
tive. A  tuberculin  test,  using  old  tuberculin 
1:1000,  was  negative. 

A  paracentesis  was  done  soon  after  admis- 
sion, and  6600  cc.  of  grossly  bloody  fluid  was 
obtained.  It  was  sterile,  but  contained  num- 
erous red  and  white  cells,  with  polymorpho- 
nuclears predominating. 


The  x-ray  department  reported  negative 
findings  on  an  intravenous  pyelogram,  a 
gastrointestinal  series,  and  a  barium  enema 
examination. 

The  boy's  temperature  continued  to  range 
from  98  to  100.4  F.,  and  the  fluid  began  re- 
forming rather  rapidly.  On  October  23 — the 
tenth  day  after  admission — an  exploratory 
laporatomy  was  performed.  On  opening  the 
abdomen  4900  cc.  of  amber  colored  fluid 
was  recovered,  and  considerably  more  es- 
caped the  suction.  In  the  upper  abdomen 
many  light  adhesions  between  the  omentum 
and  peritoneum,  and  between  a  few  loops  of 
small  bowel  were  found.  These  were  easily 
broken  up.  The  organs  in  the  abdomen  were 
explored,  and  all  were  found  to  be  normal 
except  the  pancreas.  It  was  not  enlarged, 
but  its  head  contained  several  nodules.  One 
of  these  was  removed  for  biopsy.  The  Dath- 
ologist's  report  on  the  biopsy  was :  "These 
are  sections  of  pancreatic  tissue  in  which 
the  islets  and  glandular  cells  are  present. 
The  glandular  elements  occur  in  small  islands 
and  there  is  considerable  scarring  between 
and  around  these  islands."  The  diagnosis 
was  "chronic  pancreatitis  with  scarring." 

Following  the  operation,  from  which  he 
made  a  good  recovery,  the  boy  was  given 
three  roentgen  treatments  over  the  midepi- 
gastrium — 160  r.  in  air  at  each  treatment — 
for  their  possible  beneficial  effect  upon  the 
pancreatitis.  He  was  also  put  on  a  high  pro- 
tein, high  calorie  diet,  with  supplementary 
vitamins.  No  further  paracentesis  was  nec- 
essary, and  apparently  the  fluid  did  not 
reform. 

The  first  serum  amylase  determination 
was  made  on  October  28,  and  was  definitely 
elevated — 362  Somogyi  units.  This  elevation 
persisted  throughout  the  rest  of  his  stay  in 
the  hospital,  the  serum  amylase  ranging 
from  330  to  401  Somogyi  units. 

After  his  discharge  from  the  hospital  the 
patient  returned  at  regular  intervals  until 
June  6,  1949,  when  he  was  finally  dismissed. 
He  had  a  few  episodes  of  vomiting,  but  these 
came  at  longer  intervals.  On  his  last  visit 
to  the  hospital,  he  had  vomited  only  once  in 
six  months.  His  weight  had  increased  from 
72  pounds  to  1091  '2  in  twenty  months,  and 
his  general  condition  was  good.  In  Febru- 
ary, 1948,  his  serum  amylase  was  190  units. 
On  subsequent  visits  it  was  within  normal 
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limits.  The  last  recorded  reading  (January 
3,  1949)  was  70  units.  Urinalyses  and  blood 
counts  were  also  normal  at  this  time. 

Comment 

All  three  of  these  patients  gave  histories 
quite  characteristic  of  recurrent  pancreatitis. 
In  each  case  the  serum  amylase  determina- 
tions and  the  operative  findings  confirmed 
the  clinical  diagnosis.  The  history  of  the 
first  patient  makes  it  seem  quite  likely  that 
in  each  of  the  last  two  cases  a  pseudocyst  had 
formed  and  ruptured.  In  the  first  case  a 
huge  pseudocyst  formed  within  five  days 
after  the  severe  attack  of  pain,  and  disap- 
peared in  an  almost  incredibly  short  time. 
The  aspiration  proved  that  it  contained  ster- 
ile bloody  fluid.  Because  of  its  relatively 
enormous  size,  its  walls  must  have  been  quite 
thin  and  under  tremendous  pressure.  If  the 
patient  had  had  a  violent  fit  of  coughing  or 
vomiting,  it  is  likely  that  it  would  have 
ruptured.    Fortunately  she  had   neither. 

Both  of  the  other  patients,  however,  vom- 
ited repeatedly.  If  it  be  assumed  that  each 
of  them  had  had  a  pancreatic  pseudocyst  fol- 
lowing pancreatitis,  it  is  quite  easy  to  under- 
stand that  the  increased  pressure  caused 
by  vomiting  could  have  caused  this  to  rup- 
ture. The  well  known  tendency  of  pancreatic 
juice  to  cause  both  hemorrhage  and  irrita- 
tion would  explain  the  bloody  fluid  obtained 
from  both  patients  by  paracentesis. 

The  fact  that  in  the  first  case  no  trace  of 
the  cyst  was  found  at  operation  less  than 
five  months  after  it  was  aspirated  would 
help  to  explain  the  operative  findings  in  the 
last  two  patients. 

No  explanation  is  offered  for  the  eosino- 
philia  present  in  case  2.  It  is  quite  interesting 
to  note  that  the  differential  count  had  re- 
verted to  normal  within  the  four  and  one 
half  months  that  elapsed  between  this  pa- 
tient's discharge  from  the  North  Carolina 
Baptist  Hospital  and  her  admission  to  the 
University  of  Virginia  Hospital. 

In  retrospect,  it  is  easy  to  see  that  the 
fluid  aspirated  from  the  cyst  in  the  first  pa- 
tient, and  that  recovered  by  paracentesis  in 
the  other  two  cases  should  have  been  ex- 
amined for  their  content  of  amylase  and  pos- 
sibly for  other  pancreatic  hormones.  In  spite 
of  the  lack  of  this  confirmatory  evidence, 
however,  I  feel  that  there  can  be  little  doubt 
regarding  the  pancreatic  origin  of  the  fluid 
in  all  three  cases. 


Summary 
Two  cases  of  ascites,  presumably  due  to 
ruptured  pancreatic  pseudocysts,  and  a  third 
case  of  a  pancreatic  pseudocyst  which  did 
not  rupture  are  described.  It  is  believed  that 
these  are  the  first  cases  of  ascites  from  rup- 
tured pancreatic  cysts  to  be  reported. 


PITYRIASIS  ROSEA 

Report  of  Atypical  Case  with  Systemic 
Manifestations 

George  W.  James,  M.D. 

Winston-Salem 

As  a  rule  pityriasis  rosea  is  an  acute,  self- 
limited,  eruptive  disease,  characterized  by 
superficial  scaling  maculopapules  of  varying 
size  (fig.  1).  The  lesions  are  usually  round, 
oval,  or  circinate,  and  the  color  varies  from 
rose  to  fawn.  The  eruption  is  usually  limited 
to  the  area  covered  by  a  bathing  suit  (1890 
style). 

The  disease  is  most  common  in  young 
adults,  but  may  be  seen  at  any  age  or  in  either 
sex.  In  most  cases  a  single  lesion — the  so- 
called  herald  plaque — precedes  the  general 
outbreak  by  seven  to  fourteen  days.  The  ex- 
act immunologic  significance  of  this  sequence 
is  not  entirely  clear.  The  early  symptoms  may 
be  so  mild  that  the  primary  lesion  escapes 
recognition  until  the  eruption  is  fully  devel- 
oped. At  the  height  of  the  disease  the  cu- 
taneous lesions  may  become  quite  conspicu- 
ous, especially  over  the  trunk,  clavicles,  ribs, 
and  scapulas.  Less  frequently  the  exposed 
surfaces  of  the  face  and  hands  are  involved. 
There  is  little  induration  and  the  patches  ap- 
pear quite  superficial.  The  oval  lesions  are 
often  located  along  the  lines  of  cleavage,  and 
the  distal  ends  appear  slightly  frayed.  The 
scales  are  usually  dry  and  furfuraceous. 

There  may  be  mild  to  moderate  pruritus, 
and  in  acute  cases  the  itching  may  become 
severe.  Mild  constitutional  disturbances  — 
headache,  moderate  elevation  of  tempera- 
ture, congestion  of  the  fauces,  and  slight 
enlargement  of  the  submaxillary  and  cervical 
glands — may  occur. 

Pityriasis  rosea  usually  runs  its  course  in 
four  to  six  weeks.  The  duration  of  the  erup- 
tion may  be  shortened  and  the  symptoms 
ameliorated  by  proper  treatment. 


From  the  Section  on  Dermatology,  Department  of  Internal 
Medicine.  Bowman  Gray  School  of  Medicine  of  Wake  Forest 
College,   Winston-Salem,    Norlh   Carolina. 


138 


NORTH   CAROLINA   MEDICAL  JOURNAL 


March,  1950 


Fig.  1.  Superficial  scaly,  oval, 
erythematous  lesions  in  the  pos- 
terior cervical  region. 


Fig.  2.  The  herald  plaque,  in- 
voluting, may  be  seen  just  below 
the  eve. 


Fig.  3.  Photograph  of  the  an- 
terior chest  and  cervical  region 
showing  multiple  round,  scaly, 
superficial  lesions  with  clearing 
in  the  center. 


The  etiology  of  this  disease  is  not  known. 
The  incidence  is  greater  in  the  spring  and 
fall.  Some  authors  have  noted  that  physical 
fatigue  or  severe  nervous  stress  may  be  a 
precipitating  factor.  There  is  some  evidence 
to  suggest  an  infectious  basis  for  this  dis- 
ease. 

Histopathologic  studies  show  edema  in  the 
upper  cutis  and  papillary  bodies.  There  is  a 
perivascular  infiltrate  of  leukocytes,  lymph- 
ocytes, and  occasional  plasma  cells.  Slight 
acanthosis  and  a  varying  degree  of  paraker- 
atosis are  present.  In  short,  the  pathologic 
picture  is  often  not  diagnostic  and  may  vary 
considerably,  depending  on  the  stage  of  evo- 
lution of  the  lesion  chosen  for  biopsy. 

The  following  case  is  presented  because  of 
several  unusual  aspects:  (1)  severe  consti- 
tutional symptoms  (frontal  headache,  appre- 
hension, nausea  and  vomiting),  (2)  extreme 
and  uncontrollable  pruritus,  and  (3)  atypi- 
cal distribution  of  the  cutaneous  eruption, 
the  primary  lesion  being  located  on  the  right 
infraorbital  region  (fig.  2).  It  is  possible  that 
the  proximity  of  the  primary  lesion  to  the 
cerebrum  might  account  for  the  severe  sys- 
temic manifestations. 

Report  of  a  Case 

A  38  year  old  white  woman  was  first 
seen  July  1,  1949,  with  an  erythematous,  raa- 
culopapular,  oval  plaque  measuring  3  by  4 
cm.  on  the  cutaneous  surface  of  the  right 
lower  eyelid  and  the  adjacent  area  (fig.  2). 
It  was  covered  by  a  superficial  fawn-colored 
scale  and  showed  some  clearing  in  the  center. 
About  the  anterior  cervical  region  and  upper 
anterior  portion  of  the  chest  there  were  mul- 
tiple lesions  of  a  similar  character  but  of 
shorter  duration  and  smaller  size  (fig.  3). 

The  right  submaxillary  and  right  anterior 


cervical  lymph  nodes  were  enlarged  and 
slightly  tender.  There  was  crepitation  in  an 
old  depressed  scar  near  the  upper  outer 
quadrant  of  the  right  buttock.  This  scar  re- 
sulted from  an  injection  in  childhood. 

According  to  the  history,  the  primary  le- 
sion had  preceded  the  eruption  in  the  cervical 
region  by  approximately  fourteen  days. 
There  had  been  some  pruritus  since  the  on- 
set of  the  eruption,  but  the  itching  had  in- 
creased to  severe  intensity.  For  this  reason, 
and  because  of  extreme  apprehension,  fron- 
tal headache,  nausea  and  vomiting,  the  pa- 
tient was  admitted  to  the  hospital. 

Many  new  lesions  continued  to  develop, 
especially  about  the  trunk.  The  maculopapu- 
lar  lesions  about  the  neck  became  edematous 
and  more  erythematous. 

The  systemic  symptoms  persisted,  and 
heavy  sedation  was  required.  Some  relief  of 
the  pruritus  was  afforded  by  hydrolyzed 
starch  baths,  resorcinol-glycerin  lotion,  and 
antihistamine  preparations.  It  was  necessary 
to  give  intravenous  glucose  in  saline  because 
of  the  nausea  and  vomiting.  Analgesics  and 
narcotics  failed  to  relieve  the  frontal  head- 
ache. 

On  the  fifth  day  of  hospitalization  there 
developed  a  generalized,  profuse,  erythema- 
tous, punctate,  papular  eruption  which  was 
most  marked  on  the  abdomen.  These  lesions 
were  not  pruritic  and  caused  the  patient  lit- 
tle discomfort. 

The  past  medical  history  included  a  se- 
vere illness  in  childhood,  an  appendectomy  at 
the  age  of  14,  thrombophlebitis  of  the  left 
saphenous  vein  at  26,  obstruction  of  the  left 
kidney  at  30,  undulant  fever  at  31,  and  re- 
moval of  a  rectal  fistula  and  cervical  polyps 
at  37.  Shortly  before  the  onset  of  the  present 
eruption  she  had  been  troubled  with  pain  in 
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the  joints,  especially  the  shoulder.  She  had 
had  four  pregnancies,  all  normal  except  for 
slight  uterine  bleeding  for  seven  months  dur- 
ing the  third  pregnancy.  The  family  history 
and  the  marital  and  social  histories  were 
non-revealing.  The  patient  felt  that  she  had 
always  been  a  somewhat  nervous  individual, 
but  could  not  recall  any  definite  psychic 
traumatic  incidents. 

The  hemoglobin  was  14  Gm.,  the  red  cell 
count  4,620,000,  the  white  cell  count  8000, 
with  a  normal  differential  except  for  a  rela- 
tive lymphocytosis.  Blood  sugar,  chlorides, 
and  calcium  determinations  were  normal. 
The  sedimentation  rate  (Wintrobe  method) 
fluctuated  from  8  to  14  mm.  in  an  hour.  An 
agglutination  test  for  brucellosis  was  nega- 
tive. 

A  biopsy  of  one  of  the  lesions  in  the  mid- 
dorsal  region  revealed  the  following  findings : 

"The  epidermis  was  irregularly  acantho- 
tic.  The  edema  was  mostly  intercellular  with 
some  intracellular  involvement.  The  stratum 
corneum  was  thickened  with  some  parakera- 
tosis. The  papillae  were  edematous,  club 
shape  and  contained  engorged  capillaries. 
The  inflammatory  cell  infiltration  was  large- 
ly confined  to  the  region  of  the  subpapillary 
plexus  of  vessels.  A  few  eosinophils  and 
plasma  cells  were  included  among  the  lym- 
phocytes and  fibroblasts  which  predomin- 
ated." 

After  approximately  one  week  of  hospital- 
ization the  systemic  symptoms  improved  and 
the  cutaneous  eruption  began  to  subside. 
Moderate  pruritus  continued,  and  it  was  nec- 
essary to  have  the  patient  wear  gloves  in 
order  not  to  traumatize  the  skin.  Approxi- 
mately four  weeks  after  the  onset  of  symp- 
toms, the  entire  cutaneous  integument  was 
clear  and  the  patient  felt  quite  well. 

Summary 
An  atypical  case  of  pityriasis  rosea  is  pre- 
sented in  which  the  systemic  manifestations 
of  headache,  nausea,  vomiting,  and  pruritus 
were  more  severe  than  usual.  The  primary 
lesion  was  located  in  the  right  infraorbital 
region — a  site  which  is  uncommon  in  this 
disease. 
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The  tuberculosis  mortality  rate  for  1947  was  the 
lowest  ever  recorded  in  the  United  States.  An  even 
further  reduction  in  the  tuberculosis  death  rate  in 
1948  is  indicated  by  the  estimated  rate  of  30.3,  based 
on  a  10  per  cent  sample  of  death  certificates. — Sara 
A.  Lewis,  Pub.  Health  Rep.,  April  1,  1949. 


PHYSICIANS  OF  NORTH  CAROLINA 

Mrs.  J.  C.  Trent,  Editor 

Durham 

II 

HUGH  WILLIAMSON 

Though  Hugh  Williamson  was  a  Pennsyl- 
vanian  by  birth,  he  resided  for  a  significant 
portion  of  his  life  in  Edenton,  North  Caro- 
lina, and  served  that  state  in  its  House  of 
Commons  and  as  surgeon  to  its  militia. 

His  father,  John  Williamson,  a  clothier  of 
Dublin,  emigrated  to  America  about  1730 
and  settled  in  Chester  County,  Pennsylvania, 
where  he  married  a  young  Irish  girl,  Mary 
Davison.  Hugh,  the  eldest  of  their  large 
family,  was  born  on  December  5,  1735.  The 
Williamsons  were  industrious  and  energetic 
and  prepared  Hugh  for  the  ministry,  though 
from  his  early  years  as  a  student  he  showed 
a  special  aptitude  for  mathematics.  He  had 
his  schooling  at  New  London  Crossroads 
and  Newark,  Delaware,  and  was  in  the  first 
class  graduated  from  the  College  of  Phila- 
delphia in  1757.  After  spending  two  years 
settling  his  father's  estate  in  Shippensburg, 
he  studied  theology  in  Connecticut  and  was 
licensed  as  a  preacher  by  the  Philadelphia 
presbytery,  though  he  was  never  ordained. 

Despite  this  theological  training,  William- 
son decided  to  turn  to  a  scientific  career  and 
was  appointed  professor  of  mathematics  at 
the  University  of  Pennsylvania  in  1760.  He 
later  resigned  from  this  position  in  order 
to  go  abroad  to  study  medicine.  Since  Amer- 
ican medicine  of  the  eighteenth  century  was 
predominantly  under  English  influence,  Wil- 
liamson went  to  Edinburgh  and  to  London. 
In  Edinburgh  he  profited  by  association 
with  the  elder  Monro,  Whytte,  Cullen,  Home, 
Alston  and  Dr.  John  Gregory*1'.  He  rounded 
out  his  studies  in  Holland,  Boerhaave's  great 
area  of  influence,  and  received  his  M.D.  de- 
gree at  the  University  of  Utrecht  in  1772. 
He  then  returned  to  Philadelphia  to  start  his 
medical  practice. 

1.  Hosaek.  D.:  Hugh  Williamson,  Essays  on  Various  Sub- 
jects of  Medical  Science,  v.  1,  New  York,  J.  Seymour, 
1824,    p.    151. 
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Williamson  had  broad  interests,  and  as 
was  true  of  so  many  eighteenth  century 
scientists  he  took  all  knowledge  as  his  prov- 
ince and  had  the  courage  to  enter  many 
varied  fields  of  research.  In  1768  he  was 
elected  to  membership  in  the  American 
Philosophical  Society,  and  in  the  following 
year  was  appointed  one  of  a  commission  to 
study  the  transits  of  Venus  and  Mercury. 
He  developed  an  original  theory  regarding 
comets  which  is  incorporated  in  "An  Essay 
on  Comets,"  published  in  the  Transactions 
of  the  American  Philosophical  Society,  vol- 
ume 1,  1771. 

In  1773  he  undertook  the  task  of  collecting- 
money  from  the  West  Indies  and  England 
for  the  Academy  of  Medicine  at  Newark, 
Delaware.  While  waiting  in  Boston  to  sail 
for  England,  he  became  acquainted  with 
Adams,  Warren,  Otis,  and  other  patriots'21. 
He  was  a  witness  of  the  Boston  Tea  Party 
at  that  time  and  carried  the  news  of  it  to 
England.  Summoned  before  the  Privy  Coun- 
cil there,  he  urged  England  to  use  concilia- 
tory tactics  in  handling  the  incident  and 
warned  them  that  further  coercion  on  the 
part  of  Parliament  might  produce  conflict. 
While  in  England  he  learned  of  the  clandes- 
tine correspondence  between  Governor 
Hutchinson  and  a  British  cabinet  officer 
plotting  against  America,  and  by  a  brilliant 
maneuver  he  seized  the  letters  and  turned 
them  over  to  Benjamin  Franklin.  He  was 
also  the  author  of  a  letter  to  Lord  Mansfield, 
entitled  "The  Plea  of  the  Colonies,"  pub- 
lished anonymously  in  1775  and  written  in 
the  hope  of  maintaining  friendship  between 
America  and  the  British  Whigs. 

Despite  these  intrigues  and  the  exciting 
activities  of  the  moment,  Williamson  had 
found  time  to  engage  in  scientific  experi- 
mentation with  John  Hunter,  and  one  of  the 
papers  he  worked  on  at  that  time  was  pub- 
lished in  the  Philosophical  Transactions  of 
the  Royal  Society,  1775.  It  was  entitled, 
"Experiments  and  Observations  on  the 
Gymnotous  Electricus,  or  Electric  Eel." 

Williamson  left  London  for  Holland  fol- 
lowing the  Hutchinson  letter  incident,  but 
he  had  not  been  there  long  when  he  received 
word  of  the  Declaration  of  Independence. 
He  embarked  immediately  for  Philadelphia, 
hoping  to  obtain  a  post  as  army  surgeon. 

2.    Hosack,    D.  (1),    p.    101. 


Finding  none  available,  he  engaged  in  mer- 
cantile voyaging  and  moved  his  home  to 
Edenton,  North  Carolina,  where  he  built  up 
a  good  West  Indian  trade  and  practiced 
medicine  again.  He  offered  his  services  to 
Governor  Caswell  and  was  sent  to  New  Bern 
to  inoculate  troops  against  smallpox.  As  a  re- 
sult he  became  an  enthusiastic  advocate  of 
inoculation  as  a  protective  measure  in  mili- 
tary medicine.  He  was  made  surgeon  general 
of  the  state  troops  and  attended  the  wounded 
at  the  Battle  of  Camden,  receiving  permis- 
sion to  enter  the  British  line  to  treat  Ameri- 
can prisoners.  He  made  an  unsuccessful  at- 
tempt to  have  the  American  prisoners  inoc- 
ulated, and  wrote  to  Major  England  on 
August  30,  1780 : 

"I  presume  that  Lord  Cornwallis  is  informed  that 
of  the  North  Carolina  Prisoners  lately  sent  to 
Charles  Town,  who  I  apprehended  are  from  3  to  400, 
hardly  a  single  man  has  had  Small  Pox.  There  is,  I 
presume,  the  utmost  danger  of  those  men  taking 
the  Disease  in  the  Natural  way,  unless  well-inocu- 
lated. Be  so  kind  as  to  inform  me  whether  Lord 
Cornwallis  is  willing  these  Troops  should  be  inocu- 
lated,  and   by  whom   he   wishes   it   should   be   done 

.    ."(3). 

Major  Desmond   replied  two  days  later : 

"...  I  have  had  Lord  Cornwallis's  orders  to  ac- 
quaint you  that,  with  respect  to  the  American  pris- 
oners sent  to  Charles  Town  being  inoculated,  his 
Lordship  will  give  proper  orders."*41 

In  his  experiments  with  drainage  and  san- 
itation while  encamped  in  the  Dismal 
Swamp  he  achieved  a  remarkable  record  for 
that  day,  with  only  two  deaths  out  of  a  force 
ranging  from  500  to  1200  in  number'"". 

Ashburn  says  that  unquestionably  the 
medical  man  of  Revolutionary  times  was 
more  of  a  publicist  and  civil  leader  than 
physicians  are  now'01.  With  the  war  at  an 
end,  Williamson  entered  upon  a  political  ca- 
reer. His  country's  new  political  experiment 
was  a  challenge  to  him.  He  was  elected  from 
the  borough  of  Edenton  to  the  House  of 
Commons  in  North  Carolina  for  three  years 

1.    Letter  from   Hugh  Williamson   to  Major  England,    quoted 

in    Gordon,    M.    B.:    Aesculapius    Comes    to    the    Colonies, 

Ventnor,  N.  J.,  Ventnor  Publishers,   1949,  pp.   ■131-132. 
4.    Letter  from   Major  Desmond  to   Hugh   Williamson   quoted 

in   Gordon,   M.   B. :   Aesculapius   Comes  to  the  Colonies(3). 
j.    Hamilton,   J.    G.    de    R.:    Hugh    Williamson,    in    Dictionary 

of  American  Biography,   New  York,    Scribner,    1913,   v.   20, 

p.    299. 
0.    Ashburn,  P.  M.:  A   History  of  the  Medical  Department  of 

the   United   States  Army,   Boston,   Houghton    Mifflin,    1929, 

p.  3. 
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beginning  in  1782,  and  served  again  in  the 
same  capacity  from  Chowan  County  in  1785 
for  a  year.  In  1786  he  accepted  an  appoint- 
ment to  the  Annapolis  convention,  and  soon 
after  wrote  "Letters  of  Sylvius,"  published 
anonymously  in  the  American  Musejun  for 
August,  1787.  These  letters  show  the  evils  of 
paper  money,  recommend  an  excise  rather 
than  a  land  or  poll  tax,  and  advocate  strong- 
ly the  promotion  of  domestic  manufacture 
and  adoption  of  a  national  dress: 

".  .  .  We  do  not  count  it  an  honor  to  imitate  the 
forms  of  government  that  prevail  in  Europe — Why 
should  we  think  it  honourable  to  imitate  the  fashion 
of  their  coats  ?"(7) 

Williamson  was  appointed  by  Governor 
Caswell  to  the  Federal  Convention  of  1787, 
and  became  an  active  participant.  He  sup- 
ported a  strong  federal  government,  took  a 
stand  for  a  plural  executive,  a  seven  year 
term  and  re-eligibility,  and  played  a  large 
part  in  obtaining  the  compromise  on  repre- 
sentation in  the  two  houses  of  Congress.  He 
voted  for  the  Constitution  and  worked  hard 
for  its  ratification  in  North  Carolina.  He 
was  elected  to  the  First  Congress  in  1789, 
and  was  re-elected  to  the  second. 

In  January  of  1789  he  married  Maria  Ap- 
thorpe  of  New  York,  and  in  1793  he  moved 
to  that  city  to  devote  the  remainder  of  his 
life  to  literary  and  scientific  researches.  In 
1805  he  published  his  "Report  as  Commis- 
sioner to  Inquire  in  the  Origin  of  the  New 
York  Yellow  Fever  Epidemic  in  1805."  His 
work  on  climate,  "Observations  on  the  Cli- 
mate in  Different  Parts  of  America" 
(1811),  was  considered  his  best  contribution 
to  science,  and  this  original  paper  secured 
him  membership  in  the  Holland  Society  of 
Science  and  the  Society  of  Arts  and  Sciences 
of  Utrecht,  and  an  honorary  degree  from  the 
University  of  Leyclenisi.  His  two  volume  his- 
tory of  North  Carolina  appeared  in  1812. 

Williamson  was  one  of  the  original 
trustees  of  the  University  of  North  Carolina, 
a  trustee  of  the  College  of  Physicians  and 
Surgeons  and  the  University  of  the  State  of 
New  York,  a  prominent  member  of  the  New 

7.  Letters  of  Sylvius,  edited  by  W.  K.  Boyd,  Historical 
Papers  published  by  Trinity  College  Historical  Society, 
series  15,  Durham,  N.  C,   1915,  Letter  IV,  p.  23. 

S.  Dr.  Hosack(l)  quotes  Jefferson  as  saying  of  this  contribu- 
tion by  Williamson: 

"The  memoir  in  the  Philosophical  Transactions,  as1  the 
change  of  climate  in  America,  I  have  ever  considered  as  a 
remarkably  ingenious,  sound  and  satisfactory  piece  of 
philosophy."    (p.  158) 


York  Historical  Society,  and  a  co-founder 
with  DeWitt  Clinton  of  the  Literary  and 
Philosophical  Society  of  New  York.  His  lat- 
ter years  were  saddened  by  the  death  of  his 
wife  and  two  sons.  His  health  failed,  and  he 
died  while  taking  his  accustomed  afternoon 
ride  on  May  22,  1819. 

Thomas  Cary  Johnson  says  that  "Hugh 
Williamson  of  North  Carolina  and  John  Lin- 
ing and  Alexander  Garden  of  Charleston 
were  among  the  most  celebrated  of  colonial 
scientists."''"  Williamson  was  a  recognized 
scholar,  an  able  physician,  and  a  resourceful 
army  surgeon,  who,  never  hesitating  to  ac- 
cept public  duty  and  responsibility,  partici- 
pated actively  in  the  social,  cultural,  and 
political  life  of  the  young  United  States. 

M.  B.  T. 

P.    Johnson,  T    G  :  Scientific  Interests  in  the  Old  South    New 
^ork,  D.   Appleton   Century,   1030,   p.   10. 


The  psychoneurotic  disabilities  of  peace  which  will 
constitute  50%  or  more  of  your  future  practices  do 
not  differ  essentially  from  those  encountered  in  war. 
Among  your  patients  you  will  discover  those  whose 
disease  should  be  called  "no  disease",  whose  illness 
is  a  result  of  selfishness  and  lack  of  courage,  but 
among  those  suffering  from  functional  complaints 
you  will  recognize  disorders  of  psyche,  distinct  from 
ethical  defects.  I  do  not  believe  that  we,  as  men  of 
medicine,  are  qualified  to  judge  others  on  an  ethical 
plane  but  I  do  believe  that  it  is  our  duty  to  scrutin- 
ize our  personal  as  well  as  our  national  lives  as 
though  we  were  responsible  citizens  capable  of  dis- 
tinguishing right  from  wrong.  With  death  as  the 
possible  reward  for  possession  of  morale,  the  lack 
of  it  in  battle  can  be  understood.  Can  we,  through 
some  distorted  psychiatric  concepts,  excuse  the  loss 
of  civilian  virtues — morals?  Should  we  disguise  our 
psychiatric  failures  and  thus  lose  the  scientific  virtue 
—truth  ?— Alexander  R.  MacLean:  "No  Disease," 
Canad.  M.  Assoc.  J.  56:324   (March)   1947. 


The  effect  of  psychiatry  on  ethics. — With  .  .  .  in- 
creasing popular  recognition  of  the  impact  of  an 
individual's  past  on  his  present  and  future  beha- 
viour, the  ethics  of  our  civilization  have  correspond- 
ingly been  interpreted  in  freudian  and  behaviour- 
istic  terms.  Morality  is  defined  in  words  of  instinct 
and  the  conditioned  reflex,  and  this  scientific  lan- 
guage, although  it  does  not  change  the  essence  of 
the  thing  described,  serves  to  remove  the  stigma  of 
amoral  action.  And  yet  if  we  are  to  admit  that 
there  are  such  qualities  as  courage  and  fortitude, 
we  must  equally  insist  that  there  are  cowardliness 
and  weakness  of  character.  For  if  we  turn  our  faces 
away  from  the  possibility  of  unethical  behaviour, 
the  decorations  of  our  men  for  valour  in  battle,  and 
our  verbally  expressed  appreciation  of  the  sacrifices 
that  men  have  made  of  their  limbs  and  lives  in  the 
defence  of  then  country,  become  worthless,  hypo- 
critical rewards  given  by  a  cynical  people. — Alex- 
ander R.  MacLean:  "No  Disease,"  Canad.  M.  Assoc. 
J.  56:322  (March)  1947. 
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MEDICAL  CARE   INSURANCE   FOR 
LOW  INCOME  GROUPS 

On  Sunday,  March  5,  the  elected  delegates 
of  the  Medical  Society  of  the  State  of  North 
Carolina  met  in  Raleigh.  The  meeting  was 
called  in  an  attempt  to  solve  some  of  the 
many  perplexing  problems  involved  in  set- 
ting up  an  insurance  plan  which  will  provide 
for  an  equitable  distribution  of  the  cost  of 
medical  care,  especially  to  families  of  low 
incomes. 

The  atmosphere  in  which  the  session  was 
held  was  unique  in  the  experience  of  the  So- 
ciety. At  the  opening  of  the  meeting  it  came 
as  a  shock  to  the  delegates  to  learn  that,  on 
the  considered  advice  of  those  with  experi- 
ence in  such  matters,  exact  stenographic 
records  of  the  discussion  would  not  be  kept. 
This  precaution  seemed  necessary  because 
of  the  threats,  direct  and  implied,  in  the 
rifling  of  the  A.M. A.  offices,  in  the  investi- 
gation under  income  tax  laws  of  physicians 
who  have  dared  to  speak  their  opinions 
freely,  and  in  the  indictment  under  anti- 
trust laws  of  state  and  local  medical  socie- 
ties. The  fear  of  punitive  action  by  the  gov- 


ernment hung  over  the  delegates  like  a 
Sword  of  Damocles ;  in  some  instances  it 
actually  hindered  the  work  of  the  Society. 

Because  of  the  possibility  of  anti-trust 
prosecution,  the  idea  of  permitting  one  of 
the  Blue  Cross  companies  in  the  state  to 
handle  the  medical  care  insurance  was  aban- 
doned in  favor  of  a  wide  open  competitive 
field  for  all  types  of  insurance  companies. 
This  decision  was  made  in  spite  of  legal 
advice  that  the  step  was  unnecessary.  The 
wisdom  of  the  plan,  in  an  essentially  rural 
state  of  relatively  small  population  and  with 
small  groups  of  purchasers,  will  have  to  be 
determined  by  the  test  of  time  and  actuarial 
experience. 

Considerable  progress  was  made  in  under- 
standing and  meeting  the  patient's  needs. 
The  delegates'  decisions  gave  striking  evi- 
dence that  their  first  concern  was,  "What  is 
best  for  the  patient?"  The  doctors  preferred 
a  service  policy  which  would  protect  the  pa- 
tient financially.  Under  such  a  policy  the 
hospital  and  the  physician  agree  to  accept 
the  fees  guaranteed  in  the  contract  as  com- 
plete payment  for  all  charges  incurred  in 
the  hospital  during  an  illness.  With  this  type 
of  policy,  it  is  impossible  for  the  low  income 
family  to  be  wrecked  financially  by  a  single 
illness.  The  insurance  companies  preferred 
an  indemnity  policy.  Under  such  a  policy  the 
company  would  pay  the  hospital  and  the 
physician  stated  amounts.  The  policy  would 
contain  a  provision  that  this  amount  was  in 
full  payment  only  if  the  family's  annual  in- 
come was  under  a  certain  figure.  If  the  in- 
come exceeded  that  figure,  the  patient  under- 
stood that  additional  charges  could  be  made. 
The  policy  would  be  sold  to  anyone,  regard- 
less of  income,  and  it  would  be  the  physi- 
cian's responsibility  to  determine  the  fam- 
ily's financial  status  each  time  the  policy 
was  used.  The  patient  would  not  be  protected 
in  the  event  that  the  hospital  or  physician 
Avas  not  willing  to  accept  the  stated  fees. 

The  physicians  also  wanted  to  write  the 
policy  as  a  "comprehensive"  one  which 
would  cover  home  and  office  visits;  they 
deferred  to  the  business  judgment  of  the 
insurance  companies  on  that  score,  since  the 
actuarial  risk  was  not  calculable.  The  plan  as 
approved  is  not  a  "comprehensive"  one.  It 
would  not  cover  home  and  office  visits  for 
ordinary  illnesses  which  a  family  may  an- 
ticipate. It  is  intended  to  provide  for  emer- 
gency treatment  anywhere  and  for  the  care 
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of  serious  illnesses  which  require  hospitali- 
zation— the  financially  catastrophic  ones. 

Several  questions  raised  during  the  dis- 
cussion must  be  seriously  considered  by 
members  of  the  Society  in  order  that  as 
complete  a  meeting  of  minds  as  possible  may 
be  achieved.  One  of  these  questions  was, 
"Who  should  qualify  under  the  policy?"  At 
the  suggestion  of  the  committee  studying  the 
problem,  the  House  of  Delegates  accepted  a 
recommendation  to  increase  the  top  income 
level  from  $2400  to  $3600  for  families  to 
whom  the  insurance  would  be  sold  as  a 
service  policy.  Several  insurance  companies 
had  proposed  that  the  $3600  figure  be  inter- 
preted to  mean  only  the  income  of  the  wage 
earner  who  was  the  policy  holder ;  it  was 
estimated  from  the  State  Department  of 
Labor  figures  that  75  per  cent  of  the  people 
in  North  Carolina  would  be  covered  if  this 
yardstick  were  applied.  Are  75  per  cent  of 
the  inhabitants  of  our  state  in  the  low  in- 
come group? 

The  delegation  from  Lenoir  County  pointed 
out  that  in  their  farm  communities  a  cash 
income  of  $3600  stamps  a  family  as  well 
fixed  financially,  if  not  wealthy.  How  should 
farm  income  be  calculated  so  as  to  include 
the  real  values  accruing  from  rent,  fuel,  and 
food  produced  on  the  farm?  A  fair  solution 
was  offered — acceptance  of  the  method  of 
calculation  used  by  Welfare  Officers  in 
North  Carolina. 

Progress  was  made  in  understanding  the 
doctor's  problems.  Our  present  Blue  Cross 
and  Blue  Shield  policies  provide  hospitaliza- 
tion and  professional  fees  for  a  relatively 
limited  number  of  illnesses.  Deliveries, 
simple  abdominal  operations — such  as  ap- 
pendectomies or  salpingectomies — ,  and  ton- 
sillectomies consume  the  major  share  of  pro- 
fessional fees  at  present.  Thus,  the  surgeon, 
the  obstetrician,  the  otolaryngologist,  and 
the  radiologist — either  directly  or  through 
the  hospital — are  receiving  the  lion's  share 
of  the  fees.  But  most  illness  is  cared  for  by 
the  family  doctor.  It  is  now  well  accepted 
that  approximately  85  per  cent  of  all  sick- 
ness can  be  cared  for  in  the  office  or  home 
with  simple  equipment.  Most  of  such  ill- 
nesses are  not  catastrophic  and  would  not 
be  covered  by  the  insurance  policy,  and  the 
delegates  have  decided  that  they  should  not 
be.  The  administrative  problem  of  providing 
insurance  against  medical  illness  of  catas- 


trophic proportions  is  a  difficult  one.  This 
problem,  however,  must  be  solved. 

An  analysis  of  the  specialties  listed  by  the 
physicians  in  this  state  reveals  that  roughly 
61  per  cent  (1306  physicians)  would  not  per- 
form surgical  operations.  Thirty-six  per  cent 
(765)  practice  surgery,  3  per  cent  (49)  radi- 
ology, and  less  than  1  per  cent  (10)  anes- 
thesiology. Under  the  plan  proposed  before 
the  meeting  of  the  House  of  Delegates,  it  had 
been  predicted  that  42  per  cent  of  the  pro- 
fessional fees  would  be  paid  for  surgical  op- 
erations and  only  9  per  cent  for  medical 
care ;  8  per  cent  would  have  gone  for  labora- 
tory fees  and  other  miscellaneous  items,  8 
per  cent  for  anesthesia,  and  the  remaining 
33  per  cent  for  roentgen  studies.  To  be  fair, 
any  insurance  plan  which  guarantees  service 
within  an  income  group  rather  than  indem- 
nity against  the  total  cost  of  illness  must 
provide  adequate  compensation  for  the  medi- 
cal men. 

In  an  effort  to  provide  this  compensation, 
the  delegates  accepted  a  formula  which 
would  allow  the  payment  of  larger  fees  for 
the  first  day  of  hospital  care  in  cases  of 
medical  emergencies,  such  as  coronary  occlu- 
sion or  diabetic  coma.  In  these  cases  the 
amount  of  time  required  on  the  day  of  ad- 
mission would  be  somewhat  comparable  to 
that  of  the  surgical  operation;  much  less 
time  is  required  each  day  for  the  subsequent 
care  of  the  illness.  The  proposed  rate  of 
$4.00  per  day  for  non-operative  care  where 
no  emergency  exists  indicates  that  the  phy- 
sician, himself,  must  assume  the  insurance 
risk  on  his  time.  This  plan  should  reduce  the 
administrative  problem  of  the  insurance 
companies;  the  physician  guarantees  to 
spend  as  much  time  as  is  necessary  in  the 
care  of  the  patient,  understanding  that  over 
a  period  of  years  the  average  amount  of  time 
spent  on  all  cases  will  be  fairly  compensated. 

Progress  was  made  in  defining  the  role  of 
the  insurance  company  or  the  medical  serv- 
ice corporation — our  Blue  Cross,  Blue  Shield 
companies — in  the  plan. 

The  Society  has  voted  on  the  type  of  policy 
it  will  approve.  The  insurance  companies 
must  now  indicate  their  willingness  to  write 
such  a  policy  and  calculate  the  premium  nec- 
essary to  cover  the  estimated  risks.  The 
practicing  physicians  in  the  state  will  then 
be  polled  by  the  executive  secretary  of  the 
State  Society  on  their  willingness  to  accept 
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the  fee  schedule  proposed.  The  ballots  re- 
turned to  the  executive  secretary  can  be  used 
by  any  insurance  company. 

The  proposed  policy  would  be  easy  to  sell 
to  industrial  groups,  but  hard  to  sell  to  farm 
groups.  In  this  predominantly  rural  state, 
however,  it  is  highly  important  to  bring  the 
farmer  into  the  scheme.  The  problem  of  sell- 
ing the  policy  in  rural  areas  has  been  suc- 
cessfully met  in  other  states — California  and 
Kansas,  for  instance.  There  farm  groups, 
such  as  the  Grange,  have  taken  a  leading 
part. 

North  Carolina  as  a  whole  has  a  long  and 
proud  record  in  the  adoption  of  enlightened 
social  steps.  The  doctors  in  the  state  have  for 
a  long  time  been  making  concerted  efforts 
to  develop  a  medical  insurance  plan  which 
will  meet  the  needs  of  our  local  situation. 
If  thought,  constructive  criticism,  and  a 
spirit  of  compromise  and  cooperation  are 
applied  to  this  problem  by  patients,  doctors, 
and  insurance  executives  alike,  the  questions 
can  be  answered  and  a  mutually  satisfactory 
and  beneficial  plan  devised. 

#  *  *  * 

SCIENTIFIC  ASPECTS  OF  SNAKE 
HANDLING 

The  May  issue  of  the  Proceedings  of  the 
Royal  Society  of  Medicine  contains  an  in- 
triguing paper  by  Dr.  William  Sargant  on 
the  use  of  poisonous  snakes  in  the  religious 
services  of  some  cults.  Most  readers  of  the 
North  Carolina  Medical  Journal  will  re- 
member Dr.  Sargant  as  the  visiting  profes- 
sor of  neuropsychiatry  at  Duke  in  1947  and 
1948.  While  there  he  had  occasion  to  visit 
a  chapel  where  snakes  "were  being  used  in 
an  abreactive  and  cathartic  form  of  service." 
He  also  obtained  permission  for  the  Duke 
Hospital  photographer  to  take  a  number  of 
pictures  which  graphically  portray  the  facial 
expressions  and  bodily  contortions  of  the 
participants.  Many  have  rapt  expressions; 
others  are  weeping;  some  are  embracing 
each  other;  and  one  is  lying  in  a  cataleptic 
state. 

Dr.  Sargant  compares  the  effects  observed 
in  this  cult  with  the  results  of  John  Wesley's 
preaching  more  than  200  years  ago,  when 
those  in  his  audience  began  to  shout  and 
groan,  "people  fainted  and  convulsed  on  the 
floor  .  .  .  Some  listeners  went  mad;  hours 
had  to  be  spent  with  others  to  bring  them 
out  of  an  induced  mental  delirium."  "But," 
continues  the  article,  "many  seemed  to  ex- 


perience afterwards  a  somewhat  similar  type 
of  mental  outlook  that  we  were  seeing  in  the 
abreactive  treatments  of  our  war  neuroses. 
They  would  feel  that  a  great  weight  had 
been  lifted  from  their  minds.  Conflicts  had 
been  resolved  suddenly.  They  willingly  be- 
lieved ideas  that  they  had  scorned." 

Dr.  Sargant  concludes  that  the  "abreac- 
tions"  achieved  by  the  snake  handlers,  and 
centuries  ago  by  John  Wesley,  may  be  closely 
related  to  the  results  obtained  in  treating 
war  neuroses  by  Amytal  and  Pentothal — the 
so-called  "narcosynthesis" — and  that  the  ef- 
fect is  enhanced  by  the  excitement  induced 
by  the  pressure  of  the  group.  The  more  dras- 
tic insulin  or  electric  shock  therapy  may  be 
a  further  step  in  the  process  of  changing 
thought  patterns.  "Old  habits  may  be  dis- 
lodged and  new  ones  put  in  their  place.  The 
precipitating  stimulus  may  be  psychological, 
biochemical,  or  electrical." 

Dr.  Sargant  does  not  recommend  the  sub- 
stitution of  snake  handling  for  the  more  con- 
servative manner  of  worship  employed  by 
most  of  our  churches.  He  warns  that  the  ef- 
fects of  such  practices  may  be  disastrous, 
since  individuals  may  lose  their  reason  alto- 
gether. He  concludes,  however,  that  "There 
do  seem  to  be  therapeutic  values,  often  over- 
lapping each  other,  in  methods  apparently 
as  far  apart  as  the  snake  pit,  the  gospel  tent 
meeting,  the  electric  shock  machine  and  our 
modern  'psychodynamic'  approaches  to  treat- 
ment. Further  physiological  and  psychologi- 
cal research  is  necessary  to  elucidate  these." 
%  *  *  * 
THE  BOWMAN  GRAY  ISSUE 

In  1948  the  editorial  board  of  the  North 
Carolina  Medical  Journal  voted  to  devote 
one  special  issue  a  year  to  papers  contrib- 
uted by  one  of  the  state's  three  medical 
schools.  Last  year  Duke  began  the  series 
with  an  excellent  collection  of  articles,  dedi- 
cated to  the  memory  of  Dr.  Josiah  C.  Trent. 
This  year  the  responsibility  for  the  special 
issue  fell  on  the  staff  of  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College. 
Dr.  George  Harrell,  director  of  the  Depart- 
ment of  Medicine,  and  a  member  of  the  edi- 
torial board,  was  in  charge  of  collecting 
material  for  this  month's  issue. 

The  series  of  special  medical  school  issues 
will  be  completed  next  spring,  when  the 
University  of  North  Carolina  Medical  School 
prepares  a  collection  of  articles  for  the 
Journal. 
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Bowman  Gray  School  op  Medicine  of 
Wake  Forest  College 

Report  of  Case 

First  admission  (November  21,  1948, 
to  December  17,  1948) 

This  63  year  old  white  woman  had  always 
been  in  good  health  until  approximately 
three  to  four  months  prior  to  admission, 
when  she  noticed  postprandrial  nausea  and 
occasional  vomiting  unrelated  to  any  partic- 
ular foods.  Her  appetite  remained  good,  but 
she  complained  of  chronic  constipation.  Six 
weeks  before  admission,  pain  and  swelling 
developed  in  her  wrists  and  fingers,  and  to 
a  lesser  extent  in  various  other  joints.  This 
persisted  until  the  time  of  admission.  Ap- 
proximately two  weeks  prior  to  admission 
she  noticed  dark  urine  and  acholic  stools,  and 
about  one  week  prior  to  admission  she  ob- 
served that  she  was  jaundiced.  She  had  lost 
approximately  8  to  10  pounds  in  weight  dur- 
ing her  present  illness,  but  had  been  on  a 
reduction  diet.  She  had  had  no  pain,  chills, 
fever,  or  food  intolerance. 

Physical  examination:  The  temperature 
was  98.4  F.,  the  pulse  100,  respiration  16, 
blood  pressure  130  systolic,  82  diastolic.  The 
patient  was  a  well  developed,  well  nourished 
white  female  who  was  obviously  jaundiced, 
but  did  not  appear  ill.  The  skin  and  sclerae 
were  deeply  icteric.  The  heart  and  lungs 
were  clear.  The  liver  edge,  which  could  be 
palpated  about  2  cm.  below  the  costal  margin 
on  inspiration,  was  non-tender  and  smooth. 
No  other  organs  or  masses  were  felt.  There 
was  very  slight  swelling  of  the  proximal 
phalangeal  joints  of  the  fingers. 

Accessory  clinical  findings:  The  hemo- 
globin varied  between  12  and  14.5  Gm.  and 
the  leukocyte  count  between  8,000  and  9,000, 
with  a  slight  shift  to  the  left  in  the  Schilling 
hemogram.  The  sedimentation  rate  ranged 
from  8  to  22  mm.  per  hour,  corrected.  Micro- 
scopic examination  of  the  urine  revealed 
globules  of  bile  pigment,  and  the  urinalysis 
was  positive  for  bile.  At  the  time  of  admis- 
sion the  urine  was  negative  for  urobilinogen, 
but  shortly  before  discharge  the  total  quan- 
titative urobilinogen  was  4.32  Ehrlich  units. 
The  stool  was  pale  and  contained  urobilin, 
but  no  occult  blood.  The  blood  Kahn  test  and 
the  usual  agglutination  tests  were  negative. 


The  total  serum  proteins  shortly  after  ad- 
mission were  5.2  Gm. — albumin  2  Gm.,  glob- 
ulin 3.2  Gm.,  albumin-globulin  ratio  1.4.  The 
fasting  blood  sugar  was  93  mg.  per  100  cc, 
serum  amylase  54  Somogyi  units.  The  icterus 
index,  which  was  40  units  on  admission, 
reached  a  high  of  50  units,  but  had  fallen  to 
30  units  at  the  time  of  discharge.  The  serum 
bilirubin  was  5.8  mg.  per  100  cc.  on  admis- 
sion, rose  to  7.5  mg.,  and  fell  to  3  mg.  before 
discharge.  The  alkaline  phosphatase  was  7.8 
Bodansky  units,  uric  acid  2.5  mg.  per  100  cc. 

The  bleeding  time,  clotting  time,  and  pro- 
thrombin time  were  normal,  and  a  fragility 
test  was  negative.  On  admission  an  intra- 
venous hippuric  acid  test  revealed  a  total 
excretion  of  0.45  Gm.,  and  on  December  6, 
0.5  Gm.  was  excreted.  Galactose  tolerance 
tests  were  normal  on  two  occasions.  A  brom- 
sulfalein  test  done  just  prior  to  discharge 
showed  45  per  cent  retention  at  the  end  of 
forty-five  minutes. 

An  electrocardiogram  and  a  roentgeno- 
gram of  the  chest  were  normal.  The  roentgen 
study  of  the  stomach  and  duodenum  sug- 
gested the  possibility  of  gastritis.  X-rays  of 
the  hands  were  normal. 

Course  in  the  hospital:  The  patient  was 
put  on  a  high  carbohydrate,  high  protein, 
low  fat  diet,  which  she  tolerated  very  well. 
She  ran  a  low-grade  fever,  occasionally  as 
high  as  101  F.,  and  complained  intermittent- 
ly of  aches  and  pains  in  her  fingers  and 
knees,  relieved  by  paraffin  baths.  During 
the  early  part  of  her  hospitalization  the 
jaundice  increased.  During  the  first  few 
days  of  December,  however,  her  stools  rap- 
idly became  brown  and  the  jaundice  began 
decreasing.  Her  liver  remained  the  same 
size,  and  she  was  free  of  abdominal  pain. 
When  she  was  discharged  on  December  17, 
she  was  still  icteric,  but  had  improved  con- 
siderably. She  was  instructed  to  continue  the 
same  diet,  multivitamin  capsules  and  pheno- 
barbital,  and  to  remain  at  relatively  com- 
plete bed  rest  for  one  month. 

Second  admission  (January  6,  1949, 
to  February  1,  1949) 

Following  her  discharge  the  patient  obeyed 
instructions  fairly  well,  except  that  she  did  a 
slight  amount  of  work  about  the  house.  Her 
jaundice  subsided,  but  never  completely  dis- 
appeared. She  felt  fairly  well  until  five  days 
before  her  second  admission,  when  the  icter- 
us increased  and  she  noted  dark  urine.  Stools 
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were  normal  at  this  time.  The  pain  in  her 
fingers  recurred,  and  anorexia  developed. 

Physical  examination:  The  temperature 
was  98.8  F.,  pulse  88,  respiration  20,  blood 
pressure  110  systolic,  80  diastolic.  Her  gen- 
eral appearance  had  not  changed  appre- 
ciably. The  skin  was  jaundiced,  the  hair  had 
a  yellowish  tinge,  and  the  sclerae  and  mu- 
cous membranes  were  quite  icteric.  Exami- 
nation of  the  heart  and  lungs  was  negative. 
The  liver  was  palpable  four  fingers'  breadth 
below  the  costal  margin ;  it  had  a  rounded 
edge,  and  was  non-tender.  No  other  masses 
or  organs  were  palpable.  The  ankles  showed 
a  trace  of  edema.  The  remainder  of  the  phy- 
sical examination  was  within  normal  limits. 

Accessory  clinical  findings:  The  hemo- 
globin was  14.5  Gm. ;  the  leukocyte  count  and 
differential  were  normal  on  admission.  The 
sedimentation  rate  reached  a  maximum  of 
22  mm.  per  hour  corrected.  Urine  examina- 
tion was  negative  except  for  bile.  Urobilino- 
gen was  present  in  a  1 :20  dilution.  The  total 
serum  proteins  varied  between  5.4  and  6.3 
Gm. ;  the  albumin  remained  around  2.5  Gm. 
and  the  globulin  ranged  between  2.8  and 
3.8  Gm.  The  serum  bilirubin  was  7.5  mg.  per 
100  cc.  on  admission,  but  dropped  to  2.7  mg. 
three  days  after  admission,  then  gradually 
rose  to  17.1  mg.  shortly  before  she  expired. 
The  alkaline  phosphatase  was  5.3  Bodansky 
units.  Serum  cholesterol  on  admission  was 
160  mg.  per  100  cc. ;  two  weeks  later  it  was 
75.  Serum  amylase  was  48  Somogyi  units. 
The  nonprotein  nitrogen  was  35  on  admis- 
sion, but  gradually  rose  to  70  mg.  per  100 
cc,  at  which  time  the  urea  nitrogen  was  31 
mg.  per  100  cc.  The  blood  sugar  ranged 
between  80  and  126  mg.  per  100  cc. 

The  prothrombin  time  was  slightly  in- 
creased on  one  occasion.  An  intravenous  hip- 
puric  acid  test  on  January  18  revealed  0.14 
Gm.  benzoate  excreted  as  hippuric  acid. 

Stool  examinations  were  normal.  Throat 
and  sputum  cultures  revealed  coagulase- 
positive  hemolytic  staphylococci  and  beta 
streptococci.  Repeated  blood  cultures  were 
negative.  Heterophile  agglutination  tests  on 
two  occasions  were  positive  in  a  1 :20  dilu- 
tion. Cold  agglutinins  were  present  in  a  1:4 
dilution  of  serum. 

Roentgenograms  of  the  chest  were  nega- 
tive on  two  occasions.  A  second  roentgen 
study  of  the  stomach  and  duodenum  was 
normal ;  the  barium  enema  examination  re- 
vealed numerous  diverticula  around  the  left 


side  of  the  colon.  A  flat  plate  of  the  abdomen 
showed  numerous  rounded  calcific  densities 
with  radiolucent  centers  in  both  sides  of  the 
pelvis;  these  had  the  appearance  of  phlebo- 
liths.  Hypertrophic  changes  were  seen  in  the 
fourth  and  fifth  lumbar  vertebrae. 

Course  in  the  hospital:  The  patient  was  put 
on  a  high  carbohydrate,  high  protein,  low 
fat  diet.  She  was  given  methionine,  1  Gm. 
three  times  daily;  crude  liver  extract,  1  cc. 
intramuscularly  every  day ;  and  a  5  per  cent 
solution  of  dextrose,  1000  cc.  daily.  Because 
beta  hemolytic  streptococci  were  found  in 
her  throat  on  one  occasion,  she  was  given 
penicillin  in  oil,  1  cc.  daily.  Approximately 
three  days  after  admission  the  icterus  sub- 
sided slightly,  but  her  temperature  con- 
tinued to  range  between  100  and  101.4  F. 
during  the  first  five  days.  She  complained 
frequently  of  soreness  of  the  hands  and 
knees,  not  relieved  by  salicylates  or  paraffin 
baths. 

On  -January  14,  1949,  a  needle  biopsy  of 
the  liver  was  performed  without  difficulty. 
The  following  day  she  had  no  tenderness 
over  the  site  of  the  needle  puncture,  but  did 
complain  of  a  pleuritic  type  of  pain  in  the 
right  side  of  the  chest  on  deep  inspiration, 
and  of  cough  which  was  slightly  productive. 
A  loud  friction  rub  was  heard  over  the  right 
lower  part  of  the  chest;  expansion  was  lim- 
ited on  that  side,  and  medium  and  fine  moist 
rales  were  heard  at  the  lung  bases,  bilater- 
ally. A  roentgenogram  of  the  chest  suggested 
some  spotty  infiltration  of  the  right  lung. 
The  administration  of  aqueous  penicillin, 
50,000  units  every  three  hours,  gave  no  ap- 
parent relief  from  her  symptoms. 

She  seemed  to  be  going  downhill  rapidly, 
and  was  eating  very  little.  Another  chest 
film  was  made  at  the  bedside  and  suggested 
elevation  of  the  right  diaphragm.  Because 
of  the  possibility  that  this  mght  be  due  to 
an  amebic  abscess,  she  was  given  emetine,  32 
mg.  twice  a  day  for  five  days,  although 
amebae  had  never  been  found  in  her  stools. 
On  this  regimen  her  temperature  fell  to  nor- 
mal, but  clinically  she  looked  worse. 

She  was  given  protein  hydrolysate  orally 
to  provide  a  calculated  intake  of  2000  cal- 
ories per  day,  with  55  to  60  Gm.  of  protein. 
By  January  26  it  was  necessary  to  give  her 
tube  feedings,  which  provided  a  daily  intake 
of  3000  calories  with  150  Gm.  of  protein. 
The  following  day  she  became  irrational  and 
had  to  be  restrained.   The  leukocyte  count 
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rose  to  21,000.  On  January  28,  1949,  she  be- 
came comatose  and  was  in  marked  respira- 
tory distress.  Her  temperature  was  100.2  F., 
pulse  120,  blood  pressure  normal,  respiration 
46  per  minute.  Pitting  edema  of  the  ankles 
was  present,  and  there  was  a  questionable 
fluid  wave  in  her  abdomen. 

On  January  31  she  began  to  have  myo- 
clonic spasms  of  her  face,  arms,  and  legs; 
these  were  partially  relieved  by  glucose  and 
calcium  gluconate  given  intravenously.  Her 
blood  pressure  fell  to  90  systolic,  50  diastolic, 
and  the  leukocyte  count  rose  to  47,000.  There 
was  a  slight  shift  to  the  left  in  the  Schilling 
hemogram,  and  toxic  granulations  were 
present.  She  expired  quietly  on  February  1. 

Clinical  Discussion 

Dr.  David  Cayer:  This  patient  presented 
one  of  the  more  interesting  and  puzzling 
problems  which  confront  the  internist  and 
practitioner  of  medicine — that  of  jaundice 
in  a  patient  beyond  middle  age.  The  problem 
resolves  itself  chiefly  into  that  of  deciding 
whether  the  patient  has  an  obstructive  form 
of  jaundice,  which  may  be  amenable  to  sur- 
gery, or  a  parenchymatous  disorder,  in 
which  surgical  intervention  would  be  contra- 
indicated.  It  is  estimated  that  80  per  cent  of 
jaundiced  patients  above  the  age  of  40  will 
have  an  obstructive  form  of  jaundice,  and 
that  80  per  cent  of  those  below  the  age  of 
40  will  have  non-obstructive  jaundice.  How- 
ever, we  are  seeing  more  and  more  patients 
beyond  middle  age  who  have  jaundice  which 
is  not  due  to  obstruction. 

Many  of  our  patient's  symptoms  are  of 
little  specific  help.  A  small  amount  of  weight 
loss  can  be  attributed  to  anorexia  and  vol- 
untary restriction  of  the  diet.  It  may  occur 
in  patients  having  chronic  cholecystitis  and 
cholelithiasis  as  well  as  in  those  having  hepa- 
titis or  cirrhosis.  When  weight  loss  is  pro- 
nounced and  more  rapid,  it  is  more  likely 
to  be  due  to  a  malignant  lesion. 

Absence  of  pain  was  once  thought  to  be 
highly  suggestive  of  carcinoma  of  the  head 
of  the  pancreas.  We  now  know,  however, 
that  at  least  40  per  cent  of  the  patients  with 
carcinoma  of  the  head  of  the  pancreas  have 
pain  as  a  major  complaint  during  their  ill- 
ness. The  same  statement  is  true  of  patients 
with  hepatitis  or  common  duct  stone,  al- 
though each  may  occur  without  pain. 

The  occurrence  of  arthritis  in  a  jaundiced 
patient  is  somewhat  disturbing,  since  many 


observers  have  noted  the  disappearance  of 
arthritis  when  jaundice  develops. 

Formerly  a  history  of  alcoholism  or  drugs, 
particularly  cinchophen  or  gold  therapy, 
was  particularly  sought  for  in  jaundiced 
patients.  We  are  now  more  sensitized  to  in- 
quiring about  previous  treatment  with  blood 
or  blood  products.  We  frequently  see  pa- 
tients who,  some  three  to  four  months  before 
the  development  of  jaundice,  have  had  a 
minor  surgical  procedure  and  have  received 
a  single  transfusion  during  the  course  of 
their  hospitalization.  By  the  time  homolo- 
gous serum  hepatitis  develops  they  have 
either  forgotten  the  transfusion  or  consider 
it  too  insignificant  and  unrelated  to  be  told 
to  the  physician. 

At  the  time  of  the  patient's  admission  to 
this  hospital,  clinical  and  laboratory  evi- 
dence suggesting  elements  of  both  obstruc- 
tion and  parenchymatous  disease  was  pres- 
ent. The  absence  of  urobilinogen  in  the  urine 
and  the  elevated  alkaline  phosphatase  sug- 
gest an  obstructing  lesion,  but  the  later  ap- 
pearance of  4.32  Ehrlich  units  of  urobilino- 
gen in  the  urine,  the  decreased  value  of  the 
intravenous  hippuric  acid  test,  the  lowered 
serum  proteins  and  albumin,  and  the  nega- 
tive roentgenograms  are  more  suggestive  of 
a  parenchymatous,  non-obstructive  jaundice. 

Surgical  exploration  of  patients  who  do 
not  have  obstructive  jaundice  is  a  more  fre- 
quent error  than  failure  to  operate  on  a  pa- 
tient who  does  have  obstruction.  As  a  rule, 
when  the  diagnosis  is  in  doubt,  a  period  of 
several  weeks  of  watchful  waiting  is  the  wis- 
est procedure.  During  this  time  supportive 
therapy  may  be  instituted  and  the  operative 
risk  decreased.  If  the  jaundice  is  due  to  one 
of  the  benign  forms  of  liver  cell  involve- 
ment, it  will  usually  begin  to  subside  during 
this  interval.  If,  however,  obstruction  should 
become  complete  and  the  intensity  of  the 
jaundice  increases,  little  harm  has  been 
done.  If  the  obstruction  is  incomplete,  the 
patient  may  remain  in  fair  condition  indefi- 
nitely ;  and  even  complete  obstruction  of  the 
common  duct  may  be  well  tolerated  for 
months. 

On  the  usual  therapeutic  regimen  this  pa- 
tient's jaundice  decreased,  the  urinary  uro- 
bilinogen increased,  pigment  returned  in  the 
stools,  and  definite  clinical  improvement  was 
noted.  These  developments  would  seem  to 
indicate  that  at  the  time  medical  manage- 
ment had  been  correct.  She  was  therefore 
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discharged  and  allowed  to  return  home,  since 
the  usual  criteria  for  surgical  intervention — 
namely,  a  history  of  stone  or  colic,  the  pres- 
ence of  a  biliary  fistula,  or  evidence  of  com- 
plete obstruction — were  not  present. 

The  patient  neglected  to  follow  the  regi- 
men of  diet  and  complete  rest  outlined  for 
her,  and  three  weeks  later  she  returned  to 
the  hospital,  again  showing  marked  icterus 
and  enlargement  of  the  liver.  The  increase 
noted  in  the  size  of  the  liver  is  helpful.  The 
largest  livers  are  found  in  patients  with  he- 
patitis or  metastatic  carcinoma.  The  liver 
function  tests  again  showed  evidence  of  ex- 
tensive parenchymatous  disease  without 
complete  obstruction. 

In  spite  of  a  supportive  regimen,  includ- 
ing tube  feedings,  her  course  was  progres- 
sively downhill. 

Probably  90  per  cent  of  the  jaundiced  pa- 
tients seen  in  general  hospital  practice  have 
either  biliary  tract  obstruction  due  to  carci- 
noma or  stones,  or  diffuse  parenchymatous 
disease  and  liver  cell  failure  secondary  to 
infection  or  cirrhosis. 

In  this  patient  metastatic  carcinoma  in- 
volving the  liver  is  unlikely.  There  is  no 
history  suggesting  a  primary  site;  the  liver 
was  smooth  rather  than  nodular;  and  there 
would  be  no  reason  for  a  remission  such  as 
this  patient  had. 

HodgMn's  disease  may  occasionally  pro- 
duce progressive  enlargement  of  the  liver 
and  may  even  have  a  clinical  remission;  but 
the  jaundice  usually  does  not  subside,  the 
fever  is  more  hectic  and  remitting,  and 
splenomegaly  and  enlarged  nodes  are  usually 
found. 

The  history  of  prodromal  symptoms  last- 
ing three  or  four  months  is  somewhat 
against  carcinoma  of  the  head  of  the  pan- 
creas. Forty  per  cent  of  such  patients  have 
a  history  of  pain,  more  pronounced  weight 
loss,  and  pruritus.  The  onset  of  jaundice  is 
apt  to  be  more  abrupt,  and,  once  present,  it 
is  progressive  and  not  remitting.  The  other 
clinical  and  laboratory  signs  of  this  disorder, 
such  as  a  disturbance  in  carbohydrate  me- 
tabolism, a  palpable  mass  or  palpable  gall- 
bladder, and  roentgen  evidence  of  widening 
of  the  duodenal  loop,  were  also  lacking. 

The  possibility  of  common  duct  stone  must 
be  considered  seriously.  While  it  is  estimated 
that  stones  are  present  in  some  75  per  cent 
of  patients  who  have  biliary  colic,  as  many 


as  40  per  cent  of  patients  with  common  duct 
stones  may  not  have  colic.  None  the  less, 
careful  questioning  of  such  patients  will 
usually  elicit  a  previous  history  of  digestive 
disturbances  such  as  anorexia,  epigastric 
discomfort,  and  intolerance  to  fats.  These 
symptoms  were  not  present  in  this  patient. 
Chills  and  fever,  which  are  also  frequent 
symptoms,  were  lacking  in  this  case.  In  pa- 
tients with  calcareous  common  duct  obstruc- 
tion, abnormal  liver  function  tests  are  un- 
common unless  the  obstruction  has  been  per- 
sistent for  some  time.  In  this  patient  such 
findings  were  present  at  the  time  of  her 
first  admission.  It  would  seem,  therefore,  in 
spite  of  the  greater  frequency  of  obstructive 
jaundice  in  this  age  group,  that  the  weight 
of  the  evidence  is  in  favor  of  a  hepatocellular 
disturbance. 

The  presence  of  nausea,  vomiting,  low- 
grade  fever,  and  a  prodromal  period  of  three 
to  four  months  would  be  in  keeping  with  a 
diagnosis  of  hepatitis.  The  description  of 
the  discoloration  of  the  skin  as  yellow  rather 
than  a  deep  greenish  hue  is  also  more  sug- 
gestive of  a  non-obstructive  form  of  jaun- 
dice. The  lowered  blood  proteins  and  early 
evidence  of  metabolic  disturbance  lend  fur- 
ther confirmation  to  this  diagnosis. 

Terminally  ascites  developed.  This  rarely 
occurs  in  obstructive  jaundice,  but  is  a  fre- 
quent finding  in  patients  with  cirrhosis  or 
hepatitis.  It  is  entirely  possible  that  this 
patient  had  one  severe  episode  of  hepatitis 
with  almost  complete  biliary  obstruction, 
responded  to  hospitalization  and  treatment, 
and  later  had  an  exacerbation  of  her  disease. 
Such  a  course  might  easily  be  confused  with 
intermittent  obstruction  by  stones. 

Another  possibility  which  should  be  men- 
tioned and  which  has  recently  been  empha- 
sized in  numerous  papers  is  that  of  cholangi- 
olitic  or  biliary  cirrhosis  following  infectious 
hepatitis.  In  such  cases  the  chief  parenchy- 
mal involvement  is  about  the  small  biliary 
radicles,  bile  thrombi  are  formed,  and  often 
the  canaliculi  are  disrupted,  so  that  products 
normally  excreted  in  the  bile  appear  in  the 
blood.  This  condition  might  account  for  the 
elevated  phosphatase  noted  on  the  first  ad- 
mission. In  such  patients,  relatively  good 
metabolic  function  may  be  present  for  some 
time. 

The   development   of    edema    and    ascites 
with  a  progressive  decrease  in  liver  func- 
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tion  is  indicative  of  a  widespread  hepatocel- 
lular disorder. 

Dr.  Cayer's  Diagnosis 
Subacute  yellow  atrophy. 
?  Cholangiolitic  cirrhosis. 

Pathologic  Discussion 

Dr.  Thomas  N.  Lide:  In  this  case,  the 
pathologist  is  confronted  with  the  problem 
of  differentiating  hepatitis  leading  to  he- 
patic cirrhosis  from  the  classical  Laennec's 
cirrhosis.  I  believe  that  in  this  patient  the 
cirrhotic  change  was  produced  by  an  active 
inflammatory  or  destructive  lesion,  present 
in  the  liver  for  a  considerable  period  of  time. 

At  autopsy  the  patient  had  severe  jaun- 
dice and  was  somewhat  emaciated,  but  was 
generally  well  developed.  The  abdomen  was 
distended ;  pitting  edema  was  present  in 
both  ankles,  and  over  the  backs  of  the  hands 
there  was  a  patchy  absence  of  skin  pigment. 
The  abdominal  wall  was  covered  by  a  layer 
of  yellow  fat  3  cm.  in  thickness.  About  1500 
cc.  of  dark  amber  fluid  was  present  in  the 
abdominal  cavity. 

There  was  no  fluid  in  either  pleural  cav- 
ity, though  fibrous  adhesions  were  found  at 
the  apex  and  fibrinous  adhesions  laterally 
over  the  lower  lobe  on  the  right.  Grossly  the 
heart  was  within  the  limits  of  normal,  except 
for  the  presence  of  several  small  lesions  on 
the  mitral  valve.  These  lesions  are  described 
as  fibrotic,  cauliflower-like,  and  slightly 
dome  shaped,  measuring  from  3  to  4  mm.  in 
diameter  and  about  3  mm.  in  height.  Numer- 
ous atheromatous  plaques  were  present 
throughout  the  aorta,  with  calcification  in 
the  abdominal  aorta.  An  area  of  fibrosis  was 
found  at  the  right  pulmonary  apex  in  the 
region  of  the  adhesions,  but  no  other  defi- 
nite lesions  were  found  in  the  lungs. 

The  mediastinal  and  hilar  lymph  nodes 
were  irregular  in  size,  but  were  generally 
enlarged.  The  spleen,  which  weighed  approx- 
imately twice  as  much  as  normal,  was  a  dark 
reddish  purple  in  color,  and  soft  in  consist- 
ency. The  only  lesion  noted  in  the  esophagus 
was  a  small,  apparently  superficial  ulcera- 
tion above  the  cardia.  The  stomach  was  filled 
with  greenish  fluid  material.  The  bowel 
showed  no  lesions  other  than  slight  edema 
beneath  the  peritoneal  surface  along  the 
mesenteric  border.  There  were  numerous 
diverticula  in  the  transverse  and  descend- 
ing colon.  No  changes  were  found  in  either 


adrenal.  Both  kidneys  were  moderately  en- 
larged, with  thickened  capsules  and  a  gen- 
eral mottled  reddish  brown  cut  surface. 
There  was  no  sign  of  ureteral  obstruction 
and  the  vessels  were  not  prominent.  No 
marked  abnormality  could  be  found  in  the 
bladder.  The  fundus  of  the  uterus  was  ab- 
sent as  the  result  of  previous  surgery.  The 
remaining  ovarian  tissue  was  cystic.  The 
tubes  were  normal  in  size  and  appearance. 
Lymph  nodes  noted  in  the  abdominal  and 
thoracic  cavities  were  generally  enlarged, 
measuring  from  1  to  2.5  cm.  in  diameter. 
These  were  present  in  the  mesentery  and  in 
the  pre-aortic  region.  Areas  of  calcification 
were  found  in  nodes  of  the  mesentery  and 
around  the  neck  of  the  gallbladder. 

The  gallbladder  itself  was  filled  with  a 
thick,  yellowish-orange  bile  without  stones, 
and  appeared  slightly  thickened  throughout. 
No  evidence  of  obstruction  could  be  found  at 
any  point  in  the  biliary  tree.  The  liver  was 
slightly  decreased  in  size,  weighing  1175 
Gm.,  as  compared  to  a  normal  of  1500  to 
1700  Gm.  The  surface  was  pale,  roughly 
granular,  firm,  and  yellowish-brown  in 
color.  The  nodules  were  generally  small  and 
measured  from  2  to  4  mm.  in  diameter, 
though  some  were  larger.  There  seemed  to 
be  an  increase  of  fibrous  tissue  on  palpation, 
but  definite  evidence  of  this  could  not  be 
noted  with  the  naked  eye.  This  was  not  the 
deeply  scarred,  irregularly  nodular  liver 
more  often  seen  after  hepatitis. 

Microscopic  examination  of  the  liver 
showed  considerable  evidence  of  disorgani- 
zation. There  was  a  marked  increase  in 
portal  fibrous  tissue,  with  a  widespread  and 
rather  heavy  infiltration  of  lymphocytes, 
plasma  cells,  and  large  mononuclear  phago- 
cytes. Relatively  little  active  destruction  of 
hepatic  cells  could  be  found,  but  there  was 
evidence  that  destruction  had  been  almost 
complete.  The  normal  lobular  structure  was 
lost,  and  had  been  replaced  by  a  roughly 
parallel  arrangement  of  the  cell  cords.  Not 
a  single  intact  lobule  could  be  found  in  all 
the  sections  of  liver  examined. 

The  loss  of  lobular  structure,  the  increase 
in  fibrous  tissue,  and  the  inflammatory  re- 
action is  entirely  compatible  with  Laennec's 
cirrhosis.  There  is  more  inflammatory  re- 
action than  one  usually  finds  in  cirrhosis, 
but  a  differentiation  between  cirrhosis  and 
posthepatic  fibrosis  cannot  be  made  on  this 
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basis  alone.  In  posthepatic  cirrhosis  the  re- 
generating foci  of  liver  cells  are  usually 
larger  and  more  variable  in  size  than  in  this 
case,  but  this  need  not  always  be  true'11. 

The  fibers  of  the  myocardium  were  mark- 
edly swollen  and  irregular  in  structure,  with 
some  loss  of  cross  striations  and  some  evi- 
dence of  fragmentation.  These  were  evi- 
dences of  toxic  injury  to  the  myocardium 
which  are  usually  not  found  in  cirrhosis 
alone.  Throughout  both  lungs  were  focal 
areas  of  atelectasis,  evidence  of  emphysema, 
and  chronic  interstitial  pneumonia.  Bronchi- 
tis was  moderate  in  these  particular  areas. 
This  reaction  in  the  lungs  is  entirely  com- 
patible with  the  inflammatory  lesion  attrib- 
uted to  virus  infection  of  the  lung,  and  is  not 
a  terminal  process.  Fibrotic  apical  tubercu- 
lous lesions  were  found  at  the  apex  of  the 
right  lung,  with  calcification  of  a  hilar 
lymph  node. 

The  ulceration  noted  in  the  lower  third 
of  the  esophagus  may  be  attributed  to  one 
of  three  causes:  (1)  the  tube  feedings  which 
were  administered  to  the  patient;  (2)  the 
spontaneous  ulceration  which  occurs  occa- 
sionally in  the  lower  esophagus  after  death; 
and  (3)  the  ulceration  occurring  as  a  part 
of  the  picture  of  diffuse  and  chronic  hepa- 
titis. Such  lesions  have  been  described  by 
Lucke'-'  in  about  half  of  his  cases. 

The  atrophy  of  the  gastric  mucosa  has 
been  noted  before  in  cases  of  liver  disease, 
and  has  not  been  entirely  explained.  One 
theory  which  has  been  postulated  is  the  loss 
of  the  intrinsic  factor  such  as  is  found  in 
patients  with  pernicious  anemia,  who  also 
exhibit  a  marked  gastric  atrophy.  The  slight 
edema  beneath  the  serosa  of  the  bowel  has 
been  described  to  a  more  marked  degree  in 
Lucke's  cases,  often  occurring  in  association 
with  phlegmonous  inflammation  in  the  ileo- 
cecal region.  The  presence  of  ascites  and  en- 
largement of  the  spleen  in  this  case  can  be 
taken  only  as  evidence  of  portal  obstruction. 

The  inflammatory  reaction  in  the  peri- 
adrenal  adipose  tissue  is  a  feature  which  has 
been  described  in  cases  of  hepatitis.  I  have 
never  seen  it  in  cases  of  cirrhosis  to  the  ex- 
tent exhibited  here.  The  evidence  of  active 
inflammation    in   the   lymph    nodes    of   the 

1.  Lucke,  B. :  The  Structure  of  the  Liver  after  Recovery 
from  Epidemic  Hepatitis,  Am.  J.  Path.  20:593-619  (May) 
1944. 

2.  Lucke,  B.:  Pathology  of  Fatal  Epidemic  Hepatitis,  Am. 
J.  Path.   20:471-593   (May)    1914. 


thoracic  and  abdominal  cavity  has  been 
pointed  out.  These  nodes  were  large,  some 
of  them  2.5  cm.  in  diameter.  The  kidneys 
exhibited  lesions  which  have  been  described 
many  times  before  in  association  with  jaun- 
dice. The  tubules  contained  rather  irregular- 
ly shaped  casts  with  flattening  or  complete 
absence  of  the  epithelium,  and  evidence  of 
regeneration.  At  many  points  away  from 
these  casts  there  was  marked  cloudy  swelling 
of  the  cells.  This  lesion  is  the  so-called  cho- 
lemic  nephrosis,  known  to  occur  most  fre- 
quently in  cases  of  obstructive  jaundice1'". 
There  was  also  moderate  renal  arteriosclero- 
sis with  minimal  scarring,  and  one  small 
retention  cyst  in  the  cortex. 

The  endocardial  vegetation  on  the  mitral 
valve  has  already  been  described.  Unfortun- 
ately we  have  no  sections  from  the  joint  cap- 
sules, but  there  was  a  clinical  history  of  pro- 
longed joint  pains  thought  to  represent 
rheumatoid  arthritis.  This  arthritis  was 
rather  peculiar  in  that  it  became  manifest 
and  was  more  severe  during  the  ascendency 
of  the  patient's  jaundice.  Whatever  its  rela- 
tion to  the  hepatic  disease,  one  finds  evi- 
dence in  the  heart  to  support  the  diagnosis 
of  rheumatoid  arthritis,  if  one  can  accept 
the  previous  reports  describing  the  visceral 
lesions  in  rheumatoid  arthritis.  In  this  case 
the  endocardial  vegetation  was  a  peculiar, 
roughly  concentric  lesion  with  a  central  area 
of  necrosis  and  a  radiating  arrangement  in 
a  few  remaining  nuclei  in  the  capsule.  This 
is  the  same  structure  which  one  finds  in  the 
joint  capsules  and  beneath  the  skin  in  cases 
of  active  arthritis,  and  the  same  lesion  which 
has  been  described  previously  as  occurring 
in  the  heart,  peritoneum,  and  pleura  in 
rheumatoid  arthritis'4'.  It  is  not  the  lesion 
usually  found  in  rheumatic  fever,  and  is  not 
the  type  of  endocardial  vegetation  found  in 
lupus  erythematosus  or  in  healed  bacterial 
endocarditis. 

In  summary,  we  have  a  patient  with  active 
hepatic  disease  progressing  over  a  period 
of  approximately  four  months.  When  she 
first  became  jaundiced  she  also  complained 
of  joint  pains.  Her  jaundice  cleared  to  some 
degree  after  her  admission  to  the  hospital, 
but  recurred  following  subsequent  activity. 

3.  Thompson,  L.  L.,  Jr.,  Frazier,  W.  D.,  and  Ravdin,  I.  S. : 
The  Renal  Lesion  in  Obstructive  Jaundice,  Am.  J.  M.  Sc. 
199:305-312    (March)    1910. 

4.  Gruemvald,  P. :  Visceral  Lesions  in  a  Case  of  Rheumatoid 
Arthritis,   Arch.   Path.    46:59-67    (July)    1948. 
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We  may  interpret  the  improvement  as  a  sub- 
sidence of  the  acute  hepatic  necrosis  with 
beginning  recovery,  and  the  recurrence  of 
jaundice  as  a  sign  of  recurrent  injury  with 
intrahepatic  obstruction  due  to  swelling, 
scarring,  and  regeneration  of  the  injured 
hepatic  lobules.  The  active  inflammatory  re- 
action has  persisted  in  the  liver,  lungs, 
lymph  nodes,  retroperitoneal  tissues,  and 
other  structures.  It  is  for  this  reason  that 
I  am  inclined  to  place  this  case  outside  the 
group  of  classical  Laennec's  cirrhosis  and 
include  it  in  the  more  uncommon  group  of 
postnecrotic  cirrhosis. 

'Earlier,  it  was  thought  that  this  type  of 
liver  disease  was  particularly  uncommon, 
but  it  has  been  recognized  since  Lucke's 
original  report'21  that  in  an  occasional  case 
cirrhosis  will  develop  following  hepatitis'5'. 
The  mortality  in  the  1942  epidemic  of  hepa- 
titis was  approximately  0.4  per  cent'11.  Ap- 
parently complete  regeneration  and  restora- 
tion to  normal  structure  took  place  within 
about  one  month  in  those  cases  which  could 
be  studied  following  hepatitis.  It  is  accepted, 
however,  that  complete  recovery  does  not 
occur  in  all  these  cases,  and  that  occasion- 
ally the  patient  will  develop  symptoms  and 
signs  of  cirrhosis  and  die  with  hepatic  in- 
sufficiency. 

Pathologic  Diagnoses 

Probable   chronic  infectious   hepatitis    with 

cirrhosis  of  the  liver 
Severe  icterus  (hepatocellular) 
Ascites  and  peripheral  edema 
Reactive  and  congestive  splenomegaly 
Cloudy  swelling  of  the  myocardium 
Chronic  interstitial  pneumonia  with  fibrosis 

and  focal  atelectasis 

Chronic  lymphadenitis  of  hilar  nodes 
Arrested  pulmonary  tuberculosis  with  fibro- 
sis and  adhesions  of  right  apex  and  calci- 
fication of  hilar  lymph  nodes 
Slight  generalized  arteriosclerosis 
Renal  arteriosclerosis  with  cortical  retention 

cyst 

Minimal  cholemic  nephrosis 
Healed  endocardial  vegetation  of  the  mitral 
valve    (probable  rheumatoid  arthritis) 


:i.  •  - 


5     Popper,  H.  and  Franklin,  M.:  Viral  versus  Toxic  Hepatic 
Necrosis,    Arch.   Path.   46:338-376    (Oct.)    1948. 
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COMMITTEE  ON  VENEREAL  DISEASE 

A  NEW  DAWN  IN  VENEREAL 
DISEASE  CONTROL 

H.  H.  Henry,  M.D. 
Charlotte 

The  control  of  venereal  disease  since  the 
introduction  of  antibiotics  as  therapeutic 
agents  has  taken  a  great  forward  step  dur- 
ing the  decade  between  1940  and  1950.  A 
review  of  the  literature  verifies  the  opinion 
of  federal,  state  and  local  public  health 
agencies  that  syphilis,  for  instance,  has  prob- 
ably reached  its  peak  in  this  country,  has 
broken,  and  even  now  is  on  the  downward 
trend.  Never  before  in  the  history  of  medi- 
cine have  we  been  able  to  offer  patients  such 
relatively  safe,  abbreviated,  and  effective 
therapy. 

Advances  in  Therapy 
Case-holding  is  now  a  far  less  important 
factor  in  the  control  of  venereal  diseases. 
In  contrast  to  former  courses  of  antisyphi- 
litic  therapy,  drawn  out  for  months  and 
years,  we  may  now  offer  effective  treatment 
with  penicillin  over  a  period  of  days,  or 
weeks  at  the  longest.  Along  with  the  amaz- 
ingly shortened  period  required  for  com- 
pletion of  adequate  therapy,  medicine  now 
offers  drugs  less  toxic  than  former  anti- 
syphilitic  agents,  and  drugs  which  may  be 
administered  with  much  less  inconvenience 
to  our  clientele.  For  these  reasons,  the  ma- 
jority of  patients  with  venereal  disease, 
once  the  diagnosis  has  been  made;  will  be 
adequately  treated,  and  syphilis,  at  least, 
will  be  more  readily  arrested,  if  not  definite- 
ly cured.  Spread  of  infection  is  thus  de- 
creased, and  the  venereal  disease  case-load 
of  acquired  and  congenital  syphilis  is  less- 
ened. 

Regardless  of  the  excellent  present  day 
results  obtained  in  the  treatment  of  syphilis, 
we  must  not  be  satisfied  that  we  have  the 
final  answer  to  the  therapy  of  this  disease. 
Penicillin,  as  a  therapeutic  agent,  is  the  best 
weapon  now  available  to  the  medical  pro- 
fession, but  we  must  admit  that  our  impres- 
sive results  are  seen  in  early  syphilis  only, 
and  furthermore  that  we  are  encountering 
infectious  relapses  in  apparently  adequately 
treated  individuals.   There  is  still  a  stubborn 
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group  of  patients  who,  despite  early  and 
adequate  therapy,  remain  sero-resistant — 
the  old  bugaboo  in  syphilotherapy,  the  group 
of  "Wassermann-fast"  cases.  Certainly  we 
have  satisfactorily  proved  to  ourselves  that 
penicillin  therapy,  regardless  of  amount  or 
duration,  is  still  not  the  answer  to  that  very 
perplexing  problem.  There  is  no  reason  for 
subjecting  such  "Wassermann-fast"  individ- 
uals to  repeated  courses  of  penicillin  or  other 
drugs.  Nevertheless,  in  our  minds  there  must 
remain  the  shadow  of  doubt.  Have  we  ar- 
rested the  syphilis?  May  it  not  be  possible 
that  there  still  exists  a  focus  of  infection 
that  we  have  failed  to  uncover?  The  only 
possible  approach  to  the  solution  of  such 
cases  lies  in  complete  physical  examinations 
and  repeated  laboratory  surveys  emphasiz- 
ing the  use  of  the  quantitative  serologic 
tests,  the  spinal  fluid  survey,  and  x-ray 
studies  of  the  heart  and  great  vessels.  We 
should  never  close  our  files  on  such  cases, 
but  should  keep  them  under  close  observa- 
tion. This  will  not  only  assure  the  patient 
of  the  best  possible  medical  care,  but  will 
prevent  him  from  going  from  one  physician 
to  another  who  may  fall  into  the  trap  of 
"treating  the  blood  test"  instead  of  the  pa- 
tient. 

Modern  day  advances  in  the  treatment  of 
venereal  disease  and  the  rapid  strides  made 
in  its  control  have  made  it  difficult  for  us  to 
find  time  to  pause  and  evaluate  fully  the 
results  of  the  treatment  of  syphilis  in  the 
latter  years  of  the  "dark  age  in  syphilo- 
therapy"— that  is,  the  pre-penicillin  years. 
In  those  years  we  had  at  our  command  a 
good  therapeutic  agent  in  the  form  of  a  sat- 
isfactory arsenical  product.  It  is  true  that 
these  products  were  more  toxic  and  required 
a  longer  treatment  schedule  than  penicillin, 
but  they  gave  good  therapeutic  results.  Yet 
we  have  seen  these  agents  almost  entirely 
discarded  over  a  period  of  a  few  years,  just 
as  mercury  was  largely  discarded  when  the 
arsenicals  became  available.  With  the  dawn 
of  penicillin,  we  sacrificed  our  knowledge 
and  progress  in  regard  to  arsenotherapy. 
The  unanswered  question  before  us  is. 
"After  penicillin,  what?"  It  is  not  illogical 
to  believe  that  there  may  be  a  better  anti- 
syphilitic  agent  which  will  herald  a  new 
dawn  in  the  history  of  venereal  disease. 
While  we  are  waiting  for  medical  science  to 
open  this  new  door,  it  is  our  job  to  concen- 


trate our  efforts  in  other  directions  in  an 
attempt  to  eradicate  from  the  face  of  the 
earth  this  time  respected  plague — venereal 
disease. 

Education  and  Contact  Investigation 
Treatment,  regardless  of  the  agent,  is  not 
the  answer.  There  is  always  the  problem  of 
finding  the  source  of  infection.  We  must 
always  be  ready  to  face  the  unquestionable 
fact  that,  for  any  and  every  case  of  syphilis 
coming  to  our  attention,  there  exists  some- 
where on  the  globe  at  least  one  other  case 
of  syphilis,  previously  diagnosed  or  not,  pre- 
viously treated  or  not.  That  fact  applies  to 
either  acquired  or  congenital  syphilis.  In  the 
case  of  the  latter,  where  is  the  mother?  Has 
she  ever  come  to  diagnosis  and  therapy? 
New  cases  of  acquired  syphilis  mean  that 
sometime,  somewhere,  regardless  of  means 
of  transmission  or  mode  of  infection,  that 
particular  patient  was  in  contact  with  an 
infectious  case  of  syphilis. 

There  has  raged  for  many  years  now  the 
argument  as  to  whether  venereal  disease  ed- 
ucation or  contact  investigation  is  more 
effective.  Both  methods  have  their  merits, 
and  neither  can  be  totally,  sacrif iced  in  favor 
of  the  other.  They  should  both  still  be  re- 
garded as  the  important  methods  of  control 
Let  us  not  neglect  the  field  of  education. 
Education  of  the  medical  profession  as  a 
whole  will  result  in  our  becoming  venereal 
disease  conscious,  and  with  such  an  attitude 
we  are  certain  to  find  more  cases.  Cases  will 
be  uncovered  earlier,  and  therapy  will  be 
more  effective,  improving  our  cure  rate  of 
infection.  Education  of  the  laity  helps  to 
make  patients  aware  of  the  possibility  of 
infection,  teaches  them  to  recognize  the 
symptoms,  and  encourages  them  to  seek 
routine  regular  medical  examinations,  in- 
cluding blood  tests.  To  a  great  extent,  how- 
ever, educational  efforts  seem  to  fall  on 
deafened  ears.  We  must  understand  the 
problems  of  the  uneducated,  who  cannot 
read  the  materials  offered  them  or  who  fail 
to  understand  what  we  are  trying  to  tell 
them,  regardless  of  the  medium  of  presen- 
tation. Case  finding  through  contact  investi- 
gation offers  a  more  direct  approach  to  our 
problem. 

Once  a  diagnosis  of  syphilis  has  been  made 
in  a  new  case,  the  pattern  of  venereal  disease 
control,  the  epidemiology  of  syphilis  begins. 
The  foremost  question  to   be   answered   is, 
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''Where  is  the  source  of  infection?"  The 
more  intelligent  and  cooperative  the  individ- 
ual patient,  the  less  difficult  it  will  be  to 
obtain  such  information.  When  the  patient 
is  not  cooperative,  we  must  attempt  to  make 
him  understand  our  interest  in  such  matters. 
We  frequently  obtain  answers  such  as  "She's 
a  nice  girl  and  I  can't  bring  her  into  this," 
or  "She  is  a  married  woman."  We  must 
overrule  these  objections  and  explain  that, 
to  control  venereal  disease,  the  chain  of 
spread  of  the  infection  must  be  broken,  and 
the  unknown  case  or  cases  brought  to  diag- 
nosis and  therapy. 

Obtaining  the  probable  source  of  infection 
is  only  half  of  the  problem.  It  is  equally 
important  to  learn  who  has  been  exposed  to 
the  disease  by  the  patient  now  in  our  hands. 
If  we  are  going  to  use  the  argument  of  fair 
play,  it  carries  more  weight  here  than  in 
tracking  down  the  origin  of  infection.  How 
often  we  hear  the  beseeching  plea  of  the 
married  man :  "Please  don't  tell  my  wife." 
No,  you  and  I  should  not  tell  the  wife.  As  I 
see  it,  it  is  solely  the  responsibility  of  the 
infected  husband,  if  he  thinks  anything  of 
his  spouse,  to  inform  her  of  his  infection  ant! 
of  the  probability  that  she  has  been  exposed 
to  disease.  Of  course,  to  ease  his  burden,  we 
should  offer  assistance  in  breaking  the 
shocking  news  to  the  unsuspecting  mate.  It 
is  unquestionably  our  responsibility  as  phy- 
sicians to  make  certain  that  the  innocent 
partner  is  afforded  an  immediate  opportun- 
ity for  early  diagnosis  and  proper  treatment. 

Legal  Aids  to  the  Control  of 
Venereal  Disease 

Fortunately,  we  have  the  laws  and  ordi- 
nances necessary  to  assist  us  in  the  control 
of  venereal  disease.  We  can  legally  require 
the  examination  of  those  individuals  sus- 
pected of  having  infections;  we  can  legally 
require  treatment  of  the  infected  cases;  and 
we  can  go  as  far  as  putting  patients  under 
quarantine  until  they  are  rendered  non-in- 
fectious. Unfortunately,  such  measures  are 
needed  to  control  those  individuals  whom  we 
cannot  approach  on  an  intellectual  plane, 
and  from  time  to  time  we  have  all  encount- 
ered such  patients. 

Our  relatively  new  laws  requiring  pre- 
marital and  prenatal  blood  tests  indicate 
that  the  importance  of  venereal  disease  is 
fully  recognized.  However,  it  is  most  unfor- 


tunate that  such  a  valuable  tool  in  venereal 
disease  control  is  used  only  to  comply  with 
the  law.  A  negative  blood  test  obtained  at 
the  time  of  the  first  prenatal  visit  is  of  much 
value,  but  it  cannot  rule  out  the  possibility 
that  the  baby  will  have  congenital  syphilis, 
since  the  mother  may  contract  syphilis  later 
in  her  pregnancy.  It  is  my  belief  that,  with- 
out exception,  the  blood  test  should  be  re- 
peated as  the  expectant  mother  enters  the 
third  trimester  of  her  pregnancy. 

The  Physician's  Responsibility 

The  control  of  venereal  disease  is  alto- 
gether the  responsibility  of  the  medical  pro- 
fession and  our  allied  co-workers  in  that 
field.  We  cannot  afford  to  sit  back  waiting 
for  the  infected  hordes  to  present  themselves 
for  diagnosis  and  treatment.  If  our  educa- 
tional attempts  bore  full  fruit,  such  a  course 
would  be  justified,  but  unfortunately  this  is 
not  the  case.  It  is  our  responsibility  as  phy- 
sicians to  maintain  a  high  index  of  suspicion 
and  to  be  always  on  the  alert  for  possible  in- 
fection. Once  we  do  encounter  a  patient  with 
venereal  disease,  it  becomes  our  responsibil- 
ity to  establish  as  accurate  a  diagnosis  as 
possible  and  to  render  the  most  effective 
form  of  therapy  at  our  command.  By  so  do- 
ing we  have  momentarily  eradicated  or  at 
least  arrested  one  case  of  infection,  but  we 
have  not  fulfilled  our  responsibility  unless 
we  seek  out  the  contacts — both  the  possible 
sources  of  infection  and  the  innocent  victims 
of  our  patient's  disease. 

Public  health  services  have  implored  that 
cases  of  venereal  disease  be  reported,  re- 
gardless of  whether  the  diagnosis  is  made 
in  a  clinic,  a  hospital,  or  in  practice.  Only 
if  each  of  us  conscientiously  reports  every 
case  can  we  ever  hope  to  establish  the  true 
incidence  of  syphilis.  Every  convenience  has 
been  afforded  us  for  reporting  our  cases ; 
the  identity  of  the  patient  can  be  safely  con- 
cealed, since  reporting  in  code  is  possible. 
The  eradication  of  venereal  disease  cannot 
be  accomplished  by  any  one  individual  or 
any  delegated  group  of  individuals,  but  re- 
quires the  full  time  effort  of  the  entire  med- 
ical profession.  Only  when  each  one  of  us 
shoulders  his  full  responsibility  in  regard  to 
the  task  at  hand  can  we  hope  to  accomplish 
our  great  goal — the  eradication  of  a  needless 
and  inexcusable  group  of  diseases  from  the 
realm  of  medicine. 
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WHEN  IS  A  MAN  DEAD? 
To  the  editor : 

The  trial  of  Dr.  Hermann  N.  Sander  has 
focused  public  interest  upon  the  diagnosis  of 
death.  In  view  of  this  interest  it  would  seem 
appropriate  to  call  attention  to  the  disor- 
ganized and  relatively  difficult  access  to 
such  information. 

Death  to  be  treated  as  such  should  be  de- 
termined with  certainty.  In  order  to  save 
life,  "apparent"  death  should  be  more  gen- 
erally recognized.  The  signs  of  death  should 
be  common  knowledge. 

Precise  and  condensed  information  should 
be  in  the  hands  of  every  Medical  Examiner 
and  Coroner.  It  should  be  easily  available  in 
reference  libraries  and  educational  institu- 
tions of  all  kinds.  In  certain  sections  of  the 
country,  this  is  particularly  important  in 
order  to  reduce  the  danger  of  premature 
embalming  or  burial. 

In  the  interrogation  of  Dr.  Ralph  E.  Miller 
two  important  signs  of  death  were  over- 
looked ...  (a)  absence  of  arterial  bleedino-. 
(b)  blood  color  change  in  the  nresence  of 
oxvs'en.  These  signs  are  fullv  described  in 
"The  Art  of  Resuscitation."  ReinhoM  Pnh- 
lishincr  Commnv,  New  York  Citv.  in  its 
Chanter  31.  "The  SiVns  of  Death  "  Tt  would 
seem  wise  to  take  advantao-e  of  the  nresent 
interest  to  nlace  on  file  information  ninaJTv 
so  remote  and  having  so  little  nonnlar  an- 
neal. 

Paluel  J.  Flaoo-.  Mil. 

Societv  for  the  Prevention  of 

Asnhvxial  Death.  Trie. 

205  East  78th  St. 

New  York  City 


Aureomycin  Prices   Reduced 

A  down-the-line  nrice  reduction  of  90  ner  r°nt  on 
«ill  aureomvcin  products,  effective  Wnnrv  1.  wo- 
nnnonnced  bv  Lederle  Laboratories  D"'i°,°'vn.  4m»ri. 
can  Cyananiid  Company,  producer  of  the  famines 
golden  antibiotic. 

Products  for  human  medication  affected  bv  tin's 
cut  include  Aureomvcin  Capsules  (250  me;.  =:id  50 
ing-.),  Aureomvcin  Ointment,  Aureomycin  Troches. 
Aureomycin  Ophthalmic,  Aureomycin  Intravenous 
ffor  iniection  in  emergencies)  and  Aureomvcin 
Spersoids.  The  latter  is  a  chocolate-flavored  pow- 
der, used  for  treating'  diseases  in  children. 


PRESIDENT'S  MESSAGE 
THE  ANNUAL  MEETING 

A  growing  membership  and  the  social 
and  professional  complexity  of  our  day  have 
produced  a  vast  increase  in  the  amount  of 
business  which  must  be  transacted  at  the 
annual  meetings  of  the  Medical  Society  of 
the  State  of  North  Carolina.  It  would  seem 
desirable  to  condense  and  consolidate  this 
business  as  much  as  possible  without  the 
sacrifice  of  efficiency  or  adequate  deliber- 
ation. 

Last  year  the  annual  reports  of  commit- 
tees were  mimeographed  and  mailed  to  all 
delegates  far  enough  in  advance  to  allow 
them  to  be  read  and  studied.  The  same  pro- 
cedure will  be  followed  in  1950.  Reports 
which  call  for  no  comment  from  the  dele- 
gates, which  have  been  studied  by  the  Exec- 
utive Committee,  and  which  are  unamended 
by  their  authors  may  reasonably  be  accepted 
without  formal  reading. 

Committee  chairmen  are  requested  to  for- 
ward their  annual  reports  without  further 
delay.  In  anticipation  of  the  meeting  all 
delegates  are  urged  to  read  these  reports  in 
advance  and  be  in  a  position  to  act  upon 
them  with  facility. 

The  year  1950  brings  the  election  of  the 
Board  of  Medical  Examiners.  Heretofore 
this  often  has  been  a  long  and  laborious 
procedure.  The  constitution  provides  that 
the  Board  of  Medical  Examiners  be  elected 
at  a  general  session  on  the  second  day  of 
the  annual  meeting.  Thus,  nominations  are 
from  the  floor,  balloting  is  by  all  members, 
and  a  majority  of  the  votes  cast  on  any  one 
ballot  is  necessary  for  election. 

The  Executive  Committee  has  authorized 
that  the  mechanics  of  the  election  be  as 
follows : 

1.  Floor  standards  will  be  in  place  indi- 
cating gathering  areas  (by  number) 
for  the  various  districts. 

2.  Members  will  vote  only  at  the  polling 
places  for  their  own  districts. 

B.  Nominations  will  be  received  from  the 
floor  and  the  names  written  on  a  large 
blackboard. 

4.  Each  councilor  will  appoint  three  tell- 
ers for  his  district.  These  will  collect 
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and  tabulate  the  votes  from  that  dis- 
trict. 

5.  The  votes  from  the  various  districts 
will  then  be  placed  on  a  central  tally 
sheet.  This  will  allow  a  rapid  compu- 
tation of  the  total  votes  cast  and  a 
quick  determination  of  the  number  re- 
ceived by  each  candidate. 

6.  The  names  of  those  receiving  a  ma- 
jority on  the  first  ballot  will  be  re- 
moved from  the  board.  Following  bal- 
lots will  be  prepared  for  those  whose 
names  remain  until  seven  have  been 
elected. 

It  is  hoped  that  this  procedure  will  allow 
the  election  to  be  conducted  in  minutes 
rather  than  hours.  Certainly  it  will  comply 
with  constitutional  requirements,  with  ac- 
cepted parliamentary  procedure,  and  with 
good  taste. 

G.  W.  Murphy,  M.D. 


PRELIMINARY    PROGRAM 

of  the 

NINETY-SIXTH    ANNUAL    SESSION 

The    Medical    Society 
of  the  State  of  North  Carolina 

May  1,  2,  and  3,  1950 

PINEHURST,  NORTH  CAROLINA 
Headquarters — Hotel  Carolina 


RESUME     OF     PROGRAM 

SUNDAY,    APRIL    SO,    11150 
3:00  P.M. — Executive   Committee   Meeting 
(Small  Card  Uoom) 


9:00  A.M. 
9:00  A.M. 
2:00  P.M. 
5:30  P.M. 

6:00  P.M. 

6:00  P.M. 
8:00  P.M. 
b:i>0  P.M. 

8:30  P.M. 


7:30  A.M. 
7:30  A.M. 

8:00  A.M 
8:45  A.M, 
9:00  A.M. 

9:00  A.M. 

10:00  A.M. 

11 :00  A.M 


MONDAY,  MAY  1,  1030 
— Registration   Booth   Opens    (Front   Lobby) 
—Exhibits  Open    (West  Porches) 
—House  of  Delegates  of  Medical  Society   (Ballroom) 
—Intermission,     House    of    Delegates    of    Medical 

Society 
—Medical    College    of   Virginia   Alumni    Dinner 

(Crystal  Room) 
—Exhibits   Close 

—House  of  Delegates  Reconvenes'   (Ballroom) 
—  Executive    Board    Meeting,    Auxiliary    to    Medical 

Society    (Small    Card    Room) 
-Bingo    Party,    Auxiliary    to    Medical    Society 

(Pine   Room) 

TUESDAY,  MAY  2,  1950 
—Officers'    Breakfast    (Crystal    Room) 
— Breakfast.    Medical    Women's    Association 

(Stag  Room) 
— Registration    Booth    Opens    (Front    Lobby) 
— Exhibits  Open    (West  Porches) 
— First    General    Session    of    Medical    Society 

(Ballroom) 
— Executive    Board    Meeting,    Auxiliary    to    Medical 

Society    (Pine  Room) 
— Annual     Meeting,    Auxiliary    to    Medical     Society 

(Pine  Room) 
— Medical  Advisory  Committee  to  N.  C.  Commission 

for  the   Blind    (Dutch  Room) 


.M. 


A.M. 
A.M. 


10:110  A.M.- 


l:oo  P.M.  -Luncheon,    Auxiliary    to    Medical    Society 

(Pinehurst  Country  Club) 
— Duke    University    Medical    Alumni    Luncheon 

(The  Manor) 
— University  of  N.   C.   Medical   Alumni  Luncheon 

(Crystal  Room) 
2:30  P.M.-  Section    Meetings,    Medical    Society: 

Section  on  Surgery   (Ballroom) 

Section   on   Practice   of   Medicine 

(Large  Card  Room) 

Section  on  Gynecology  and  Obstetrics  (Pine  Room) 

Section    on    Neurology    and    Psychiatry 

(Dutch   Room) 

Section    on    Pathology    (Theater) 
-President's  Dinner    (Main   Dining   Room) 

WEDNESDAY,    MAY    3,    1950 

Registration   Booth  Opens 
-Second    General    Session    of    Medical    Society 

(Ballroom) 

Bridge   and   Canasta   Party,    Auxiliary    to   Medical 

Society  (Large  Card  Room) 

Election  Seven  Members  North  Carolina  Board  of 

Medical  Examiners 
Conjoint    Session    (Ballroom) 
-Awarding  of  prizes    (Ballroom) 

Presentation  of  High  School  Essay  Contest  Winner 
-University     of      Pennsylvania      Medical      Alumni 

Luncheon    (Crystal  Room) 
-Jefferson    Medical   College    Alumni   Luncheon 

(East  End  Dining  Room) 

Tulane   University   Medical  Alumni   Luncheon 

(Stag  Room) 

Second    Meeting    of    House    of    Delegates 

(Small  Card  Room) 

Section   Meetings,   Medical   Society : 

Section     on     General     Practice     of    Medicine 

Surgery    (Ballroom) 

Section   on   Pediatrics    (Large   Card   Room) 

Section   on    Ophthalmology    and    Otolaryngolo. 

(Pine   Room) 

Section   on   Radiology    (Theater) 

Section    on    Public    Health   and    Education 

(Community  Church) 
bird   General   Session    (Ballroom) 


2:00 

Noon 

2:25 

P.M.- 

2:35 

P.M.- 

1  :00 

P.M.- 

P.M. 
P.M. 


and 


5  Mill   P.M.— 


PROGRAM    OF    THE    MEDICAL    SOCIETY 

OFFICERS   BREAKFAST 

TUESDAY,   MAY  2,   7:30   A.M. 
(Crystal   Room) 


8:00 


A.M. — The  Twelve  Point  Program  of  the 
American  Medical  Association  — 
George  F.  Lull,  M.D.,  Secretary  and 
General  Manager,  American  Medical 
Association,    Chicago 

8:20  A.M. — The  Legislative  Situation  Nationally 
—Frank  E.  Wilson,  M.D  ,  Deputy 
Director,  American  Medical  Associa- 
tion Washington  Office,  Washington, 
D.  C. 

8:30  A.M. — County  Society  Educational  Responsi- 
bilities to  the  Public  —  Donald  B. 
Koonce,  M.D.,  Chairman,  Public  Re- 
lations Committee,  Wilmington 

8:40  A.M. — Progress  in  Public  Relations  at  the 
State  Society  Level — Mr.  LeRoy  H. 
Cox,  Director  Public  Relations,  Medi- 
cal Society  of  the  State  of  North 
Carolina,  Raleigh 

8:50  A.M. — Problems  Related  to  Processing  Medi- 
cal Dues— Millard  D.  Hill,  M.D.,  Sec- 
retary-Treasurer, Medical  Society  of 
the  State  of  North  Carolina,  Raleigh 

9:00  A.M. — Adjournment 


MEDICAL    WOMEN'S    ASSOCIATION 
BREAKFAST 

TUESDAY,  MAY  2,   7:30  A.M. 

(Stag  Room) 
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FIRST  GENERAL  SESSION 
(Ballroom) 
TUESDAY,  MAY  2,  1950 

9:00  A.M.— Call   to   Order,   Millard   D.    Hill,   M.D., 
Chairman,    Committee    on    Arrange- 
ments. 
Invocation,  Rev.  R.  L.  Prince,  Pinehurst 
Announcements 

Presentation    of    President,    G.    West- 
brook  Murphy,    M.D. 
9:10  A.M. — Report    of    Committee    on    Award    of 
Moore  County  Medal: 
Rowland  T.  Bellows,  M.D.,  Chairman, 

Charlotte 
William  S.  Dosher,  M.D.,  Wilmington 
Ralph  S.  Morgan,  M.D.,  Sylva 
9:20  A.M. — Report  of  Obituary  Committee: 

Robert    M.    McMillan,    M.D.,    Chair- 
man,  Southern  Pines 
Zachary  F.  Long,  M.D.,  Rockingham 
Heyward  C.  Thompson,  M.D.,  Shelby 
9:30  A.M.— The    Surgical    Treatment   of    Pain— W. 
R.  Pitts,  M.D.,  Charlotte  (From  Sec- 
tion on   Surgery) 
9:50  A.M. — Treatment   of   Fibrositis   of   Neck   and 
Shoulder  with  Microthermy   (Radar) 
— George  D.  Wilson,  M.D.,  Asheville 
(From   Section  on  Practice  of  Medi- 
cine) 
10:10  A.M. — Operative  Aspects  of  Female  Sterility 
—Violet  H.  Turner,  M.D.,  and  C.  B. 
Davis,  M.D.,  Durham   (From  Section 
on  Obstetrics  and  Gynecology) 
10:30  A.M.— Address:   George  F.  Lull,  M.D.,   Secre- 
tary and  General  Manager,  American 
Medical   Association,    Chicago 
11:10  A.M. — Medical   Education   in    Psychiatry;      A 
Proposal   to   Raise  the   Standards   of 
Patient  Care  and  Psychiatric  Treat- 
ment in  the  State  of  North  Carolina 
— Leslie   B.   Hohman,   M.D.,   Durham 
(From     Section    on    Neurology    and 
Psychiatry) 
11:50  A.M. — The  Corporate  Practice  of  Medicine  in 
the  Relationship  of  Hospitals  and  the 
Profession — Elmer  Hess,  M.D.,  Erie, 
Pa. 
12:50  P.M. — Adjournment. 

SECTION  ON  SURGERY 

(Ballroom) 
Tuesday,  May  2,  2:30  P.M. 
W.  Paul  Sanger,  M.D.,  Chairman,  Charlotte 
Postoperative  Anuria 

Donald  B.  Koonce,  M.D.,  Wilmington 
Regional  Ileitis 

Gordon    Sinclair,    M.D.,    and    Alfred   Hamilton, 
M.D.,  Raleigh 
Surgical  Experience  and  Management  of  Portal  Hy- 
pertension 

Addison  Brenizer,  Jr.,  M.D.,  Charlotte 
Diagnosis  and  Management  of  Rectal  Polyps 

Isaac  E.  Harris,  Jr.,  M.D.,  and  James  D.  Little- 
field,  M.D.,  Durham 
Treatment   of  Nucleus   Pulposus 

Eben  Alexander,  M.D.,  Winston-Salem 
Advanced  Lymphopathv 

H.  Max  Schiebel,  M.D.,  Durham 
Surgical  Treatment  of  Pain 

William   R.  Pitts,  M.D.,  Charlotte 

(Before  First  General  Session,  Tuesday,  May  2) 


SECTION  ON  PRACTICE  OF  MEDICINE 

(Large  Card  Room) 

Tuesday,  May  2,  2:30  P.M. 

David  Cayer,  M.D.,  Chairman,  Winston-Salem 

The  Action  of  Cardiac  Glucosides 

J.  Gilmer  Mebane,  M.D.,  Rutherfordton 
Recent  Advances  in  Allergy 

Wayne  Rundles,  M.D.,  Durham 
Recent  Advances  in  Antibiotic  Therapy 

Karl  Shepard,  M.D.,  High  Point 
Therapeutic  Implications  of  ACTH 

Lytt  I.   Gardner,  M.D.,  Chapel  Hill 
Treatment  of  Fibrositis  of  Neck  and  Shoulder  with 
Microthermy    (Radar) 

George  D.  Wilson,  M.D.,  Asheville 

(Before  First  General  Session,  Tuesday,  May  2.) 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

(Pine  Room) 

Tuesday,  May  2,  2:30  P.M. 

F.  Bayard  Carter,  M.D.,  Chairman,  Durham 

2:30-3:30  Pelvic  Anatomy.  Motion  Picture  in  Color. 
John  Everett,  Ph.D.,  Durham 

3:30-3:50  The  Problem  of  Infectious  Diseases  in 
Early  Pregnancy  as  a  Cause  of  Con- 
genital Malformations — Jesse  B.  Cald- 
well, M.D.,  and  Donald  F.  Whitener, 
M.D.,  Winston-Salem.  Discussants:  Ar- 
thur London,  M.D.,  Durham,  and  Rich- 
ard Dunn,  M.D.,  Greensboro 

4:00-4:20  The  Methods  and  Results  in  State-County 
Cancer  Centers  —  Mildred  Schram, 
Ph.D.,  and  G.  M  Cooper,  M.D.,  Raleigh. 
Discussants:  James  F.  Marshall,  M.D., 
Winston-Salem,  and  James  F.  Robert- 
son,  M.D.,  Wilmington 

4:30-4:50  Obstetric  Anesthesia  with  Rectal  Sodium 
Pentothal  —  Ernest  W.  Furgurson, 
M.D.,  Plymouth.  Discussant:  John  Cot- 
ten  Tayloe,  M.D.,  Washington. 
Operative  Aspects  of  Female  Sterility — 
Violet  H.  Turner,  M.D.,  and  C.  B. 
Davis,  M.D.,  Durham.  (Before  First 
General  Session,  Tuesday,  May  2) 

SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

(Dutch  Room) 
Tuesday,  May  2,  2:30  P.M. 
R.  Burke  Suitt,  M.D.,  Chairman,  Durham 
Medical    Education   in   Psychiatry;      A   Proposal   to 
Raise  the  Standards  of  Patient  Care  and  Psychia- 
tric Treatment  in  the  State  of  North  Carolina 
Leslie  B.  Hohman,  M.D.,  Durham 
(Before    the    First    General    Session,    Tuesday, 
May  2,  1950) 
Levels   of  Medical  Teaching 

Richard   S.   Lyman,   M.D.,   Durham 
Teaching  of   Clinical  Neurology 

E.   Charles  Kunkle,  M.D.,  Durham 
The  Role  of  the  Mental  Hospital  in  the  Teaching  of 
Psychiatry 

Edward  M.  Pleasants,  M.D.,  Raleigh,  and  Donald 
Martin,    M.D.,    Durham 
Neuropathology — A   Problem  in  Teaching 

George  Margolis,  M.D. 
Integrating  the  Teaching  of  Neurosurgery  with  Al- 
lied Specialties 

Barnes  Woodhall,  M.D.,  Durham 
Teaching  Child  Psychiatry  and  Child  Neurology 
Grant  Taylor,  M.D.,  and  Vernon  Kinross-Wright, 
M.D. 
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Recent  Developments  in  the  Teaching  of  Comprehen- 
sive Medicine 

Maurice  H.  Greenhill,  M.D.,  William  H.  Fitz- 
patrick,  M.D.,  and  Klaus  W.  Berblinger, 
M.D.,   Durham 

SECTION  ON  PATHOLOGY 

(Theater) 

Tuesday,  May  2,  2:30  P.M. 

Thomas  N.  Lide,  M.D.,  Chairman,  Winston-Salem 
Laboratory    Studies    on    Leptospirosis 

Parker  R.  Beamer,  Ph.D.,  M.D.,  Winston-Salem 
"Beryllium  Granulomatosis" — Presentation  of  a  Case 

H.  Lee  Large,  Jr.,  M.D.,  Charlotte 
Pulmonary   Adenomatosis   and   Alveolar   Cell   Carci- 
noma of  the  Lung 

Paul  Kimmelstiel,  M.D.,  Charlotte 
(No  paper  to  be  presented  before  General  Ses- 
sion) 

PRESIDENT'S   DINNER 
(Main  Dining  Room) 

(Dress   Optional) 
Tuesday,  May  2,  1950 

7:00  P.M.— Banquet 

Toastmaster— L.    Nelson   Bell,    M.D., 

Asheville 
Invocation — The  Most  Reverend  Vincent 
S.    Waters,    Bishop    of    the    Catholic 
Diocese,  Raleigh 
7:40  P.M. — Presentation   of   Guests 
7:50  P.M.— Address 

G.  Westbrook   Murphy,  M.D.,  Presi- 
dent, Medical  Society  of  the  State 
of  North  Carolina,  Asheville 
8:10  P.M. — Presentation  of  President's  Jewel 

Ben  F.   Royal,  M.D.,  Morehead  City 
8:15  P.M. — Introduction  of  Guest  Speaker 

L.  Nelson  Bell,  M.D.,  Asheville 
Address:  The  British  Health  Scheme 
Mr.   John   McPherrin,   Editor,   Amer- 
ican Druggist,  New  York  City 
9:15  P.M. — Adjournment 
10:00  P.M.     to     2:00   A.M.— President's  Ball 
(Ballroom) 

SECOND  GENERAL  SESSION 

(Ballroom) 

Wednesday,  May  3,  1950 

9:00  A.M. — Multi-Phasic  Screening- 
Cecil  G.   Shep,  M.D.,  Chapel  Hill 
9:20  A.M. — Gastrointestinal  and  Food  Allergy;  Di- 
agnosis and  Treatment 

J.    Warrick    Thomas,    M.D.,    Rich- 
mond, Va. 
(From  Section  on  Practice  of  Medi- 
cine and  Surgery) 
9:40  A.M.— The    North    Carolina    Premature    Pro- 
gram 

J.  Robert  Murphy,  M.D.,  Raleigh 
(From   Section   on  Pediatrics) 
10:00  A.M.— Recent  Trends  in  the  Treatment  of  Car- 
cinoma of  the  Larynx 

G.  B.  Ferguson,  M.D.,  Durham 
(From   Section    on   Ophthalmology 
and  Otolaryngology) 
10:20  A.M.— Address: 

George  F.  Lull,  M.D.,  Secretary  and 
General  Manager,  American  Medi- 
cal Association,  Chicago 
10:50  A.M. — Election    Members   of   North    Carolina 
Board  of  Medical  Examiners   (7) 


11:10  A.M.— The  Role  of  the  Physician  in  the  Diag- 
nosis of  Breast  Carcinoma 

Eugene  Pendergrass,  M.D.,  Profes- 
sor of  Radiology,  University  of 
Pennsylvania,   Philadelphia 
( From  Section  on  Radiology) 

CONJOINT  SESSION 

(Ballroom) 

Wednesday,  May  3,  12:00  Noon 

G.  Grady  Dixon,  M.D.,  Ayden,  President  of  the  State 
Board  of  Health,  will  preside   over   this  meet- 
ing of  the  Medical  Society  of  the  State  of 
North  Carolina  and  the  State  Board  of 
Health 

SECTION  ON   GENERAL  PRACTICE  OF 
MEDICINE  AND   SURGERY 

(Ballroom) 
Wednesday,  May  3,  2:30  P.M. 
William   T.   Ward,  M.D.,   Chairman,   Raleigh 
The  Diagnosis  of  Cervical  Lesions 

James  F.  Donnelly,  M.D.,  Winston-Salem 
Discussants:  Robert  N.  Creadick,  M.D.,  Durham, 
and  A.  R.  Cross,  M.D.,  High  Point 
Hemophilus  Influenzae  Meningitis  in  Adults 
William  T.  Raby,  M.D.,  Charlotte 
Discussant:   George  T.   Harrell,  M.D.,  Winston- 
Salem 
Better  Office  Practice 

Wiley  S.  Cozart,  M.D.,  Fuquay  Springs 
Discussant:   Oscar   S.    Goodwin,  M.D.,  Apex 
Some  Recent  Advances  in  Drug  Therapy 

James  P.  Hendrix,  M.D.,  Durham 
Bulbar  Poliomyelitis 

Robert  B.  Lawson,  M.D.,  Winston-Salem 
Laissez-Faire    to    Regimentation   and    Back    Again: 
The  Pediatric  Pendulum 

Frank  Howard  Richardson,  M.D.,  Black  Moun- 
tain 
Subluxation  of  the  Head  of  the  Radius  with  Cinema- 
tographic Portrayal 

Dan  P.  Boyette,  M.D.,  Ahoskie 
The   North  Carolina   Premature  Program 
Robert  J.  Murphy,  M.D.,  Raleigh 
(Before  Second  General  Session,  Wednesday, 
May  3) 

SECTION    ON    OPHTHALMOLOGY   AND 

OTOLARYNGOLOGY 

(Pine  Room) 

Wednesday,  May  3,  2:30  P.M. 

Henry  H.  Briggs,  M.D.,   Chairman,  Asheville 

Operative  Procedure  for  Evisceration  of  the  Eye 

W.   P.   McKay,  M.D.,   Fayetteville 
Anesthesia   in   Endoscopy 

M.  R.  Himalstein,  M.D. 
Endoscopy    in    the    Diagnosis    of    Bronchiogenic 
Carcinoma 

J.  R.  Wright,  M.D. 
The  Use  of  the  Castroviejo  Erisiphake  in  Intracapsu- 
lar Cataract  Extractions 

Roy  Allen   Stewart,  M.D.,  Newton 
Hearing  Loss 

Ralph  Arnold,   M.D.,   Durham 
Observations  on  Orbital  Implants 

J.   L.  Etherington,   M.D.,  Goldsboro 
Recent  Trends  :;i  Treatment  of  Carcinoma  of  the 
Larynx 

G.  B.  Ferguson,  M.D.,  Durham 
(Before    Second    General    Session,     Wednesday, 
May  3) 
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SECTION  ON  RADIOLOGY 

(Theater) 

Wednesday,   May   3,   2:30   P.M. 

Allan  D.   Tuggle,  M.D.,  Chairman,  Charlotte 

I.     Problems  in  Medical  Practice   (Radiology) 

J.  P.  Rousseau,  M.D.,  Winston-Salem 

II.  Panel  Discussion  on  Certain  Bone  Diseases  with 
Presentation  of  Cases  and  Questions  from  the 
Floor 

1.  Development  of  Bone 

W.   C.   George,  Ph.D.,  Chapel  Hill 

2.  Radiologic   Appearance  of  Nonrial  Bone 

James  T.  Marr,  M.D.,  Winston-Salem 

3.  Eosinophilic   Granuloma 

John  C.  Oleen,  M.D.,  Durham 

4.  Infantile  Cortical  Hyperostoses  (Caffey) 

Hill  Grimmett,  M.D.,  Kannapolis 

5.  Osteoid  Osteoma 

W.  W.  Vaughan,  M.D.,  Durham 

6.  Osteitis   Deformans    (Paget's  disease) 

Leslie  M.  Morris,  M.D.,  Gastonia 

7.  Fibrous  Dysplasia 

Thomas  G.  Thurston,  M.D.,  Salisbury 
Discussants: 

Orthopedics — Lenox  D.  Baker,  M.D.,  Durham 
Pathology — Lee  Large,  M.D.,  Charlotte 
Embryology  and   Physiology — W.   C.   George, 
Ph.D.,  Chapel  Hill 

III.  The  Role  of  the  Physician  in  the  Diagnosis  of 
Breast  Carcinoma 

Eugene  Pendergrass,  M.D.,  Professor  of  Ra- 
diology, University  of  Pennsylvania,  Phil- 
adelphia 
(Before  the  Second  General  Session, 

Wednesday,  May  3) 

SECTION  ON  PUBLIC   HEALTH  AND 

EDUCATION 

(Community  Church) 

Wednesday,  May  3,  2:30  P.M. 

Samuel  B.  McPheeters,  M.D.,  Chairman,  Goldsboro 

Advances  in  the  Diagnosis  and  Treatment  of 

Convulsive   Disorders 

R.  L.  Masland,  M.D.,  and  Marvin  J.  Rosenblum, 
M.D.,  Winston-Salem 
The  Federal  Mental  Hygiene  Program 

C.  G.  Southard,  M.D. 
The  State  Mental  Hygiene  Program 
C.  C.  Applewhite,  M.D.,  Raleigh 
The  Application  of  Streptomycin  in  and  out  of  the 
Sanatorium 

H.  S.  Willis,  M.D.,  McCain 
Multi-Phasic  Screening 

Cecil  G.  Shep,  M.D.,  Chapel  Hill 
(Before  the  Second  General  Session  Wednesday, 
May  3) 


THIRD  GENERAL  SESSION 
(Ballroom) 

Wednesday,  May  3,  1950 

5:00  P.M.— Report  of  House  of  Delegates 

5:15  P.M. — Unfinished   business 

5:20  P.M. — New  business 

5:30  P.M. — Installation  of  president,  president- 
elect, and  vice-presidents 

5:40  P.M. — Remarks  by  president  and  president- 
elect 

5:50  P.M. — Adjournment  sine  die 


News  Notes  from  the  University  of 
North  Carolina 

Postgraduate  medical  courses  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Salisbury,  with  the 
Rowan  County  Medical  Society  as  co-sponsor,  and 
at  North  Wilkesboro  and  Elkin,  with  the  Wilkes- 
Alleghany  Counties  Medical  Society  and  the  Surry- 
Yadkin  Counties  Medical  Society  as  co-sponsors. 
The  programs  are  as  follows: 
Salisbury 

March  29 — Neurosurgical  Problems  in  General  Prac- 
tice— Diagnosis  and  Treatment 
— Dr.  Gilbert  Horrax,  The  Lahey  Clinic, 
Boston 
April  5  — 4  p.m. — Treatment  of  Bacterial  Infections 
with  Newer  Antibiotics 
8    p.m. — Treatment     of     Rickettsial     and 

Viral  Diseases  with  Antibiotics 
— Dr.  Theodore  E.  Woodward,  University 
of  Maryland  School  of  Medicine,  Balti- 
more 
April  12 — Recent  Advances  in  Anesthesiology 

— Dr.    Robert    D.    Dripps,    University    of 
Pennsylvania  Hospital,  Philadelphia 
April  19 — 4  p.m. — The   Causes  of  Amenorrhea 

8  p.m.— The  Contributions  of  ACTH  and 
Cortisone  to  the  Understanding  of  Dis- 
eases of  the  Adrenal  Cortex 
— Dr.     Frederic     Bartter,     Massachusetts 
General  Hospital,  Boston 
April  26 — Recent  Advances  in  Management  of 
Cardiovascular  Disease 
— Dr.    Carleton   B.    Chapman,    University 
of  Minnesota,  Minneapolis 
May  10  — Medical  Diseases  of  the  Chest 

— Dr.  James  B.  Amberson,  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons, New  York  City 
North  Wilkesboro-Elkin 

March  28  (North  Wilkesboro) — Neurosurgical  Prob- 
lems   in    General    Practice — Diagnosis 
and  Treatment 
— Dr.  Gilbert  Horrax,  The  Lahey  Clinic, 
Boston 
April  4   (Elkin) — 4    p.m. — Treatment    of    Bacterial 
Infections  with  Newer  Antibiotics 
8    p.m. — Treatment     of     Rickettsial     and 

Viral   Diseases   with   Antibiotics 
— Dr.  Theodore  E.  Woodward,  University 
of  Maryland  School  of  Medicine,  Balti- 
more 
April  11     (North    Wilkesboro) — Pediatrics    (Exact 
subject  to  be  announced) 
— Dr.  Philip  A.   Mulherin,   University  of 
Georgia  School  of  Medicine,  Augusta 
April  18  (Elkin)  4  p.m. — The  Causes  of  Amenorrhea 
8  p.m.— The  Contributions  of  ACTH  and 
Cortisone  to  the  Understanding  of  Dis- 
eases of  the  Adrenal   Cortex 
— Dr.    Frederic     Bartter,     Massachusetts 
General   Hospital,   Boston 
April  25   (North  Wilkesboro)   4  p.m. — The  Manage- 
ment of  Common  Obstetric  Cases 
8    p.m. — The    Bleeding    Gynecologic    Pa- 
tient Presents  Herself 
— Dr.  Edward  A.  Schumann,  Philadelphia 
May  9   (Elkin) — Medical  Diseases  of  the  Chest 

— Dr.  James  B.  Amberson,  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons, New  York  City 
*     *     *     * 

A  contract  with  the  Atomic  Energy  Commission 
has  been  closed  by  the  Department  of  Biological 
Chemistry  and  Nutrition  with  Dr.  James  C.  Andrews 
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as  project  leader  and  Mr.  M.  K.  Berkut  as  associate 
project  leader.  This  project  is  for  the  support  of 
research  on  tracer  studies  and  irradiation  in  dental 
metabolism. 

Dr.  Granvil  C.  Kyker,  associate  professor  of  bio- 
logical chemistry,  has  resigned  to  become  head  of 
the  Department  of  Biological  Chemistry  of  the 
School  of  Medicine  at  the  University  of  Puerto  Rico. 
Dr.  Kyker  assumes  his  new  position  in  July.  The 
organization  of  the  school  of  medicine  in  Puerto 
Rico  has  been  in  progress  during  the  past  year,  and 
it  will  begin  the  teaching  of  a  class  of  fifty  first- 
year  students  in  the  fall  of  1950. 

The  National  Cancer  Institute  has  approved  a 
grant  of  $200,000  to  be  used  for  the  construction 
of  a  cancer  research  laboratory,  which  will  be  a 
part  of  the  building  program  now  under  way  at  the 
?.Iedical  School.  Staff  members  engaged  in  cancer 
lesearch  include  Drs.  Charles  W.  Hooker,  C.  D.  Van 
Cleave,  and  C.  T.  Kaylor  of  the  Department  of 
Anatomy  and  Dr.  Kenneth  M.  Brinkhous  of  the  De- 
partment of  Pathology. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Maxwell  Finland  of  Boston,  associate  pro- 
fessor of  medicine  at  Harvard  Medical  School,  spoke 
to  the  medical  school  staff  and  students  on  February 
9,  discussing  his  clinical  and  laboratory  studies  on 
the  newer  antibiotic  drugs. 


Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  and  Dr.  George  T.  Harrell,  Jr.,  professor 
of  internal  medicine,  were  among  the  speakers  for 
the  fifty-first  annual  meeting  of  the  Tri-State  Med- 
ical Association  in  Fayetteville  on  February  20  and 
21.  Dr.  Johnson  spoke  on  "General  Practice  and  Its 
Assets,"  and  Dr.  Harrell  spoke  on  "Drug  Resistance 
Developed  by  Bacteria"  in  a  session  devoted  to  dis- 
cussion of  the  present  status  of  antibiotics. 


Dr.  John  H.  Ferguson  of  the  Department  of 
Physiology  was  elected  secretary  of  the  new  South- 
eastern Branch  of  the  Society  for  Experimental 
Biology  and  Medicine  (representing  North  and 
South  Carolina,  Southern  Virginia,  and  Oak  Ridge, 
Tennessee). 

At  the  recent  meeting  of  the  Southeastern  Branch 
of  the  Society  for  Experimental  Biology  and  Medi- 
cine held  at  Duke  University  on  January  27  the 
following  staff  members   presented  papers: 

K.  M.  Brinkhous  and  John  B.  Graham,  Pathology 
- — "A  Study  of  the  Occurrence  of  Canine  Hemophilia 
in  Females" 

Lytt  I.  Gardner,  Biological  Chemistry — "Observa- 
tion on  Experimental  Potassium  Deficiency" 

Charles  W.  Hooker,  Anatomy — "Inactivation  of 
Progesterone  by  Rabbits  Plasma" 

Jessica  H.  Lewis  and  John  H.  Ferguson,  Physi- 
ology— "Fibrinolysokinases    of    Different    Species" 

Drs.  Jessica  H.  Lewis  and  John  H.  Ferguson  will 
present  a  paper  on  "Congenital  Idiopathic  Hypo- 
prothrombinemia"  at  the  meeting  of  the  Southern 
Society  for  Clinical  Research  in  New  Orleans  on 
March  17. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Donald  S.  Martin,  a  member  of  the  Duke  Uni- 
versity Medical  School  and  Duke  Hospital  staffs  for 
eighteen  years,  has  resigned  to  become  dean  and 
professor  of  microbiology  at  the  newly  established 
University  of  Puerto  Rico  School  of  Medicine.  Dr. 
Martin  is  professor  of  preventive  medicine  and  pub- 
lic health,  associate  professor  of  bacteriology,  and 
epidemiologist  to  Duke  Hospital.  His  resignation 
becomes  effective  March  31. 

The  new  medical  school  in  Puerto  Rico  will  open 
its  doors  for  the  first  time  next  fall.  A  first-year 
class  of  fifty  will  be  admitted.  Dr.  Martin  will  leave 
Durham  about  March  26  and  assume  his  duties  in 
San  Juan  about  April  1. 

A  well  known  specialist  in  bacteriology  and  epi- 
demiology, Dr.  Martin  has  conducted  numerous 
rtudies  on  fungous  diseases  and  has  written  more 
than  thirty  scientific  articles  and  books  on  various 
aspects  of  bacteriology  and  mycology. 


Dr.  Harry  C.  Solomon,  professor  of  psychiatry  at 
Harvard  University  and  director  of  the  Boston  Psy- 
chopathic Hospital,  was  a  recent  visitor  at  clinics 
and  classes  conducted  at  the  medical  school  and 
Graylyn. 


Dr.  George  Harrell  discussed  "Circulatory  Failure 
in  Acute  Infections"  at  the  meeting  of  the  Duval 
County  Medical  Society  in  Jacksonville,  Florida,  on 
March  7. 


"Evaluation  of  Peripheral  Circulation  in  Man" 
was  the  subject  of  a  paper  by  Drs.  Harold  D.  Green, 
C.  F.  McFall,  Richard  Pollitzer,  and  M.  Moore  which 
was  presented  at  the  meeting  of  the  Southern  So- 
ciety for  Clinical  Research  in  New  Orleans  on  March 
17  and  18.  Dr.  Green,  a  member  of  the  executive 
council,  attended  a  meeting  of  that  group  prior  to 
the  general  meeting. 


Dr.  Robert  B.  Lawson,  former  associate  professor 
of  pediatrics,  has  been  promoted  to  the  position  of 
professor  of  pediatrics  and  director  of  the  depart- 
ment. Dr.  Leroy  J.  Butler  will  retain  the  title  of 
professor  of  pediatrics  but  has  asked  to  be  relieved 
of  administrative  duties. 

Dr.  Eben  Alexander,  Jr.,  has  been  promoted  from 
instructor  in  surgery  to  assistant  professor  of  sur- 
gery in  charge  of  neurosurgery.  Both  he  and  Dr. 
Lawson  are  graduates  of  the  Harvard  Medical 
School. 

Dr.  George  E.  Bradford,  formerly  assistant  in 
clinical  otolaryngology,  has  been  named  assistant 
professor  of  otolaryngology. 

Dr.  Robert  J.  Andrews,  graduate  of  Western  Re- 
serve University,  has  been  named  visiting  professor 
of  radiology  and  radiologist  for  the  Baptist  Hos- 
pital. Dr.  James  F.  Martin,  now  an  instructor  in 
radiology  at  Western  Reserve,  has  been  named  as- 
sistant professor  of  radiology. 

Dr.  Fleetus  L.  Gobble,  a  graduate  of  the  Bowman 
Gray  School  of  Medicine,  has  been  appointed  assist- 
ant in  clinical  obstetrics  and  gynecology. 

Dr.  Patrick  H.  Tooley  of  London,  England,  has 
been  named  visiting  professor  of  neuropsychiatry. 
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North  Carolina  Mental  Hygiene  Society 

With  the  establishment  of  a  central  office  in 
Room  520,  Education  Building,  Raleigh,  the  Nortn 
Carolina  Mental  Hygiene  Society  is  in  a  position  to 
give  increasing  services  throughout  the  state.  Com- 
munications should  be  addressed  to  Elsie  L.  Parker, 
Executive  Secretary. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.  P.  A.  Yoder  has  resigned  as  supervisor  and 
medical  director  of  the  Forsyth  County  Tuberculosis 
Sanatorium,  and  Mrs.  Evelyn  Yoder,  his  wife,  has 
resigned  as  business  manager  and  personnel  super- 
visor of  the  institution. 

Dr.  Yoder  said  he  was  resigning  because  of  ill 
health  and  a  "delayed"  convalescence,  and  Mrs. 
Yoder  does  not  think  she  should  continue  her  pres- 
ent duties  because  of  "my  husband's  prolonged  ill- 
ness." 

The  office  of  the  North  Carolina  Tuberculosis 
Association  was  moved  to  the  State  Capital  Life 
Insurance  Building,  2620  Hillsboro  Street,  Raleigh, 
on  March  1.  The  Association  has  had  its  headquart- 
ers in  the  Commercial  Building  at  the  corner  of  East 
Martin  and  South  Wilmington  Streets  for  the  past 
seven  years. 

Plans  for  the  addition  of  space  for  600  more  beds 
at  the  three  North  Carolina  State  Sanatoriums  for 
the  treatment  of  tuberculosis,  and  a  new  100  bed 
Sanatorium  at  Chapel  Hill,  are  well  under  way,  ac- 
cording to  a  statement  by  Dr.  H.  Stuart  Willis, 
superintendent  and  medical  director  of  the  institu- 
tions. The  building  program  was  authorized  by  the 
1949  General  Assembly  for  the  purpose  of  provid- 
ing adequate  facilities  for  the  treatment  of  the  many 
sufferers  from  the  disease  that  are  not  hospitalized 
because  of  present  crowded  conditions.  The  sana- 
toriums are  located  at  Wilson,  McCain,  and  Black 
Mountain. 

*     #     *     * 

Dr.  James  E.  Perkins,  managing  director  of  the 
National  Tuberculosis  Association,  has  accepted  an 
invitation  to  attend  the  NCTA  annual  meeting  to  be 
held  in  Durham,  May  22-23. 

April  2-9,  1950  has  been  designated  National 
Negro  Health  Week.  The  special  objective  for  the 
year  1950  is  Evaluation  Anniversary  of  the  National 
Negro  Health  Week  Program. 

The  preliminary  Health  Week  Bulletin  to  assist 
community  organizations  in  the  planning  of  activi- 
ties, the  official  Health  Week  poster  and  school 
leaflet  may  be  secured  from  the  National  Negro 
Health  Week  Committee,  Public  Health  Service, 
Federal   Security  Agency,  Washington  25,  D.   C. 

Help  in  planning  and  conducting  the  week's  ac- 
tivities may  also  be  secured  from  the  State  Tuber- 
culosis Association. 

At  a  recent  meeting  of  the  American  Trudeau 
Society,  the  Medical  Section  of  the  National  Tuber- 
culosis Association,  it  was  recommended  that  com- 
mercial firms  be  licensed  under  the  National  Insti- 
tutes of  Health  to  produce  BCG  vaccine,  as  soon  as 
suitable  standards  can  be  perfected.  It  also  empha- 
sized its  1948  statement  that  BCG  does  not  furnish 
complete  protection  and  that  further  basic  research 
is  needed  on  the  problem  of  artificial  immunization 
sgainst  tuberculosis.  BCG  vaccination  is  recom- 
mended particularly  for  vulnerable  groups  such  as 
doctors,  nurses,  laboratory  personnel,  and  others 
subject  to  unusual  exposure  to  the  disease. 


News  Notes  from  the  State  Board 
of  Health 

The  State  Board  of  Health  met  in  Raleigh  the 
first  week  in  February  and  gave  its  unanimous  ap- 
proval to  a  reorganization  plan  submitted  by  a 
committee  of  which  Dr.  J.  W.  R.  Norton,  State 
Health  Officer,  was  chairman.  The  plan  adopted 
does  not  replace  any  personnel.  It  simply  regroups 
existing  units  with  regard  to  their  relation  to  each 
dher.  This  streamlining  of  the  State  Health  De- 
partment reduces  the  number  of  major  divisions 
from  fourteen  to  seven.  The  new  divisions,  together 
with  their  directors,  are  as  follows: 

Personal  Health,  in  charge  of  Dr.  George  M. 
Cooper,  includes  maternal  and  child  health  activities, 
services  to  crippled  children,  nutrition,  cancer,  and 
heart  diseases. 

The  Local  Units  Division,  of  which  Dr.  C.  C. 
Applewhite  is  the  director,  will  concern  itself  with 
joint  planning,  consultation,  health  nursing,  health 
education,  mental   hygiene,  and  school  health. 

The  Division  of  Epidemiology  is  directed  by  Dr. 
Charles  P.  Stevick,  formerly  director  of  both  this 
division  and  the  Vital  Statistics  Bureau.  The  new 
Epidemiology  Division  will  concern  itself  with  public 
health  statistics,  including  reports  of  births,  deaths, 
and  communicable  diseases,  immunization,  venereal 
disease  control,  tuberculosis  control,  industrial  hy- 
giene, and  accident  prevention. 

Mr.  J.  M.  Jarrett  continues  as  director  of  the 
Sanitation  Division,  in  which  there  is  very  little 
change,  except  that  insect  and  rodent  control  activi- 
ties have  now  been  placed  in  this  division.  Other 
activities  in  the  Sanitation  Division  include  environ- 
mental sanitation,  inspection  of  public  eating  places, 
milk  sanitation,  stream  pollution,  shell  fish,  and 
bedding  inspection. 

The  State  Laboratory  of  Hygiene  remains  as  it 
was,  under  the  direction  of  Dr.  John  H.  Hamilton. 
It  is  concerned  with  biologies,  microscopy,  cultures, 
serology,  water  analyses,  chemistry,  and  approved 
laboratories  throughout  the  state. 

The  Oral  Hygiene  Division,  of  which  Dr.  Ernest 
A.  Branch  is  director,  will  continue  its  activities  in 
mouth  health,  affecting  the  school  children  of  the 
state. 

The  head  of  the  State  Public  Health  Department 
is,  of  course,  the  State  Health  Officer,  Dr.  J.  W.  R. 
Norton.   The   functions   of  the   Division   of   Central 
Administration  remain  practically  as  they  were  be-  ■ 
fore  reorganization. 

*     *     *     * 

During  the  present  fiscal  year,  the  budget  for 
local  health  work  in  North  Carolina  totals  $4,372,- 
029,  derived  from  the  following  sources:  state,  $1,- 
150,000;  Federal,  $529,383;  local,  $2,693,246.  The 
people  in  the  "grass  roots"  are  raising  more  money 
locally  than  comes  from  both  state  and  federal 
funds  combined. 

Harnett  County,  North  Carolina,  has  begun  writ- 
ing what  might  well  be  termed  a  new  chapter  in 
Public  Health  history.  The  multiphasic  screening 
program  recently  launched  there  bids  fair  to  spear- 
head a  war  on  diabetes,  from  a  county  public  health 
department  standpoint,  which  might  conceivably 
spread  throughout  the  nation.  The  series  of  clinics 
which  began  at  the  Dunn  Health  Center  on  February 
1,  and  will  move  into  Lillington  toward  the  end  of 
the  month,  also  includes  mass  screening  for  both 
tuberculosis  and  diabetes. 

The  five-minute  blood  sugar  screening  test  in  use 
in  Harnett  was  developed  by  Dr.  Hugh  I.  C.  Wilker- 
son,  Chief  of  the  Diabetes  Branch,  Division  of 
Chronic  Disease,  U.  S.  Public  Health  Service.  The 
mobile   unit  was   loaned   to   Harnett,   upon   request, 
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by  the  Public  Health  Service.  The  test  literally  is 
run  in  five  minutes. 

As  in  all  other  public  health  detection  clinics, 
those  showing  positive  results  are  referred  to  their 
personal  physicians  for  advice  and  treatment.  The 
processing  apparatus  is  capable  of  making  120  tests 
an  hour  to  determine  the  blood  sugar  level  of  the 
examinee  and  the  possible  presence  of  diabetes  in 
the  early  stages. 


State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  meet  on  May  1,  1950,  at  the  Carolina  Hotel  in 
Pinehurst,  for  the  purpose  of  interviewing  appli- 
cants for  licensure  by  endorsement  of  credentials. 

The  board  will  hold  its  annual  written  examination 
at  the  Sir  Walter  Hotel  in  Raleigh,  June  19-22,  1950. 
Applicants  for  licensure  by  endorsements  will  be 
interviewed  on  June   19. 


Duke  University  Medical  Alumni 
Luncheon 

The  Duke  Medical  Alumni  Luncheon  during  the 
meeting  of  The  Medical  Society  of  the  State  of 
North  Carolina  will  be  held  on  Tuesday,  May  2,  at 
1  p.m.,  at  The  Manor,  Pinehurst.  The  fee  is  $2.75 
per  plate,  tip  included.  Bus  service  will  be  available 
from  The  Carolina  Hotel  for  those  requiring  it. 

Tentative  reservations  should  be  sent  to  Talmage 
L.  Peele.  M.D.,  Duke  Hospital,  Durham,  N.  C,  as 
soon  as  convenient. 


The  Brodie  C.  Nalle  Lecture 

The  Staff  of  The  Nalle  Clinic  in  Charlotte  has 
set  up  a  Foundation  to  receive  gifts  to  be  used  for 
medical  research,  medical  education,  and  medical 
charity.  Some  of  the  associates  of  Dr.  Brodie  C. 
Nalle  started  a  fund  within  the  Foundation  to  be 
known  as  the  Brodie  C.  Nalle  Fund,  the  income 
from  which  was  to  be  used  for  the  advancement  of 
the  specialty  of  obstetrics  and  gynecology.  The 
Board  of  Control  of  the  Foundation  decided  to  use 
the  income  from  this  fund  to  present  noted  physi- 
cians specializing  in  obstetrics  and  gynecology  in 
lectures  and  clinics  in  Charlotte. 

Dr.  Emil  Novak  of  Baltimore  has  been  secured  by 
the  Board  to  give  the  first  of  these  lectures.  This 
will  be  presented  in  the  Civic  Room  of  the  Hotel 
Charlotte  at  8  p.m.  on  Friday,  April  14,  1950.  His 
subject  will  be  "Indications,  Limitations,  and  Haz- 
ards of  Endocrine  Therapy  in  Gynecology." 

Members  of  the  medical  profession  are  cordially 
invited  to  attend. 


Periodical  Microfilm  Service 

The  North  Carolina  Medical  Journal  has  entered 
into  an  agreement  with  University  Microfilms,  Ann 
Arbor,  Michigan,  to  make  available  to  libraries  is- 
sues of  the  Journal  in  microfilm  form. 

Under  the  plan,  the  library  keeps  the  printed  is- 
sues unbound,  and  circulates  them  in  that  form  for 
two  to  three  years.  When  the  paper  copies  begin  to 
wear  out  or  are  not  called  for  frequently,  they  are 
disposed  of  and  the  microfilm  is  substituted. 

Sales  are  restricted  to  those  subscribing  to  the 
paper  edition,  and  the  film  copy  is  distributed  only 
at  the  end  of  the  volume  year. 

The  microfilm  is  in  the  form  of  positive  micro- 
film, and  is  furnished  on  metal  reels,  suitably  la- 
beled. Inquiries  concerning  pui'chase  should  be  di- 
rected to  University  Microfilms,  313  N.  First  Street, 
Ann  Arbor,  Michigan. 


North  Carolina  Surgical  Association 

The  spring  meeting  of  the  North  Carolina  Sur- 
gical Association  was  held  at  Mid-Pines,  Southern 
Pines,  North  Carolina,  on  Saturday,  March  4,  1950. 

The  scientific  program  consisted  of  two  round 
table  discussions: 

1.  The   Surgical   Treatment  of   Cancer  of  the 
Breast. 

2.  The  Use  of  Antibiotics  in  Surgery. 

(BULLETIN    BOARD    CONTINUED    ON    PAGE    104) 
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PHYSICIAN  WANTED   FOR   EYE,   EAR, 
NOSE,   AND   THROAT   WORK 

Associate  wanted  in  an  established  eye,  ear, 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


ELECTROCARDIOGRAPH    FOR   SALE 
FOR     SALE:      1941     model     "Simpli-Trol" 
Cambridge       Electrocardiograph.       Excellent 
Condition.  $300.00. 

Address  "GH" 

P.  O.  Box  456 

Winston-Salem,  N.  C. 


PHYSICIAN  WANTED 
Dr.  S.  P.  Watson,  an  eye,  ear,  nose,  and 
throat  specialist  in  New  Bern,  N.  C,  wishes 
to  retire  from  active  practice  and  would  like 
to  have  a  younger  man  come  in  with  him  or 
take  over  his  office. 


LOCUM  TENENS  WANTED 
Locum  tenens  wanted  for  general  practice: 
June  10  to  July  15,  1950.  Remuneration  $75 
weekly  and  50%  of  receipts.  Write  J.  E. 
Wright,  M.D.,  Box  157,  Macclesfield,  North 
Carolina. 


PHYSICIAN    WANTED 
WANTED:    Young    physician    for    town    of 
approximately    2,000    in   eastern   North    Caro- 
lina. Office  furnished. 

Write  Mr.  W.  A.  Bracey,  Sr.,  Mayor, 
Fair  Bluff,  N.  C. 


SMALL  HOTEL  for  CONVALESCENCE  and 
REST.  Quiet,  restful,  fine  food  and  water, 
large  pine  grove.  Surrounded  by  golf  course. 
Patronage  of  doctors  desired.  Three  miles 
south  Raleigh,  accessible,  paved  roads. 
Information  and  credentials  furnished. 
COLONIAL  PINES  HOTEL,  RALEIGH,  N.  C. 
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LEGISLATION  OF  INTEREST 
The  legislation  in  Congressional  hoppers 
needs  watching !  We  should  not  be  lulled  into 
a  false  sense  of  security.  The  American 
Medical  Association's  educational  campaign 
and  an  awakened  public —  a  great  many  of 
whom  seem  not  willing  to  follow  the  road 
of  the  social  planners — have,  for  the  mo- 
ment, put  a  stop  to  the  passage  of  the  "Na- 
tional Health  Insurance  and  Public  Health 
Act"  S-1679. 

Mr.  Dingell  recently  stated  they  would 
pass  his  program,  a  section  at  a  time.  Let 
us  consider  one  of  these  "sections,"  now  be- 
fore our  legislators.  "The  Emergency  Pro- 
fessional Health  Training  Act  of  1949"— 
S-1453,  H.  R.  5940. 

It  has  passed  the  Senate,  and  since  has 
been  found  to  contain  several  objectionable 
provisions.  The  companion  bill,  H.  R.  5940, 
has  already  been  reported  and  is  before  the 
Rules  Committee  of  the  House  Interstate  and 
Foreign  Commerce  Committee.  Meetings 
have  been  held  but  there  is,  to  date,  no  defi- 
nite word  concerning  the  committee's  accept- 
ance of  changes  recommended  by  the 
A.M. A.,  chiefly  aimed  at  reducing  federal 
control  of  medical  education. 

The  fact  is:  This  bill,  with  some  minor 
changes,  has  been  lifted  from  S-1679.  It  is 
found  there  under  Title  I — "Education  of 
Health  Personnel."  This  might  have  escaped 
the  notice  of  many  who  strongly  opposed  the 
various  Murray-Wagner-Dingell  bills.  Some 
of  the  objectionable  features  are: 

1.  The  provision  for  offering  $1000  for 
each  student  in  a  new  medical  school,  while 
limiting  the  number  of  students  for  whom 
the  higher  payment  would  be  made  to  30 
per  cent  of  the  average  enrollment  in  estab- 
lished schools,  unduly  and  unfairly  favors 
new  schools  over  established  schools  in  the 
matter  of  federal  aid. 

2.  The  Surgeon  General  may  make  grants 
for  construction  of  new  schools  and  improve- 
ment and  expansion  of  existing  facilities,  as 
he  sees  fit.  The  A.M. A.  feels  that  the  needs 
of  all  medical  schools  should  be  surveyed, 
and  a  balanced  long-range  program  devel- 
oped before  grants  are  forthcoming.  Politi- 
cal pressure  and  interference  might  go  hand 
in  hand  with  the  full  authority  invested  in 
the  Surgeon  General. 


3.  The  National  Council  on  Education  for 
Health  Professions  is  given  the  sweeping 
authority  to: 

Investigate  medical  schools 

Determine  their  capacity  to  maintain  and 

expand  student  enrollments 
Establish  a  uniform  method  of  calculating 

the  costs  of  instruction 
Determine  the  extent  to  which  equal  op- 
portunity is  afforded  all  properly  qual- 
ified students. 
How  can  all  this  be  done  without  interfering 
with  the  administrative  policies  of  medical 
schools? 

4.  Provision  is  made  for  scholarships, 
controlled  by  federal  funds ;  innocent  though 
this  may  sound,  it  could  be  the  basis  for 
pressure  on  admission  committees  for  polit- 
ical selection  of  unqualified  students,  or  even 
to  continue  the  education  of  failing  students 
with  such  political  scholarships. 

S-1411  — "The  National  School  Health 
Services  Act  of  1949" — also  is  regarded  as 
a  bill  to  which  we  should  voice  our  opposi- 
tion. The  general  principle  that  the  federal 
government  controls,  at  the  community  level, 
that  which  it  subsidizes,  is  reason  enough 
for  disapproval.  Here  are  a  few  more  rea- 
sons : 

1.  If  state  law  prohibits  expenditure  of 
funds  for  private  schools,  this  bill  allows  the 
Federal  Security  Administrator  to  bypass 
state  officials  and  to  withhold  funds  from 
the  state  allotment;  such  funds  are  to  be 
used  to  provide  the  same  services  in  private 
schools  as  in  public  schools  within  the  state. 

2.  Medical  and  dental  examinations  for 
all  children  between  the  ages  of  5  and  17 
(inclusive)  attending  school  are  compulsory. 
Treatment  for  physical  and  mental  defects 
discovered,  regardless  of  ability  to  pay,  is 
provided. 

It  is  obvious  that  this  legislation  lavs  the 
groundwork  for  socialization  of  the  medical 
care  of  a  large  part  of  our  population.  No 
mention  is  made  of  "follow  up"  services,  the 
family  physician,  where  treatment  would  be 
carried  out,  and  by  whom. 

H.  R.  6000 — "Amendments  to  the  Social 
Security  Act" — is  a  bill  to  which  we  would 
do  well  to  give  some  serious  thought  and 
vigorous  action.  It  has  passed  the  House 
and  is  pending  before  the  Senate  Finance 
Committee. 

Thirty-five  million  are  under  the  pro- 
gram, 11  million  more  are  to  be  included. 
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Taxes  would  increase  and  multiply. 

Service  programs  of  public  assistance 
would  be  liberalized. 

The  bill  initiates  a  federal  disability  pro- 
gram, which  would  no  doubt  mean  an  in- 
crease in  malingerers. 

It  authorizes  eye  examinations  by  optome- 
trists in  determining  aid  for  indigent  blind, 
these  being  put  in  the  category  of  medical 
care,  which  naturally  would  include  diagno- 
sis and  treatment  of  pathologic  conditions, 
as  well  as  sight  correction.  The  former  serv- 
ice the  optometrist  is  not  trained  to  give. 

If  we  are  realistic,  the  pattern  for  the  fu- 
ture is  all  too  plainly  seen.  Are  we  going 
to  sit  by  and  see  our  American  way  of  life 
dissolve  into  Nationalism?  Not  if  we  are 
alert,  well  informed,  and  vocal.  Write  to 
your  legislators,  make  yourself  heard,  your 
influence  felt,  your  resistance  active — not 
passive! 

Mrs.  Powell  G.  Fox.  Raleigh 
State  Legislative  Chairman 


TWENTY-SEVENTH  ANNUAL  MEETING 

OF  THE 

AUXILIARY    TO    THE    MEDICAL    SOCIETY    OF 

THE   STATE   OF   NORTH    CAROLINA 

RULES   AND   PROCEDURE 

1.  Register  on  arrival  and  receive  badge — $2.00  for 
all  who  do  not  present  current  membership  card 
(fifty  cents  for  Auxiliary  expenses,  fifty  cents 
for  upkeep  of  Sanatoria  beds  —  all  three  now 
occupied  by  doctors — and  one  dollar  for  Auxiliary 
to  A.M.A.  dues). 

2.  Register  also  for  Monday  P.M.  tour  and  Wednes- 
day A.M.  card  party. 

3.  Tuesday,  9:00-11:00  A.M.  Secure  Country  Club 
luncheon  tickets  at  Medical  Society  Registration 
Desk.  PLEASE  NOTE:  All  registered  at  Caro- 
lina Hotel  exchange  hotel  luncheon  tickets  for 
Country  Club  tickets;  all  registered  at  Holly  Inn 
get  transfers  at  Holly  Inn  Desk  and  exchange 
them  for  Country  Club  luncheon  tickets;  all 
others  purchase  tickets  at  $2.25.  Only  200  can 
be  accommodated,  so  first  come  first  served.  No 
tipping  necessary. 

PROGRAM 

Monday,  May  1 
2:30  P.M. — Cars  in  front   of  Carolina  for  tour  of 
Pinehurst   and   Southern   Pines    with 
tea  at  the  home  of  Mrs.  W.  F.  Hol- 
lister 
Mrs.  W.  F.  Hollister,  Chairman 
8:00  P.M. — Executive  Board  Meeting  (Card  Room) 
8:30  P.M. — Bingo  Party  (Pine  Room) — Fifty  cents 
per  card.  Any  money  left  after  ex- 
penses   will    be    divided    among    the 
Sanatoria    Beds    Endowment    Funds. 
Men  welcome. 
Mrs.   George  Heinitsh,   Chairman 


Tuesday,  May  2 
10:00  A.M. — Annual  Meeting — Pine  Room. 
1:00  P.M. — Luncheon — Country    Club.      Buses    will 
leave  Carolina  at  12:30.  ONLY  those 
having  luncheon  tickets  obtained  at 
Registration  Desk  (see  Rule  3  above) 
can  attend.  Others  may  come  to  the 
Club  at  2:00  to  see  the  fashion  show. 
Mesdames  M.  T.  Pishkoe  and  Malcolm 
Kemp,   Co-Chairmen 
7:00  P.M. — President's   Dinner 

Wednesday,  May  3 
10:00  A.M. — Bridge  and  Canasta  Party  (Card  Room) 
Mrs.  R.  M.  McMillan,  Chairman 


BOOK  REVIEWS 


Electrocardiography  —  Fundamentals      and 
Clinical  Application.  By  Louis  Wolff,  M.D., 
Visiting   Physician,    Consultant   in   Cardiol- 
ogy and  Chief  of  the  Electrocardiographic 
Laboratory,    Beth   Israel   Hospital;    Associ- 
ate  in    Medicine,   Harvard    Medical    School. 
187   pages   with    110   figures.    Price,    $4.50. 
Philadelphia  and  London:   W.   B.   Saunders 
Company,   1950. 
In  his  preface  the  author  states  that  his  purpose 
in  writing  a  new  text  on  electrocardiography  is  to 
teach  the  basic  principles  of  the  science  without  re- 
ferring to  patterns,  as  is  done  in  the  standard  texts 
on    the    subject.    To    accomplish    this    purpose,    Dr. 
Wolff  starts  with  a  discussion,  brief  and  lucid,   of 
the  fundamentals — dipoles,  depolarization,  electrical 
properties    of   membranes,    and   volume    conductors. 
Then  he  proceeds  to  discuss  the  anatomy  and  physi- 
ology of  the  heart  in  relation  to  the  electrical  im- 
pulses it  produces,  vector  summation,  repolarization, 
and   primary   and   secondary   T   wave   changes.   The 
book  describes  well  the  variations  seen  in  the  pre- 
cordial leads,  the  unipolar  limb  leads,  and  the  stand- 
aid  leads,  with  minimal  emphasis  on  the  latter. 

The  chapters  on  bundle  branch  block  and  ventric- 
ular hypertrophy,  left  and  right,  are  particularly 
good.  They  point  out  the  cautions  one  should  use  in 
making  tliese  diagnoses,  especially  if  one  does  not 
have  the  chest  leads  and  the  unipolar  limb  leads. 
The  criteria  for  determining  the  position  of  the 
heart  are  well  outlined,  and  its  relation  to  axis  de- 
viation and  the  significance  of  the  latter  are  dis- 
cussed. A  chapter  on  myocardial  infarction  in  the 
presence  of  bundle  branch  block  is  filled  with  fine 
diagnostic  points.  The  electrocardiographic  changes 
iri  ventricular  aneurysms,  pericarditis,  pulmonary 
embolism,  and  the  Wolff-Parkinson-White  syndrome 
are  masterfully  described. 

This  book  is  probably  too  technical  for  most  be- 
ginners in  electroeardiograpny,  unless  one  is  already 
a  master  of  the  sciences  of  physics  and  physiology. 
For  the  average  internist  who  already  understands 
something  of  the  fundamentals  and  has  looked  at 
many  records,  this  book  will  prove  very  stimulating. 
H  is  highly  recommended  to  such  physicians. 


The  Blakiston  Company,  medical  and  scientific 
affiliate  of  Doubleday  &  Company,  Inc.,  announces 
that  Dr.  Morris  Fishbein,  formerly  editor _  of  the 
.Journal  of  the  American  Medical  Association,  be- 
came Consultant  Medical  Editor  for  both  The  Blak- 
is-ton  Company  and  Doubleday  &  Company,  Inc., 
on  December  1,  1949. 
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Medical       State       Board       Questions       and 
Answers.  By  R.  Max  Goepp,  M.D.,  Former- 
ly Professor  of  Clinical  Medicine,  Graduate 
School  of  the   University  of   Pennsylvania, 
and  Professor  of  Medicine,  Woman's  Medi- 
cal College  of  Pennsylvania;   and  Harrison 
F.    Flippin,    M.D.,    Associate    Professor    of 
Medicine    at    the    Graduate    School    of    the 
University    of    Pennsylvania.     Ed.    8.     663 
pages.   Price,  $7.00.   Philadelphia   and   Lon- 
don: W.  B.   Saunders  Company,  1950. 
The  eighth  edition  of  this  book  conforms  with  the 
early  policy  of  the  editor  as  expressed  in  the  preface 
to  the  third  edition,  published  in  1913 — namely,  "the 
addition  of  a  number  of  questions  bearing  on  certain 
subjects  which  have  assumed  importance  during  the 
last  few  years."   At   that  time    it   was    serum    and 
bacteria  therapy,  tropical  disorders,  and  the  newer 
cardiac  physiology  that  required  the  additions,  while 
now  it  is  the  new  drugs  and  new  therapeutic  pro- 
cedures. Psychiatry  is  included  for  the  first  time. 

The  size  is  handy,  the  type  legible,  and  the  con- 
tent useful. 


BULLETIN  BOARD 
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Carteret  County  Medical  Society 

The  regular  monthly  meeting  of  the  Carteret 
County  Medical  Society  was  held  February  13  at 
the  Morehead  City  Hospital.  It  was  a  dinner  meet- 
ing, the  hospital  acting  as  host. 

The  scientific  session  consisted  of  an  address  by 
Dr.  F.  W.  Harb,  in  charge  of  the  Eastern  Medical 
Center  in  Durham.  His  subject  was  "The  Physicians' 
Responsibility  in  Diagnosis  and  Management  of 
Syphilis." 

Dr.  S.  W.  Thompson  of  Morehead  City,  president 
of  the  Second  District  Medical  Society,  discussed  the 
coming  meeting  of  the  society,  when  the  Carteret 
County  Medical  Society  will  act  as  host.  The  meet- 
ing date  has  not  been  set,  but  it  will  probably  be 
held  in  May. 

Dr.  S.  W.  Hatcher,  president,  presided. 

N.  Thomas   Ennett,  M.D. 
Corresponding   Secretary 


American  College  of  Chest  Physicians 

Prize  Essay  Award 

The  Board  of  Regents  of  the  American  College 
of  Chest  Physicians  offers  a  cash  prize  award  of. 
$250.00  to  be  given  annually  for  the  best  original 
contribution,  preferably  by  a  young  investigator, 
on  any  phase  relating  to  chest  disease. 

The  prize  is  open  to  contestants  of  foreign  coun- 
tries as  well  as  to  those  residing  in  the  United 
States.  The  winning  contribution  will  be  selected  by 
a  board  of  impartial  judges  and  the  first  award  will 
be  made  at  the  forthcoming  annual  meeting  of  the 
College  to  be  held  in  San  Francisco,  June  22-25, 
1950. 

The  following  conditions  must  be  observed: 

1.  Five  copies  of  the  manuscript,  typewritten,  in 
English,  should  be  submitted  to  the  office  cf  the 
American  College  of  Chest  Physicians  not  later  than 
May  1,  1950. 

2.  The  only  means  of  identification  of  the  author 
or  authors  shall  be  a  motto  or  other  device  on  the 
title  page  and  a  sealed  envelope,  bearing  the  same 
motto  on  the  outside,  enclosing  the  name  of  the 
author  or  authors. 

Additional  information  may  be  obtained  from  the 
Executive  Secretary  of  the  College,  500  North  Dear- 
born Street,  Chicago  10,  Illinois. 


Veterans  Administration 

Veterans  Administration  has  announced  that  a 
reduction  in  force  of  approximately  7,800  jobs  will 
be  made  primarily  in  order  to  bring  personnel  within 
the  provisions  of  the  V-A  budget  as  submitted  to 
the  Congress  for  the  fiscal  year  1951. 

The  reduction  in  force  also  is  prompted  at  this 
lime  to  offset  in  part  a  shortage  in  salary  funds  for 
the  balance  of  the  fiscal  year  1950. 

The  reduction  will  be  nationwide  and  will  include 
all  activities  of  the  Veterans  Administration.  Some 
3.000  employees  in  hospitals  and  homes  and  4,000 
in  other  activities  will  be  included. 

After  three  years  of  scientifically  controlled  test- 
ing and  development,  Veterans  Administration  is 
making  the  suction  socket  artificial  leg  available 
to  eligible  veterans  who  have  suffered  leg  amputa- 
tions above  the  knee  of  a  character  which  makes  its 
>ise  medically  feasible. 

During  the  past  two  years  more  than  500  amputee 
veterans  have  been  tested  in  the  experimental  pro- 
gram on  the  suction  socket  leg.  Successful  results 
were  obtained  in  a  great  majority  of  the  cases. 

This  above-knee  artificial  leg  differs  from  the 
conventional  artificial  leg  in  that  it  has  no  pelvic 
binges  or  suspension  harness.  The  leg  is  held  to  the 
stump  by  moderate  suction  created  in  the  closed 
socket  each  time  the  leg  is  lifted  from  the  ground 
in  walking. 

The  suction  socket  leg  is  designed  to  give  greater 
freedom  of  movement  in  all  directions,  appears  more 
like  part  of  the  body  and  does  away  with  the  dis- 
comfort of  the  pelvic  belt  (a  heavy  belt  with  steel 
hinge  fitted  to  the  waist). 

V-A  emphasized  that  no  suction  socket  legs  will 
be  furnished  to  veterans  without  prior  examination 
of  the  stump  by  a  surgeon  on  the  V-A  certification 
list  and  a  written  prescription  signed  by  the  exam- 
ining' physician. 

Amputee  veterans  who  axe  eligible  for  a  new 
artificial  leg  may  obtain  complete  information  about 
the  suction  socket  leg  from  the  Prosthetic  and  Sen- 
sory Aids  Unit  of  the  nearest  V-A  Regional  Office. 


Schering   Award 

Isaac  Lewin,  medical  student  in  his  final  year  at 
the  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania,  has  been  announced  as 
the  recipient  of  "The  Schering  Award  for  1949." 
Dr.  Edward  H.  Henderson,  Scnering's  Director  of 
Clinical  Research,  and  Dr.  Norman  L.  Heminway, 
chairman  of  the  Schering  Award  Committee,  pre- 
sented the  first  prize  of  $1000  to  Mr.  Lewin  for  his 
paper  en  "The  Metabolic  Effects  of  the  Steroui 
Hormones." 

Co-authors  B.  Cuthbert  Arthur  and  Ira  E.  Bailie, 
both  third  year  students  at  the  College  of  Medical 
Evangelists,  were  awarded  the  second  prize  of  $500. 
Mortimer  Lipsett,  third  year  student  at  the  Uni- 
versity of  Southern  California  School  of_  Medicine, 
and  Dr.  Lester  Rice,  a  senior  at  Temple  University 
School  of  Medicine,  were  tied  for  third  prize  and 
were  awarded  duplicate  prizes  of  $3.00  each  by  the 
judges.  Twenty-four  contestants  received  "honorable 
mention,"  and  each  will  receive  as  a  special  award 
a  Tycos  sphygmomanometer  in  a  leather  case. 

"The  Schering  Award"  is  given  annually  for  the 
Lest  manuscripts  prepared  on  a  designated  phase  of 
endocrinology.  Medical  students  of  the  United 
States  and  Canada  are  eligible  for  the  contest.  The 
currently  important  problem  fascinating  medical  re- 
search workers  today,  "The  Clinical  Use  of  Steroid 
Hormones  in  Cancer,"  will  be  the  subject  of  "The 
Schering  Award  for  1950." 
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SYMPOSIUM  ON  THROMBOPHLEBITIS  AND  PHLEBOTHROMBOSIS 


CAUSES  AND  PREVENTION  OF 

THROMBOPHLEBITIS  AND 

PHLEBOTHROMBOSIS 

J.  T.  Kerr,  M.D.,  F.A.C.S. 
Wilson 

Thrombophlebitis  and  phlebothrombosis 
are  two  distinct,  yet  closely  related,  condi- 
tions. Both  these  diseases,  together  with  their 
most  serious  complication — pulmonary  em- 
bolism —  can  be  classified  under  the  term 
thrombo-embolic  disease.  Usually  we  think 
of  thrombo-embolic  disease  as  a  complication 
of  surgical  or  obstetric  procedures ;  but  it  is 
frequently  associated  with  medical  condi- 
tions, particularly  debilitating  ones  and  those 
in  which  long  periods  of  bed  rest  have  been 
necessarily  or  injudiciously  imposed.  How- 
ever, my  remarks  will  be  confined  for  the 
most  part  to  thrombo-embolic  disease  fol- 
lowing surgery,  and  particularly  laparotomy. 

Definition  and  Diagnosis 
Thrombophlebitis 

Thrombophlebitis,  phlegmasia  alba  dolens, 
or  "milk  leg"  is  apparently  dependent  mainly 
upon  an  inflammatory  change  in  the  vein 
wall,  plus  increased  coagulability  of  the  blood 
and  some  degree  of  venous  stasis.  The  clot  is 
a  mixed  thrombus,  firmly  attached  to  the  vein 
wall,  and  the  danger  of  pulmonary  embolism 
is  practically  nil.  However,  suppuration  with 
softening  and  liquefaction  of  the  clot  can  re- 
sult in  small  infected  emboli.  The  clinical 
picture  of  thrombophlebitis  is  well  known; 
but  only  recently  was  it  demonstrated  by 
Ochsner'"  that  the  pain,  edema,  whiteness, 
and  decrease  in  local  temperature  result  from 
arteriolar  spasm  initiated  by  impulses  aris- 


Read  before  the  Section  on   Surgery,   Medical  Society  of 
State   of   North   Carolina,    Pinehurst,    May    11,    1949. 


the 


Ochsner.   A.:   Use  of  Vasodilatation    in    Treatment   of   Ven- 
ous  Thrombosis,   Surg,,    Gynec.   &   Obst.    84:659-664    (April) 


ing  in  the  thrombosed  segment,  and  not  en- 
tirely from  venous  obstruction  and  lymphe- 
dema. 

Phlebothro  mbosis 

Phlebothrombosis'-1  or  quiet  thrombosis13' 
is  thrombosis  within  a  vein  without  inflam- 
mation, or  with  a  very  nominal  degree  of 
inflammation.  The  clot  is  a  red  or  coagulation 
thrombus  whose  formation  is  dependent  on 
increased  coagulability  of  the  blood  and  ven- 
ous stasis.  In  the  opinion  of  most  investiga- 
tors, the  latter  factor  is  the  more  important. 
The  clot  usually  originates  in  the  plantar  or 
calf  veins,  where  it  is  only  lightly  attached. 
It  may  progress  to  the  iliofemoral  region,  or 
even  to  the  vena  cava.  This  type  of  clot  can 
heal  in  situ,  completely  blocking  the  vein, 
causing  inflammation  of  the  intima  of  the 
vein,  and  thus  producing  the  clinical  picture 
of  thrombophlebitis.  More  often,  however, 
the  clot  or  fragments  thereof  will  become  de- 
tached and  cause  pulmonary  embolism. 

Much  too  often  phlebothrombosis  goes  un- 
recognized, as  its  symptoms  are  minimal : 
mild  or  slight  edema  of  the  ankle  and  lower 
leg,  slight  cyanosis  when  the  leg  is  depen- 
dent, slight  dilatation  of  the  superficial  veins, 
tenderness  of  the  calf  muscles,  and  pain  on 
dorsiflexion  of  the  foot  (Homan's  sign).  Al- 
len'41 has  called  attention  to  the  fact  that  con- 
comitant elevation  of  the  temperature,  pulse, 
and  respiration  gives  evidence  of  venous 
thrombosis  with  small  pulmonary  infarcts. 

Phlebothrombosis,  with  its  red,  loosely  at- 
tached clot  waving  in  the  bloodstream,  is  the 
main,  if  not  the  only,  cause  of  sudden  fatal 
pulmonary  embolism.  To  quote  Ochsner'1', 
"The  patient  with  phlebothrombosis  is  a  po- 
tential fatality." 

2.  Ochsner.  A.  and  DeBakey.  M.:  Therapeutic  Consideration 
of  Thrombophlebitis  and  Phlebothrombosis,  New  England 
J.    Med.    225:207-227    (Aug.    7)    1*941. 

3.  Homans,  J.:  Deep  Quiet  Venous  Thrombosis  in  Lower 
Limb.   Surg.,   Gynec.   &   Obst.    79:70-82    (July)    11)14. 

I.  Allen.  A.  W.:  Interruption  of  Deep  Veins  of  Lower  Ex- 
tremities in  Prevention  and  Treatment  of  Thrombosis  and 
Embolism,    Surg.,   Gynec.   &   Obst.    84:510-527    (April)    1947. 
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Etiologic  Factors 

1.  Changes  in  the  wall  of  the  vein — trau- 
ma, infection,  and  degenerative  lesions.  Geza 
de  Takats'5'  has  demonstrated  in  animals  in- 
creased sensitivity  of  the  venous  intima,  so 
that  it  responds  to  certain  exciting  factors 
with  a  fibrinous  exudate. 

2.  Changes  in  the  blood  resulting  in  in- 
creased coagulability.  The  literature  on  this 
subject  is  voluminous,  and  concepts  are  con- 
stantly changing.  However,  we  can  assume 
that  trauma,  infection,  and  cachexia,  with 
their  attendant  destruction  of  tissue,  cause 
an  increase  in  the  liberation  of  some  sub- 
stance (call  it  thrombokinase  or  whatever 
you  may)  ;  and  that  this  substance,  together 
with  an  increase  in  blood  platelets  and  fibrin- 
ogen, causes  increased  coagulability  of  the 
blood.  The  platelet  count  and  sedimentation 
rates'61  are  almost  always  increased  after 
surgery ;  fibrinogen  is  often  increased ;  the 
coagulation  time  is  frequently  decreased ;  and 
prothrombin  levels  are  quite  often  raised. 

3.  Changes  in  the  hydrodynamics  of  ven- 
ous circulation.  Dehydration  and  shock  can 
increase  the  specific  gravity  and  viscosity  of 
the  blood.  Cardiac  failure,  shock,  muscular 
inactivity,  and  adverse  positions  of  the  body 
produce  venous  stasis,  which  seems  to  be  the 
most  important  etiologic  factor.  This  state- 
ment is  substantiated  by  autopsy  series,  in 
which  thrombi  of  the  deep  veins  were  found 
in  25  to  50  per  cent  of  the  patients  who 
had  been  confined  to  bed  for  a  great  length 
of  time"". 

Incidence 

Statistics  on  the  incidence  of  thrombo-em- 
bolic  disease  following  surgery  vary  rather 
widely.  The  average  would  probably  be  1.5 
to  2  per  cent.  About  50  per  cent  of  the  pa- 
tients in  whom  thrombi  develop  have  pulmon- 
ary emboli  demonstrable  either  clinically  or 
at  postmortem  examination. 

Patterson  and  Richardson17'  in  this  state 
reported  an  incidence  of  1.2  per  cent  in  594 
surgical  cases  in  which  early  ambulation 
was  employed.  Pulmonary  emboli  developed 
in  40  to  45  per  cent  of  the  patients  with 
thromboses.   However,  these  authors  stated 

h.  D2  Takats-,  G.,  in  Christopher,  F.:  A  Textbook  of  Surgery, 
ed.   2,   Philadelphia,   W.  B.   Saunders   Co..    1939. 

ii.  Leithauser.  D.  J.:  Early  Ambulation  and  Related  Pro- 
cedures in  Surgical  Management,  Springfield,  Illinois. 
C.  C  Thomas,    1946. 

7.  Patterson.  F.  M.  S.  and  Richardson.  .1.  J.:  Early  Am- 
bulation in  Abdominal  Surgery.  North  Carolina  M.  .1.  9 : 
301-304    (June)    1948. 


that  none  of  their  patients  who  had  thrombo- 
embolic complications  walked  on  the  first 
day,  and  that  very  little  exercise  was  taken 
on  the  second  day. 

Preventive  Measures 

1.  The  accepted  principles  of  careful  and 
adequate  pre-  and  post-operative  care  and 
meticulous  surgical  technique  are  fundamen- 
tal and  essential  preventive  measures. 

2.  The  anticoagulants,  heparin  and  dicu- 
marol,  can  be  used  prophylactically  to  pre- 
vent increased  coagulability  of  the  blood. 
However,  these  drugs  are  not  without  dan- 
ger, and  complicated  laboratory  controls  are 
absolutely  necessary  when  they  are  used 
(particularly  with  dicumarol).  Heparin  is 
still  rather  expensive.  I  have  had  no  ex- 
perience with  either  drug.  Their  prophylac- 
tic use  hardly  seems  justified  except  under 
certain  unusual  conditions. 

3.  Femoral  ligation  as  a  purely  prophylac- 
tic measure  hardly  seems  justifiable  except 
in  very  unusual  cases  that  cannot  be  ambula- 
tory. It  does  not  always  prevent  pulmonary 
embolism,  and  is  often  followed  by  annoying 
discomfort  in  the  legs.  However,  it  is  indi- 
cated when  definite  phlebothrombosis  has 
developed^. 

4.  Correction  of  venous  stasis  seems  to  be 
the  most  important  active  measure,  and  is  by 
far  the  simplest  and  most  practical.  It  can 
be  accomplished  by  the  avoidance  of  adverse 
lying  and  sitting  positions,  by  exercises  in 
bed,  and  by  early  ambulation. 

Early  ambulation  is  widely  but  not  univer- 
sally accepted.  Many  surgeons  are  yet  to  be 
converted  to  its  use,  chiefly  because  they  fear 
wound  disruption  and  postoperative  hernia. 
Many  others  who  say  that  they  employ  early 
ambulation  are  not  using  it  in  its  true  sense. 
It  really  means  immediate  ambulation,  get- 
ting the  patient  out  of  bed  as  soon  as  pos- 
sible— preferably  within  two  to  six  hours — ; 
and  it  means  walking  and  not  sitting.  Sit- 
ting for  a  long  period  of  time  probably  pre- 
disposes to  thrombo-embolic  disease"1',  and  I 
do  not  allow  my  patients  to  sit  for  any  great 
length  of  time  until  the  third  or  fourth  day. 
The  foundation  for  thrombo-embolic  disease 
is  laid  within  twenty-four  hours  after  opera- 
tion ;  therefore,  prevention  must  start  early. 

Review  of  Four  Hundred  Cases 
In  an  effort  to  study  the  effect  of  early 

v    Oehsner.     A.:     Intravenous     Clotting.     Surgery      17:240-263 
(Feb.)    1945. 
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Table   1 
Operative   Procedures 

Appendectomy 102 

Appendectomy  with  drainage  11 

Appendectomy  and  excision  of 

Meckel's    diverticulum    3 

Pelvic   laparotomy   101 

Hysterectomy 69 

Supravaginal     46 

Complete   abdominal    10 

Vaginal   13 

Cesarean    section    33 

Herniorrhaphy     30 

Inguinal    21 

Bilateral  inguinal  3 

Umbilical    2 

Ventral    3 

Femoral    1 

Cholecystectomy     22 

Ureterolithotomy    5 

Transplantation    of    ureters    (ureterocolostomy)..     2 

Ureteropyeloplasty    „ 1 

Nephropexy   ! 1 

Suprapubic  prostatectomy 1 

Nephrolithotomy     1 

Nephrectomy   r 2 

Intestinal   resection   4 

(Includes  one  ileocolectomy  and  one 
resection  with  enterostomy) 
Partial  excision  and  marsupialization  of 

hepatic  cyst 1 

Enterostomy  and  drainage  of  pelvic  abscess 1 

I  &  D   of  abdominal   abscess 1 

Closure  of  perforated  peptic  ulcer 2 

Closure  of  bullet  wounds  of  stomach  and  colon....     1 

Gastro-enterostomy    2 

Exploratory  laparotomy 2 

Excision  of  umbilicus  and  urachal  sinus 2 

Total 400 

ambulation  on  thrombo-embolic  disease  and 
wound  healing,  I  have  reviewed  400  consec- 
utive cases  in  my  own  practice  (table  1). 
More  than  75  per  cent  of  the  patients  walked 
within  two  to  six  hours  after  operation.  Prac- 
tically all  were  getting  out  of  bed  unassisted 
by  the  third  or  fourth  day,  and  the  patients 
who  had  appendectomies  usually  left  the  hos- 
pital on  the  third  or  fourth  day.  Ambulation 
was  discontinued  in  2  cases.  In  the  first  case 
a  partial  disruption  of  the  wound  occurred. 
In  the  second,  cardiac  failure  developed  and 
the  patient  later  died ;  however,  death  was 
not  due  to  pulmonary  embolism. 

No  embolic  phenomena  were  observed  in 
any  patient.  Thrombophlebitis  was  observed 
in  two  cases,  and  a  possible  plantar  throm- 
bosis was  seen  in  another. 

Case  1.  Dilatation  and  curettage,  cauterization 
of  the  cervix,  left  salpingectomy,  and  appendectomy 
were  performed  on  a  white  woman,  aged  31.  The 
postoperative  diagnosis  was  tubal  pregnancy. 
Thrombophlebitis  developed  on  the  thirteenth  post- 
operative day,  after  she  had  left  the  hospital.  The 
uterine  scrapings  showed  much  leukocytic  infiltra- 
tion as  well  as  decidual  cells.  Apparently  some  de- 
gree of  pelvic  infection  was  present  before  operation, 


and  was  probably  the  main  factor  in  the  develop- 
ment of  thrombophlebitis. 

Case  2.  Following  a  cholecystestomy,  this  67  year 
old  white  woman  developed  thrombophlebitis  on  the 
eighth  postoperative  day.  This  patient  did  not  walk 
until  the  second  day,  and  had  just  recovered  from 
an  acute  dacryocystitis  prior  to  operation. 

Case  3.  Following  an  anterior  gastroenterostomy, 
this  60  year  old  Negro  man  was  forced  out  of  bed 
on  the  day  of  operation,  and  ambulation  was  con- 
tinued, although  he  complained  of  pain  in  the  bot- 
tom of  the  left  foot  on  the  second  or  third  day. 
There  was  never  any  edema  of  the  foot  or  leg  and 
arterial  pulsations  were  normal,  but  pain  in  the  left 
foot  and  left  leg  continued  for  several  days  after 
operation.  I  believe  that  phlebothrombosis  would 
have  developed  in  this  patient  if  early  ambulation 
had  not  been  insisted  upon. 

Only  two  serious  wound  complications 
were  noted — partial  disruption  without  evis- 
ceration in  a  Negro  woman,  and  a  postoper- 
ative hernia  in  an  obese  white  woman.  In 
another  case  hospitalization  was  prolonged 
because  of  infection,  but  healing  was  com- 
plete and  no  weakness  of  the  scar  resulted. 

Summary 

Thrombophlebitis  and  phlebothrombosis 
have  been  defined,  and  their  causes  and  pre- 
vention have  been  briefly  reviewed.  Early 
ambulation  has  been  especially  advocated  as 
a  preventive  measure. 

A  series  of  400  consecutive  surgical  cases 
in  which  early  ambulation  was  employed 
has  been  analyzed.  Thrombophlebitis  oc- 
curred in  2  cases,  and  a  possible  plantar 
thrombus  in  another.  No  embolic  phenomena 
were  observed.  One  partial  disruption  and 
one  hernia  were  the  only  serious  complica- 
tions of  wound  healing  which  occurred. 


THE   PROBLEM  OF  THROMBOPHLEBI- 
TIS AND  PHLEBOTHROMBOSIS  FROM 
THE  MEDICAL  STANDPOINT 

Edward  S.  Orgain,  M.D. 
Durham 

Problems  relating  to  intravascular  clotting 
within  the  venous  channels  of  man  are  now 
assuming  far  greater  importance  than  those 
of  hemorrhage,  due  principally  to  rising  in- 
terest in  incidence,  alertness  in  earlier  recog- 
nition, and  newer  trends  in  both  prevention 
and  therapy.  The  clinical  significance  of  in- 
travascular clotting  may  be  appreciated 
when  it  is  realized  that  .44  per  cent  to  2  per 
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cent  of  hospitalized  patients  have  or  develop 
venous  thrombosis'1',  most  of  which  origi- 
nates in  the  deep  veins  of  the  calves  and 
feet'2'.  Of  these,  21  per  cent  may  develop 
subsequent  thrombosis,  29  per  cent  pulmon- 
ary emboli,  and  14  per  cent  die  from  embo- 
lism. Once  a  non-fatal  pulmonary  embolus 
has  been  observed,  subsequent  emboli  may 
be  anticipated  to  occur  in  30  per  cent  and 
to  be  fatal  in  18  per  cent' •"•).  In  unselected  au- 
topsy material  among  middle-aged  and  older 
people,  deep  leg  vein  thrombosis  is  encoun- 
tered in  52.7  per  cent  of  which  a  substantial 
majority  are  bilateral  rather  than  unilat- 
eral'4'. Pulmonary  embolism  accounts  for  2.7 
per  cent  of  routine  autopsy  deaths  and  about 
5  per  cent  of  postoperative  fatalities'5*.  Re- 
cent studies"1'  indicate  that  pulmonary  embo- 
lism occurs  more  frequently  in  medical  than 
surgical  patients ;  the  source  from  which  em- 
bolism arises  is  more  often  the  peripheral 
venous  system  than  mural  thrombi  present 
in  the  right  side  of  the  heart. 

Considerable  investigation'7'  has  attempted 
clarification  of  the  basic  mechanisms  of  blood 
coagulation,  yet  the  underlying  and  funda- 
mental pathologic  physiology  is  not  fully  un- 
derstood. When  venous  thrombosis  occurs, 
it  is  presumed  that  one  or  more  of  several 
precipitating  factors  are  operative,  such  as 
slowing  of  blood  flow  due  to  venous  stasis, 
increased  coagulability  of  the  blood,  or  in- 
jury to  vein  wall  or  perivenous  tissue  by  trau- 
ma, thermal,  chemical,  or  bacterial  agents(S). 
Regardless  of  mechanisms  involved,  most 
venous  thrombi  appear  initially  in  the  deep 
veins  of  the  calves  and  feet;  from  these  foci 
over  90  per  cent  of  fatal  pulmonary  emboli 
arise.  Distinction  is  drawn  between  venous 

1.  (a)  Homans,  J.:  Operative  Treatment  of  Venous  Throm- 
bosis in  the  Lower  Limbs,  Am.  J.  Med.  3:845-354,  1047. 
(b)  Bauer,  G.:  Heparin  Therapy  in  Acute  Deep  Venous 
Thrombosis,  J.A.M.A.  181:196-803,  1946.  (c)  Duryee,  A. 
W. :  Thrombophlebitis — Medical  Treatment,  Bull.  N.  V. 
Acad.  Med.  20:004-022,   1944. 

2.  Frykholm,  R. :  The  Pathogenesis  and  Mechanical  Prophy- 
laxis of  Venous  Thrombosis,  Surg.,  Gynec.  and  Obst.  71: 
:io7-312,    1940. 

3.  Combined  Staff  Clinics:  Thromboembolism,  Am.  J.  Med. 
3:753-768,    1947. 

1.  Hunter,  W.  C,  Sneeden,  V.  D.,  Robertson,  T.  D.,  and 
Snyder,  G.  A.  C. :  Thrombosis  of  the  Deep  Veins  of  the 
Leg:  Its  Clinical  Significance  as  Exemplified  in  351 
Autopsies,    Aich.    Int.    Med.    08:1-17,    1941. 

5.  McCartney.  J.  S. :  Postoperative  Pulmonary  Embolism, 
Surgery   17:191-200,   1945. 

0.  Caiiotti,  J.,  Hardy,  I.  B.,  Jr.,  Linton,  R.  R.,  and  White, 
P.  D.:  Pulmonary  Embolism  in  Medical  Patients.  A  Com- 
parison of  Incidence  Diagnosis  and  Effect  of  Treatment 
in  Two  Hundred  and  Seventy-Three  Cases  at  the  Massa- 
chusetts General  Hospital  in  Two  Five-Year  Periods'  (1936 
to  1940  and  1941  to  1945  Inclusive),  J.A.M.A.  134:1447- 
1452,    1947. 

7.  Ferguson,  J.  H. :  Mechanism  of  Blood  Coagulation,  Am. 
J.    Med.    3:67-77,    1947. 

S.  Ochsner,  A.:  Venous  Thrombosis,  J.A.M.A.  132:827-833, 
1946. 


thrombosis  resulting  primarily  from  infec- 
tion (i.e.,  suppurative  and  non-suppurative 
thrombophlebitis)  and  that  resulting  mainly 
from  increased  coagulability  and  stasis 
(phlebothrombosis)  <s>.  While  either  may  ex- 
ist in  pure  form,  differentiation  is  often 
difficult,  since  extension  of  bland  clots  into 
larger  venous  radicals  may  simulate  the  en- 
tity designated  thrombophlebitis.  Venous 
thrombosis  without  inflammatory  phlebitis 
predominated  in  91  per  cent  of  one  series  of 
185  post  mortem  cases'4'.  General  opinion  fa- 
vors the  view  that  pulmonary  embolism  is 
commonly  the  result  of  phlebothrombosis  but 
is  rarely  a  sequel  to  acute  thrombophlebitis, 
for  in  the  latter  condition  the  blood  clot  is 
more  firmly  attached  to  the  venous  wall. 

The  symptomatology  attending  venous 
thrombosis  varies  widely.  Early  in  the  evo- 
lution of  phlebothrombosis  there  may  be  no 
symptoms  and  no  signs ;  indeed  pulmonary 
embolism  frequently  occurs  before  clinical 
signs  in  the  extremity  are  either  evident  or 
recognized.  Progression  of  clot  into  larger 
venous  channels  with  subsequent  adherence 
to  venous  wall  underlies  the  development  of 
deep  venous  tenderness  which  may  be  eli- 
cited by  calf  compression  or  stretching  as  in 
Homans'  test.  At  this  stage.  Ochsner'S)  has 
emphasized  the  evaluation  of  pulse  rate  and 
erythyrocytic  sedimentation  rate  out  of  pro- 
portion to  fever,  leukocytosis,  and  pain  in 
the  extremity.  Extension  into  a  larger  vein, 
the  popliteal  or  femoral,  may  bring  increas- 
ing pain  and  tenderness,  greater  swelling, 
and  vasospasm  which  in  turn  produces  pal- 
lor and  absent  pulse.  In  this  form  the  pro- 
cess may  resemble  thrombophlebitis  in  most 
of  its  clinical  details.  However,  thrombophle- 
bitis, involving  the  large  deep  veins  (i.e.,  ile- 
ofemoral  thrombophlebitis)  is  generally  an 
acute  disease  manifested  abruptly  by  the  ap- 
pearance of  fever,  leukocytosis,  exquisite 
pain,  and  concomitant  swelling  of  the  af- 
fected leg,  and  is  often  accompanied  by  im- 
palpable pulse  and  skin  pallor  due  to  reflex 
vasospasm.  When  superficial  veins  are  in- 
volved in  phlebitis,  the  overlying  skin  be- 
comes warm,  red,  and  tender  to  palpation. 

Diagnosis  is  not  difficult;  the  frequency 
with  which  it  is  made  among  general  medi- 
cal patients  signifies  the  index  level  of  clini- 
cal suspicion.  It  occurs  particularly  in  older 
groups  above  the  age  of  40  years,  in  the 
obese,  and  statistically  is  more  frequent  in 
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women,  probably  as  a  result  of  childbearing. 
Very  close  relationships  are  noted  to  exist 
between  thrombosis  and  conditions  involving 
general  debility,  trauma,  surgery,  immobili- 
zation in  bed,  infections,  and  particularly  de- 
compensated heart  disease  attended  by  ede- 
ma. The  principal  hazard  from  venous  throm- 
bosis is,  of  course,  pulmonary  embolism  and 
death.  Common  late  sequelae'9'  are  chronic 
leg  edema,  induration,  ulceration,  pigmenta- 
tion, and  recurrent  local  infection. 

Small  pulmonary  emboli  may  give  rise  to 
no  symptoms  or  to  characteristic  pleural 
pain.  The  larger  emboli  are  accompanied  by 
fever,  dyspnea,  cough,  hemoptysis,  pleuritic 
or  non-pleuritic  pain,  friction  rub,  rales, 
signs  of  consolidation,  pleural  effusion  which 
may  be  serous  or  bloody,  and  cyanosis.  These 
phenomena  may  be  present  in  various  com- 
binations but  all  may  be  evident  in  the  in- 
dividual patient.  The  laboratory  may  offer 
confirmation  of  diagnosis  by  the  exhibition 
of  leukocytosis,  increased  erythrocytic  sedi- 
mentation rate,  x-ray  shadows  indicating  in- 
farction, and  the  typical  electrocardio- 
graphic configuration  of  the  acute  cor  pul- 
monale which  follows  sudden  right  heart 
strain. 

The  therapy  of  venous  thrombosis  natur- 
ally divides  into  measures  of  prophylaxis, 
those  of  active  treatment  of  the  thrombosis 
itself,  the  prevention  and  treatment  of  pul- 
monary emboli,  and  the  management  of  the 
distressing  post-phlebitic  syndrome.  Since 
infection  and  stasis  are  the  most  frequent 
precursors  of  thrombosis,  efforts  in  preven- 
tion are  directed  primarily  toward  their  con- 
trol and  elimination.  All  infections,  both  lo- 
cal and  systemic,  should  be  treated  vigorously 
with  chemotherapy  and  antibiotic  therapy. 
The  legs  of  older  people  in  bed  should  be 
bandaged'11",  kept  warm,  and  made  to  move 
freely  and  regularly  by  means  of  prescribed 
regular  exercises.  Chilling  in  any  form  must 
be  avoided.  Legs  must  not  be  allowed  to 
maintain  a  motionless,  dependent  position. 
Early  ambulation'111  among  surgical  cases 
should  be  instituted  as  a  routine  procedure 
along  with  breathing  exercises.  Statistics 
are   now   available    which   demonstrate  the 
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value  of  the  anticoagulant  drugs,  heparin'12' 
and  dicumarol'13',  as  preventive  measures  in 
postoperative  surgical  cases.  For  example, 
in  1302  postoperative  surgical  patients  to 
whom  an  anticoagulant  was  given,  venous 
thrombosis  occurred  in  but  two  patients  and 
pulmonary  embolism  in  none'130'.  The  effec- 
tiveness of  the  anticoagulant  may  be  judged 
also  by  the  following  figures  based  upon  re- 
ported series  totalling  several  thousand 
cases1'":  in  venous  thrombosis,  an  anticoagu- 
lant reduced  the  occurrence  of  further  throm- 
bosis from  21  per  cent  to  1.1  per  cent,  pul- 
monary emboli  from  29  per  cent  to  1.2  per 
cent,  and  fatal  pulmonary  emboli  from  14 
per  cent  to  .3  per  cent;  after  non-fatal  pul- 
monary emboli  further  emboli  were  reduced 
from  30  per  cent  to  1.1  per  cent  and  subse- 
quent fatal  emboli  from  18.5  per  cent  to  .9 
per  cent.  The  protective  effects  of  anticoagu- 
lant drugs  postoperatively  seems  therefore 
established,  but  the  procedure  has  not  been 
adopted  generally  because  of  the  magnitude 
of  the  laboratory  problem  created.  The  rou- 
tine use  of  these  drugs  in  chronic  congestive 
heart  failure  with  edema  seems  indicated'14'. 
Here  the  stasis  factors  leading  to  thrombosis, 
produced  by  slowing  of  the  circulation,  ede- 
ma, and  relative  immobilization,  are  preemi- 
nent. Prophylactic  venous  ligation'1"15'  re- 
mains a  disputed  procedure  and  has  been 
used  but  rarely  in  our  clinic  for  the  elderly 
subject  who,  already  exhibiting  venous  ab- 
normalities, faces  operation,  a  prolonged 
stay  in  bed,  and  the  possibility  of  pulmonary 
embolism. 

Once  the  presence  of  fresh  venous  throm- 
bosis is  recognized,  the  limb  may  be  placed 
at  rest  in  an  elevated  position  and  kept  warm 
by  dry  or  moist  heat.  If  arterial  spasm  ex- 
ists, paravertebral  sympathetic  block'10'  will 
promote  limb  circulation  and  decrease  pain. 
Reflex  arterial  constriction  is  common  in 
acute   ileofemoral   thrombophlebitis   but    is 

12.  Murray,  G. :  Anticoagulant  Therapy  with  Heparin,  Am. 
J.    Med.    3:108-471,    1947. 
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Jr.,  Kvale,  W.  F„  and  Barker.  N.  W.:  The  Use  of  Di- 
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Ann.  Int.  Med.  27:371-381.  1947.  (c)  Barker.  N.  W..  Hines, 
E.  A„  Jr.,  Kvale,  W.  F.,  and  Allen,  E.  V.:  Dicumarol, 
Am.   J.   Med.    3:034-642.    1947. 

It.  Wishart,  J.  H..  and  Chapman.  C  B. :  Dicumarol  Therapy 
in  Congestive  Heart  Failure,  New  England  J.  Med.  239: 
701-704,    1948. 

13.  (a)  Homans.  J.:  Venous  Thrombosis  and  Pulmonary  Em- 
bolism, New  England  J.  Med.  236:190-201,  1947.  (b)  Allen. 
A.  W. :  Interruption  of  the  Deep  Veins  of  the  Lower  Ex- 
tremities in  the  Prevention  and  Treatment  of  Thrombosis 
and  Embolism,   Surg.,   Gvnec.   and   Obst.    84:519-527.    1947. 

10.  Ochsner,  A.,  and  DeBakey,  M.  E. :  Intravenous  Clotting 
and   Its   Sequelae,    Surgery   14:079-690,    1943. 
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rare  in  bland  phlebothrombosis.  The  most 
important  therapeutic  procedure  is  the  imme- 
diate institution  of  anticoagulant  therapy  in 
the  form  of  heparin  and  dicumarol  to  pre- 
vent extension  of  clot  already  formed,  pul- 
monary embolism  and  late  post-phlebitic 
sequelae  in  the  legs.  Since  the  effect  of  he- 
parin is  immediate,  while  that  of  dicumarol 
requires  24  to  48  hours  to  reach  its  maximum, 
it  is  now  conventional  to  administer  both 
drugs  simultaneously. 

Heparin'171,  derived  commercially  from 
beef  lung,  possesses  rapid  action  which  is 
dissipated  in  about  four  hours  after  a  single 
standard  dose  of  drug  is  given.  It  acts  as  an 
antithromboplastin,  an  antiprothrombin,  an 
antithrombin,  and  decreases  platelet  agglu- 
tinability'31.  Its  administration  must  be  con- 
trolled by  the  Lee- White  clotting  method. 
The  optimal  safe  level  of  dosage  is  that  which 
prolongs  the  clotting  time  to  about  three 
times  the  control  value.  Estimations  should 
be  made  of  its  effect  preferably  once  or 
twice  daily.  Major  disadvantages  of  heparin 
therapy  are  the  expensiveness  of  the  drug 
and  the  requirement  of  parenteral  injection, 
because  it  lacks  oral  effectiveness.  Several 
preparations  and  methods  of  administration 
are  available  to  the  physician.  The  new  con- 
centrated heparin"  R>  (50  mg.  per  cc.  in 
aqueous  solution)  may  be  given  intramuscu- 
larly or  intravenously  in  doses  of  50  mg. 
every  four  hours  with  little  danger  of  ill 
result.  A  continuous  intravenous  drip  employ- 
ing approximately  300  mg.  of  heparin  per 
24  hours  is  theoretically  the  optimal  mode  of 
administration  but  is  far  more  difficult  to 
control  evenly.  Heparin  in  Pitkin's  men- 
struum1111' (a  mixture  of  gelatin,  dextrose, 
and  glacial  acetic  acid)  may  be  deposited 
subcutaneously  or  intramuscularly  in 
amounts  of  300  to  400  mg.  (with  or  with- 
out included  vasoconstrictor  drugs)  for  slow 
transference  of  heparin  to  the  circulation 
over  a  24  to  48-hour  period.  Although  this 
represents  the  simplest  form  of  heparin  ad- 
ministration, delivery  of  the  drug  may  be 
variable  and  its  effects  unpi'edictable.  Not 
inconsiderable  items  are  its  high  cost  and 
productivity  of  pain  at  the  site  of  injection. 

17.  Jorpes,  J.  E.:  The  Origin  and  the  Physiology  of  Heparin: 
The  Specific  Therapv  in  Thrombosis,  Ann.  Int.  Med.  27: 
361-370.    1947. 

18.  Stats,  D..  and  Neuhof,  H.:  Concentrated  Aqueous  Heparin, 
Am.  J.  M.  Se.  214:159-102,  1947, 

19.  Loewe,  L.:  Anticoagulation  Therapy  with  Heparin /Pitkin 
Menstruum  in  Thromboembolic  Disease.  Am.  J,  Med.  3:447- 
■107,    1947. 


Dicumarol'130',  originally  derived  from 
sweet  clover  hay  but  now  synthesized,  has 
a  slow  cumulative  action  requiring  24  to  48 
hours  for  optimal  effects  to  become  manifest 
and  a  similar  or  even  longer  period  for  its 
action  to  disappear.  Its  primary  action  is  to 
delay  prothrombin  formation  in  the  liver, 
but  it  also  inhibits  thromboplastin  and  de- 
creases platelet  agglutinability1'".  Its  admin- 
istration demands  control  by  estimations  of 
prothrombin  activity11'"1  performed  daily, 
since  tremendous  variations  in  sensitivity  to 
the  drug  occur  from  patient  to  patient  and 
at  times  in  the  same  patient.  Clotting  time, 
as  measured  in  glass  tubes,  is  normal  but 
is  significantly  prolonged  when  tested  in  spe- 
cial silicone  coated  tubes.  The  effect  of  di- 
cumarol on  prothrombin  should  be  reported 
in  terms  of  prothrombin  "activity"  as  a  per- 
centage of  the  normal  rather  than  as  "time" 
in  seconds'"1'.  The  curve  of  prothrombin  ac- 
tivity is  easily  derived  from  prothrombin 
times  performed  upon  serial  dilutions  of  nor- 
mal plasma,  averaged  from  several  normal 
individual  controls,  by  plotting  the  times  as 
ordinates  and  the  dilutions  as  abscissas'21". 
This  curve  will  differ  from  method  to  method 
and  will  vary  depending  upon  type  and  in- 
dividual batch  of  thromboplastin  used.  Pro- 
thrombin activity  then  may  be  translated 
from  prothrombin  time  in  seconds.  This 
graph  is  never  linear  nor  is  "activity"  a  sim- 
ple mathematical  derivative  of  "time."  Fail- 
ure to  grasp  this  fact  has  resulted  in  at  least 
two  instances  of  severe  hemorrhage  produced 
by  dicumarol  personally  observed  by  the  au- 
thor. Prothrombin  activity  falls  from  100 
per  cent  to  50  per  cent  with  but  little  change 
in  actual  prothrombin  time.  The  active  safe 
portion  of  the  curve  lies  between  30  per  cent 
and  10  per  cent  of  prothrombin  activity ;  thus 
the  desirable  therapeutic  level  ranges  at 
about  20  per  cent  of  normal.  Hemorrhage  sel- 
dom will  occur  at  this  activity  level.  Fatali- 
ties have  resulted  primarily  from  poorly  con- 
trolled therapy.  Dicumarol  is  inexpensive 
and  almost  wholly  an  oral  drug.  No  paren- 
teral preparation  is  currently  available.  Var- 
ious oral  dosage  schedules'13'1  have  been  pro- 
posed for  dicumarol.  We  have  used  300  mg. 
of  the  drug  on  the  first  day  and  200  mg. 
on  the  second  day  in  order  to  suppress  pro- 
thrombin activity  rapidly,  yet  safely.  Daily 

20.  Alexander.  B..  deVries,  A.,  and  Goldstein,  R. :  Prothrom- 
bin: A  Critique  of  Methods  for  Its  Determination  and 
Their  Clinical  Significance,  New  England  J.  Med.  240: 
403-113,    1949. 
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prothrombin  times  then  indicate  dosage  size 
on  succeeding  days.  If  prothrombin  activity 
is  above  30  per  cent  of  normal,  200  mg.  gen- 
erally are  administered ;  if  above  20  per  cent, 
100  mg.  are  given;  and  if  above  15  per 
cent,  50  mg.  are  dispensed ;  below  this 
level  none  is  allowed.  Revision  of  this  sched- 
ule must  be  made  according  to  individual 
sensitivity  of  the  patient.  When  the  pro- 
thrombin level  reaches  30  per  cent  of  normal, 
heparin  must  be  discontinued.  Hemorrhage 
in  minor  form  (epistaxis,  hematemesis,  pe- 
techiae,  and  ecchymosis)  has  been  reported 
in  3.1  per  cent  and  major  bleeding"  in  1.9 
per  cent  of  patients'1"".  Bleeding  from  he- 
parin may  be  controlled  by  the  intravenous 
injection  of  protamine  50  to  100  mg.  in  a 
1  per  cent  solution  and  by  whole  blood  trans- 
fusions, while  that  from  dicumarol  responds 
to  menadione  bisulfite  (synthetic  vitamin 
K)  64  mg.  administered  intravenously  once 
or  more  at  4  to  6-hour  intervals,  and  to  trans- 
fusions of  whole  blood.  Minor  bleeding  calls 
only  for  cessation  of  the  drug.  Bleeding 
from  heparin  usually  disappears  in  a  few 
hours,  but  that  from  dicumarol  may  persist 
for  several  days  unless  it  is  adequately 
treated.  A  few  fatalities  have  resulted  from 
hemorrhage  when  dicumarol  has  been  ad- 
ministered with  no  or  poor  laboratory  con- 
trol'211. 

Some  authors  believe  that  bland  thrombo- 
sis requires  no  more  than  dicumarol  alone 
since  the  situation  is  generally  not  an  emer- 
gent one'--1.  However,  since  clotting  may 
spread  rapidly  and  pulmonary  embolization 
occur  early,  there  seems  little  reason  not  to 
utilize  the  effective  speed  of  heparin  action 
in  preventing  further  thrombosis  before  full 
dicumarolization  can  be  achieved. 

There  are  many  conditions  in  which  anti- 
coagulant therapy  is  contraindicated,  partic- 
ularly those  characterized  by  bleeding  ten- 
dencies (i.e.,  blood  dyscrasias  complicated 
by  hemorrhage,  hepatic  disease,  vitamin  K 
deficiency  states,  and  renal  disease  alone  or 
complicated  by  renal  insufficiency) ,  recent 
operations  upon  or  injuries  to  the  brain  or 
spinal  cord  where  even  minor  hemorrhage 
in  the  nervous  system  may  be  disastrous,  and 
ulcerative  lesions  within  the  gastrointestinal 
tract,  such  as  peptic  ulcer  or  neoplasm. 

From  the  medical  viewpoint,  surgical  ven- 

21.  Duff,   I.    F..   and   Shull.   W.    H.:   Fatal  Hemorrhage  in   Di- 
cumarol Poisoning:,  J. A.M. A.   189:702-766,   liil!). 

22.  Allen,    E.    V. :    The    Emergency    Treatment    of    Vascular 
Occlusions,    J. A.M. A.    135:15-17,    1917. 


ous  ligation  has  its  greatest  utility  in  these 
circumstances  where  anticoagulant  drugs 
produce  unnecessary  clanger  to  the  patient. 
Additional  indications  for  surgery  are  pro- 
vided by  those  patients  in  whom  recurrent 
pulmonary  embolism  is  manifest  in  spite  of 
adequate,  yet  ineffective,  anticoagulant  man- 
agement. When  embolism  recurs  at  intervals 
too  great  for  practical  anticoagulant  meas- 
ures to  be  continuously  employed,  ligation  is 
certainly  justified. 

As  already  indicated  statistically131,  pul- 
monary embolism  is  satisfactorily  treated  by 
the  anticoagulants,  which  apparently  control 
further  emboli  and  prevent  additional  fatali- 
ties. Here  speed  of  action  is  imperative ;  and 
both  heparin  and  dicumarol  are  demanded 
for  their  full  effects.  For  smaller  emboli  no 
further  measures  are  indicated.  Emergency 
situations  are  created,  however,  by  larger 
emboli  because  sudden  obstruction  of  a  large 
pulmonary  arterial  branch  may  result  in  fur- 
ther coagulation  clot,  arterial  spasm,  bron- 
chospasm,  atelectasis,  coronary  insufficiency, 
and  circulatory  embarrassment  leading  rap- 
idly to  death.  Immediate  therapeutic  meas- 
ures include  analgesics  (i.e.,  codeine),  anti- 
spasmodics (i.e.,  papaverine),  and  vagolytic 
agents  (i.e.,  atropine)  in  doses  sufficient  to 
provide  adequate  effect;  oxygen  is  adminis- 
tered for  the  control  of  cyanosis  and  dyspnea. 
Penicillin  should  be  given  parenterally  for 
the  prevention  of  secondary  infection  and 
abscess  formation  within  the  infarcted  area. 
Continued  treatment  depends  entirely  upon 
the  further  needs  of  the  individual.  Antico- 
agulant drugs  are  exhibited  for  periods  usu- 
ally two  weeks  or  longer  as  convalescence 
proceeds  normally  or  slowly.  Thrombectomy 
and  vein  ligation  may  be  performed  if  em- 
bolism continues  to  recur.  If  suppurative 
thrombophlebitis  proves  the  focus  for  bac- 
teremia and  recurrent  septic  emboli,  vena 
caval  ligation  may  be  life-saving  when  chem- 
otherapy and  antibiotics  have  failed  to  con- 
trol infection. 

The  problems  of  the  late  complications  of 
venous  clotting1'"  concern  primarily  chronic 
venous  and  lymphatic  obstruction  and  gener- 
ally lie  within  the  therapeutic  province  of  the 
surgeon.  The  principal  manifestations  are 
edema,  ulceration,  induration,  and  local  in- 
fection which  tends  to  be  recurrent.  It  seems 
acceptable  that  prompt  and  appropriate 
treatment  of   the    initial   thrombotic  lesion 
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offers  adequate  prophylaxis  against  the  later 
development  of  disabling  sequelae.  Once  the 
post-phlebitic  syndrome  becomes  established, 
the  physician  has  little  to  offer  these  unfor- 
tunate victims  save  rest,  elevation  of  the 
swollen  limb,  heat,  bandages  and  elastic 
stockings  which  aid  in  controlling  edema,  and 
chemotherapy  and  antibiotics  which  suppress 
local  infections  of  the  fungus  and  streptococ- 
cus types,  both  of  which  appear  important 
in  the  vicious  cycle  of  edema,  infection,  and 
fibrous  scar  formation.  However,  the  sur- 
geon has  several  tools  of  reputed  value  in 
treatment191  i.e.,  regional  sympathetic  block 
by  procaine  or  sympathectomy  to  overcome 
vasospasm  and  induce  vasodilatation,  liga- 
tion of  deep  veins,  usually  the  superficial  fe- 
moral, when  the  venous  valves  are  incompe- 
tent, saphenous  vein  stripping,  ligation  of 
communicating  veins  and  skin  grafting  to 
promote  healing  of  ulceration,  removal  of 
perivenous  scar  if  proved  the  basis  for  deep 
vein  obstruction,  and  finally  when  marked 
scarring  has  produced  elephantiasis,  a  modi- 
fied Kondoleon  operation  may  be  performed. 
In  our  own  experience  these  problems  have 
been  few  in  number  and  in  most  instances 
surgical  judgment  has  remained  conserva- 
tive. 

Conclusions 

In  summary,  a  brief  review  of  problems 
relating  to  intravascular  clotting  from  the 
medical  viewpoint  is  recorded  with  particu- 
lar reference  to  etiology,  diagnosis,  prog- 
nosis, complications,  and  treatment.  Empha- 
sis is  given  to  the  importance  of  thromboem- 
bolic phenomena  in  clinical  medicine  and  to 
the  primary  role  of  the  anticoagulant  drugs 
in  treatment. 
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The  surgical  therapy  of  intravenous  clot- 
ting revolves  around  simple  but  definite  pro- 
phylactic measures  which  generously  reward 
the  physician  and  patient  for  their  efforts, 
and  active  therapy  which,  when  carefully  se- 
lected, will  usually  improve  and  commonly 
relieve  the  condition. 

In  an  effort  to  evaluate  the  results  of  treat- 
ment of  thrombosis  involving  the  deep  veins 
from  the  plantar  surface  of  the  foot  to  the 
inferior  vena  cava,  we  have  studied  129  cases 
of  phlebothrombosis,  acute  thrombophlebi- 
tis, and  chronic  thrombophlebitis.  Since  the 
purpose  of  this  study  was  to  show  the  results 
of  treatment  in  the  patients  who  survive,  no 
patients  were  considered  in  this  investigation 
who  have  expired  as  a  result  of  deep  venous 
thrombosis,  or  who  have  not  been  followed 
subsequent  to  therapy. 

The  distinction  between  phlebothrombosis 
(also  known  as  bland  thrombophlebitis  or 
bland  thrombosis)  and  acute  thrombophlebi- 
tis has  been  made  by  Dr.  Kerr.  Chronic 
thrombophlebitis  or  the  post-thrombotic  syn- 
drome of  the  lower  extremity,  as  it  is  re- 
ferred to  in  advanced  stages,  is  characterized 
by  edema,  induration  of  the  tissues  of  the 
lower  third  or  half  of  the  leg  with  pigmenta- 
tion, chronic  dermatitis  of  the  skin  of  the 
area,   pain,   ulceration,   and   varicose  veins. 

Predisposing  Causes 
Cardiovascular  disturbances  and  circula- 
tory retardation  predispose  to  intravascular 
clotting  in  older  persons.  Thrombophlebitis 
is  exceptional  in  young  persons  and  occurs 
only  where  there  is  circulatory  disturb- 
ance11'. The  ages  of  the  patients  in  our  series 
ranged  from  20  years  to  82  years  (table  1) . 
In  the  younger  age  group  pregnancy  and  de- 
livery and  pelvic  surgery  were  the  most  fre- 
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Table  1 

Sex  and  Age 

Phleboth 

rombosis 

Acute    Th 

rombophlebitis 

Ch 

ronic 

Thrombophlebitis 

(30  cases) 

(51  Cases) 

(48  Cases) 

Male 

Female 

Male 

Female 

Male 

Female 

Youngest 

33 

36 

30 

20 

23 

22 

Oldest 

73 

75 

82 

70 

71 

72 

Average 

Age 

61.6 

56.6 

57 

39.5 

51 

45.1 

Total 

Number 

18 

12 

14 

37 

18 

30 

Table  2 
Predisposing  Causes  in  30  Cases  of  Phlebothrombosis 

No.  Cases     Per  Cent 
Bed  rest  for  illness  or  infection 
Surgery 

Pelvic  surgery 

Prostatectomy 

Laminectomy  for   ruptured 
intervertebral  disc 

Appendectomy 

Ureterosigmoidoscopy 

Suboccipital  craniectomy 

Submucous  resection 
Injury  to   extremity 
Unknown 

Table  3 

Predisposing   Causes  in  51   Cases  of 

Acute   Thrombophlebitis 

Surgery 

Bed  rest  for  illness  or  infection 

Varicose  veins 

Childbirth 

Injury  to  extremity 

Unknown 


14 

46.6 

11 

36.6 

3 

10.0 

2 

6.6 

2 

6.6 

1 

3.3 

1 

3.3 

1 

3.3 

1 

3.3 

2 

6.6 

3 

10.0 

Cases 

Per  Cent 

1 

41.1 

8 

15.6 

7 

13.7 

5 

9.8 

5 

9.8 

5 

9.8 

Table  4 
Predisposing  Causes  in  48   Cases 
Chronic  Thrombophlebitis 


of 


No.  Cases 

Per  Cent 

Childbirth 

12 

25 

Bed  rest  for  illness  or  infection 

12 

25 

Surgery 

12 

24.8 

Pelvic  surgery 

6 

12.5 

Appendectomy 

4 

8.3 

Open  reduction  of  patella 

1 

2.0 

Laminectomy  for  ruptured 

intervertebral  disc 

1 

2.0 

Injury  to  back,  pelvis,  or  extremity  5 

10.4 

Varicose  veins 

2 

4.1 

Unknown 

5 

10.4 

quent  predisposing-  causes.     Other  etiologic 
factors  are  listed  in  tables  2,  3,  and  4. 

Complications  and  Sequelae 
The  complications  and  sequelae  for  the 
three  types  of  thrombosis  studied  are  listed 
in  table  5.  The  fact  that  28  of  the  51  patients 
with  acute  thrombophlebitis  had  no  compli- 
cations or  sequelae  is  due  principally,  we  be- 
lieve, to  early  and  adequate  therapy.  All  of 
the  typical  symptoms  of  the  post-thrombotic 


syndrome  (cellulitis,  pain,  swelling,  ulcera- 
tion, and  varicose  veins)  were  present  in  a 
high  percentage  of  the  patients  with  chronic 
thrombophlebitis. 

Pulmonary  embolism  was  most  common  in 
the  group  of  patients  with  phlebothrombosis. 
This  complication  is  relatively  rare  in  acute 
and  chronic  thrombophlebitis.  In  acute 
thrombophlebitis,  however,  it  may  result 
from  propagation  of  the  thrombus  or  even 
from  the  development  of  a  bland  thrombosis 
on  the  advancing  proximal  portion  of  the 
acute  thrombophlebitis.  In  patients  with 
chronic  thrombophlebitis,  the  development 
of  acute  recurrent  thrombophlebitis  or  even 
phlebothrombosis  may  result  in  the  produc- 
tion of  pulmonary  emboli. 

According  to  Barker,  Nygaard,  Walters 
and  Priestly<2a\  24  per  cent  of  the  cases  of 
pulmonary  embolism  are  fatal  during  the 
first  attack.  In  other  cases  the  clot  is  smaller, 
producing  obstruction  in  the  lesser  branches 
of  the  pulmonary  artery.  About  60  per  cent 
of  the  cases  in  which  there  are  multiple  epi- 
sodes of  pulmonary  embolism  terminate  fa- 
tally. These  authors  further  discovered  that 
in  36  per  cent  of  the  cases  of  fatal  embolism, 
the  terminating  attack  was  preceded  by  one 
or  more  non-fatal  attacks(2b'c). 

Prophylactic  Treatment 
The  prophylactic  measures  that  have 
proved  helpful  in  the  past  and  are  easily  ap- 
plicable are  well  known  to  practically  every- 
one, but  are  rather  indifferently  applied  by 
all.  Normal  cardiovascular  function  should 
be  maintained  or  re-established  early.  Ochs- 
ner  has  repeatedly  warned  against  the  vaso- 
constrictor effect  of  nicotine,  and  has  urged 
that  smoking  be  stopped  for  a  period  of  ten 

2.  Barker,  N.  W.,  Nygaard,  K.  K.,  Walters,  W.,  and  Priestly, 
.1.  T. :  A  Statistical  Study  of  Postoperative  Venous  Throm- 
bosis and  Pulmonary  Embolism,  (a)  Incidence  in  Various 
Types  of  Operations,  Proc.  Staff  Meet.,  Mayo  Clin.  15: 
709-773  (Dec.)  19 40;  (b)  Location  of  Thrombosis;  Rela- 
tion of  Thrombosis  and  Embolism,  Ibid  16:33-37  (Jan.  15) 
1941;    (c)   Predisposing  Factors,  Ibid,  16:1-5    (Jan.  2)    1941. 
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Table  5 
Complications   and   Sequelae 


None 

Pulmonary   embolism 

Swelling 

Pain  and  swelling 

Gangrene  of  foot 

Varicose  veins  and   swelling 

Varicose    veins  and  ulceration 

Pain,  swelling,  cellulitis,  and  ulceration 

Pulmonary  embolism  and 

chronic   swelling 
Pain,  swelling,  varicose   veins, 

and  ulceration 
Pulmonary  embolism,  pain, 

swelling,  and  varicose  veins  0 

days  to  two  weeks  before  contemplated  sur- 
gery- Compression  of  the  superficial  veins  of 
the  lower  extremity  should  be  maintained  by 
the  use  of  elastic  bandages  applied  from  the 
base  of  the  toes  to  the  groin.  This  measure 
obviates  stagnation  of  blood  in  the  superfi- 
cial veins  and  increases  the  rate  of  blood 
flow  in  the  deep  venous  system. 

Since  obesity  predisposes  to  intravascular 
clotting,  patients  who  are  overweight  should 
be  urged  to  reduce  prior  to  operation.  Hydra- 
tion and  remineralization,  particularly  in  in- 
dividuals who  have  been  vomiting  or  for 
other  reasons  have  lost  fluids  and  electro- 
lytes, must  be  properly  attended  to,  not  only 
during  the  pre-  and  post-operative  periods, 
but  during  prolonged  surgical  procedures. 
Anemias,  other  blood  dyscrasias,  hypopro- 
teinemia,  and  hypovitaminosis  should  be  cor- 
rected preoperatively. 

During  the  operative  procedure,  it  is  im- 
perative to  prevent  circulatory  collapse,  ex- 
cessive loss  of  blood  or  other  fluids,  and  chill- 
ing. Sharp  dissection  and  careful  handling 
of  tissues  in  the  securing  of  hemostasis  are 
important. 

During  the  operation  and  postoperatively, 
any  posture  which  favors  circulatory  retard- 
ation (hyperextension  of  the  knees  or  hips  or 
flexion  of  the  thighs  on  the  abdomen  and 
flexion  of  the  legs  on  the  thighs)  should  be 
avoided.  Elevation  of  the  foot  of  the  bed  and 
of  the  patient's  lower  extremities,  with  slight 
flexion  of  the  thigh  on  the  trunk  at  an  angle 
of  about  45  degrees,  has  been  advised,3). 

3.  (a)  Friedlander,  E.:  Anatomische  Grundlage  zur  Behand- 
lung  tier  Beckenvenen — unci  Femoralisthrombosen,  Wien. 
klin.  Wcknschr.  49:1067-1071  (Aug.  28)  1936.  (b)  Barnes. 
A.  It.:  Pulmonary  Embolism.  J.A.M.A.  109:1347-1353  (Oct. 
23)  1937.  (c)  Homans,  J.:  Thrombophlebitis  in  Legs,  New 
England  J.  Med.  218:594-598  (April  7)  1938.  (d)  Schmid, 
H.  H.:  Verhutung  von  Postoperativen  Thrombosen  und 
Embolien.   Zentralbl.   f.  Gyn.-ik.   01:307-317    (Feb.   0)    1937. 
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bophlebitis 

Thrombo 

phlebitis 
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0.0 
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0.0 
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0.0 
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0.0 

11 

22.9 
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4.2 


Early  mobilization  postoperatively  is  of 
help.  Contraction  of  the  muscles  of  the  ex- 
tremities, the  use  of  the  bed  bicycle  as  sug- 
gested by  Gambel,  and  more  recently  early 
ambulation  have  aided  in  the  prevention  of 
postoperative  thrombosis.  Other  simple  but 
effective  prophylactic  measures  are  deep 
breathing  and  prevention  of  increased  ab- 
dominal tension  from  tight  bandages  or  dis- 
tention of  the  gastrointestinal  tract.  Smith 
and  Allen  recommended  stimulation  of  the 
peripheral  circulation  by  the  application  of 
heat  or  warm  coverings  to  the  lower  extremi- 
ties. 

Among  the  measures  which  have  been  em- 
ployed more  recently  to  prevent  intravenous 
clotting  following  surgical  operations  are  the 
prophylactic  administration  of  dicumarol'4', 
heparin,  or  sodium  thiosulfate'"",  and  the  pro- 
phylactic interruption  of  the  superficial  fe- 
moral vein  during  operations  on  elderly  in- 
dividuals'"'.     Several     controlled      studies'71 

1.  Dennis,  C. :  Evaluation  of  Anticoagulant  Therapy  in  Deep 
Venous  Thrombosis  of  Lower  Extremities,  Minnesota  Med. 
31:37-39    (.Ian.)     Hits. 

5.  Bancroft,  F.  W.:  Review  of  Various  Methods'  Used  in 
Treatment  of  Phlebothrombosis  of  the  Extremities.  New 
York  State  .1.   Med.    [6:299-805    (Feb.  1)    10  Hi. 

o.  Meigs.  J.  V.  and  Ingersoll,  F.  M. :  Thrombophlebitis  and 
Phlebothrombosis  in  Gynecologic  Patients:  the  Prophy- 
laxis, Recognition,  and  Treatment.  Am.  J.  Obst.  &  Gynec. 
52:938-945    (Dec.)    1916. 

7.  la  l  Allen.  A.  W-,  Linton.  R.  and  Donaldson,  G.  A.:  Ven- 
ous Thrombosis  and  Pulmonary  Embolism.  J.A.M.A.  133: 
1268-1274  (April  20)  10  17.  (b)  Homans,  J.:  Operative 
Treatment  of  Thrombosis  in  Arteries  and  Veins  of  Lower 
Limbs,  Am.  J.  Med.  3:345-354  (Sept.)  1917.  (c)  Donaldson. 
G.  A.:  The  Therapy  and  Prophylaxis  of  Venous  Throm- 
bosis and  Pulmonary  Embolism,  S.  Clin.  North  America 
27:1037-1051  (Oct.)  1947.  (d)  Loewe,  L..  Hirseh.  E.  and 
Grayzel,  D.  M.:  Action  of  Heparin  on  Experimental  Ven- 
ous' Thrombosis,  Surgery  22:746-760  (Nov.)  1947.  (e) 
Kiesewettcr.  W.  B.  and  Shumaeker.  H.  B..  Jr.:  Experi- 
mental Study  of  Comparative  Efficacy  of  Heparin  and 
Dicumarol  in  Prevention  of  Arterial  and  Venous  Throm- 
bosis. Surg..  Gynec.  &  Obst.  86:687-702  (June)  1948.  (f) 
Smith.  G.  V.  and  Mulligan.  W.  J.:  Dicumarol  Prophylaxis 
against  Venous  Thrombosis  in  "Women  Undergoing  Sur- 
gery. Surg..  Gvnec.  ,\  Obst.  86:461-464  (April)  1948.  (g) 
Wise.  W.  D..  Loker.  F.  F..  and  Brambel,  C  E. :  Effective- 
ness of  Dicumarol  Prophylaxis  against  Thromboembolic 
Complications  Following  Major  Surgery,  Surg..  Gynec.  & 
Obst.    88:486-494    (April)    1010. 
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Table  6 
Therapy  Employed  in  30  Cases  of  Phlebothrombosis 
Recovered  Improved 


No. 

Cases 

15 


Unimproved 


No.  Cases 

12 


Treatment 

Ligation  and  elastic  bandage 

Ligation,  anticoagulants,  and 
elastic   bandage 

Ligation,    anticoagulants,    and 
vasodilators 

Bed  rest,  elevation,  anticoagu- 
lants, and  vasodilators 

Elevation,  heat,  and  elastic 
bandage 

Elastic  bandage  and  vasodilators 

Elevation,  bed  rest,  and  icebags 

Bed  rest 

have  shown  that  the  use  of  either  or  both  of 
these  measures  significantly  reduces  the  in- 
cidence of  thromboembolic  disease  following 
surgery  or  during  prolonged  illness. 

Active  Treatment 
Once  clotting  has  developed,  it  should  be 
diagnosed  immediately,  and  proper  treatment 
instituted  at  once. 

Phlebothrombosis 

Phlebothrombosis  presents  a  serious  threat 
of  death  from  pulmonary  embolism'81.  Once 
it  is  recognized,  further  propagation  of  the 
thrombus  can  be  prevented  by  the  use  of 
anticoagulants.  This  does  not,  however,  re- 
duce the  danger  of  embolism  from  the  throm- 
bus which  is  already  present.  The  only  safe- 
guard against  embolic  death  is  interruption 
of  the  venous  trunk  at  or  above  the  site  of 
thrombosis. 

Phlebothrombosis  must  be  suspected  and 
searched  for  routinely  in  all  postoperative 
cases,  as  its  early  diagnosis  depends  upon  a 
high  index  of  suspicion.  Zimmerman1*'  em- 
phasized this  fact  by  reporting  that  the  ex- 
istence of  vein  involvement  was  recognized 
clinically  in  only  7  out  of  56  patients  who 
had  fatal  pulmonary  embolism.  Edema,  how- 
ever, was  noted  clinically  or  by  the  patholo- 
gist in  21  of  the  56  cases,  and  pain  in  the  leg 
was  mentioned  by  either  the  progress  note  or 
the  nurse's  note  in  the  histories  of  12  of 
the  patients.  Slight  elevation  of  the  pulse 
rate  or  of  the  temperature  without  obvious 
explanation,  slight  apprehension  on  the  part 
of  the  patient,  or  soreness  and  tenderness 
to  pressure  in  the  leg  or  foot,  with  slight 
pain  in  the  calf  on  dorsiflexion  of  the  foot, 
should  suggest  the  presence  of  phlebothrom- 

8.  Zimmerman,  L.  M.,  Miller.  D.  and  Marshall.  A.  X.:  Pul- 
monary Embolism:  Its  Incidence,  Significance,  and  Rela- 
tion to  Antecedent  Vein  Disease,  Surg.,  Gvnee.  &  Oust. 
88:373-388    (March)    1949. 
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bosis. 

Ochsner'1"  has  stated  that  phlebothrombo- 
sis is  an  emergency  second  only  to  hemor- 
rhage, and  requires  immediate  surgery.  A 
small  portion  of  the  superficial  femoral  vein 
is  ligated,  divided,  and  excised  under  local 
anesthesia  or  low  spinal  anesthesia,  and  the 
clot  is  aspirated  from  the  proximal  and  dis- 
tal segments  of  the  vein.  If  the  thrombus  has 
been  found  to  involve  both  the  deep  and 
common  femoral,  or  the  external  and  common 
femoral,  or  the  external  and  common  iliac 
veins,  ligation  is  carried  out  in  the  region  of 
the  common  femoral  after  aspirating  the 
proximal  portion  of  the  vein  until  free  bleed- 
ing is  obtained.  Unilateral  ligation  has  been 
the  usual  procedure  where  signs  were  rela- 
tively definite  on  one  side ;  bilateral  ligation 
is  becoming  more  popular,  however,  and  is 
done  almost  routinely  if  there  are  no  signs 
localizing  the  thrombosis  in  only  one  extrem- 
ity, and  particularly  where  pulmonary  em- 
bolus has  already  been  diagnosed. 

Allen'11",  Ochsner'11'111,  Bancroft1121  and 
others  recommend  ligation  and  division  of 
the  superficial  femoral  vessels  as  a  rule, 
whereas  Hinton1131,  Thebaut  and  Ward'14', 
and  some  of  the  foreign  investigators  prefer 
ligation  of  the  inferior  vena  cava.  Homans<15) 

9.  Ochsner.  A.:  Venous  Thrombosis,  Surgery  24:445-451 
(Sept.)  1948. 
in.  Allen.  A.  W.,  Linton.  R.  R..  and  Donaldson,  G.  A.:  Venous 
Thrombosis  and  Pulmonary  Embolism;  Further  Experi- 
ence with  Thrombectomy  and  Femoral  Vein  Interruption. 
J. A.M. A.   128:397-403    (June  9)    1945. 

11.  Ochsner.  A.  and  DeBakey,  M.:  Thrombophlebitis  and 
Phlebothrombosis.  in  Walters.  W.:  Lewis'  Practice  of 
Surgery.  Hagerstown,  Md.,  W.  F.  Prior  Co.,  v.  12,  ch.  5B 
(1949). 

12.  Bancroft.  F.  W.:  Proximal  Ligation  and  Thrombectomy 
for  Phlebothrombosis  of  Femoral  and  Iliac  Veins,  Ann. 
Sursr.    121:175-184    (Feb.)    1915. 

13.  Hinton,  J.  W.:  Anticoagulant  Therapy  in  Postoperative 
Venous  Thrombosis,  California  Med.  08:424-425  (June) 
1948. 

II.  Thebaut.  B.  R.  and  Ward,  C  S.:  Ligation  of  the  Inferior 
Vena  Cava  in  Thromboembolism;  Report  of  30  Cases, 
Surg.,  Gvnec.  &  Obst.  84:385-401    (April)    19+7. 

15.  Hainan*.  J.:  Deep  Quiet  Venous  Thrombosis  in  the  Lower 
Limb:  Preferred  Level  for  Interruption  of  Veins:  Iliac 
Sector  or  Ligation.  Surg.,  Gvnec.  &  Obst.  77:70-«2  (July) 
1911. 
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Table  7 
Therapy  Employed  in  51  Cases  of  Acute  Thrombophlebitis 


Recovered 


Improved 


Unimproved 


No. 

Cases 

No.  Cases 

Per  Cent 

No.  Cases 

Per  Cent 

No.  Cases 

Per  Cent 

Ligation  of  vein  plus  other  ther- 

apy  (anticoagulants,  elastic 

bandages,  vasodilators,  etc.)       8 

o 

25.0 

6 

75.0 

0 

0 

Sympathetic  Novocain  blocks 

plus    anticoagulants,    etc.         18 

8 

44.4 

9 

50.0 

1 

5.5 

Sympathectomy                                  2 

1 

50.0 

1 

50.0 

0 

0 

Anticoagulants  &  other  therapy 

(vasodilators,  bandages,  etc.)  10 

4 

40.0 

6 

60.0 

0 

0 

Vasodilators,  elastic  bandages, 

etc.                                                     3 

1 

33.3 

2 

66.6 

0 

0 

Symptomatic   (bed  rest,  elevation, 

elastic   bandages,  etc.)                 9 

2 

22.2 

5 

55.5 

2 

22.2 

Roentgen  therapy                              1 

0 

0 

1 

100.0 

0 

0 

has  discussed  the  advantages  of  interrupting 
the  common  iliac  vein  in  all  cases  of  ad- 
vanced, quiet  venous  thromboses. 

Anticoagulant  therapy  is  instituted  imme- 
diately upon  the  diagnosis  of  phlebothrom- 
bosis  or  thrombophlebitis.  Dicumarol  and 
heparin  are  usually  given  together  for  the 
first  48  to  72  hours,  at  the  end  of  which 
time  heparin  is  discontinued.  The  dosage  of 
heparin  is  usually  300  mg.  given  subcutane- 
ously  or  intramuscularly  once  a  day  as  Depo- 
Heparin  or  in  Pitkin  menstruum.  Supple- 
mentary doses  of  50  to  70  mg.  of  heparin  in 
an  aqueous  solution  may  be  given  intraven- 
ously when  the  clotting  time  is  less  than  15 
to  20  minutes. 

The  dosage  of  dicumarol  has  been  300  to 
400  mg.  initially,  followed  by  200  mg.  on  the 
second  day,  and  then  100  to  200  mg.  daily  as 
needed  to  maintain  the  plasma  prothrombin 
time  between  30  and  40  seconds  when  the 
normal  control  ranges  between  14  and  18 
seconds.  This  prothrombin  time,  which  is 
approximately  10  to  20  per  cent  of  normal, 
prevents  intravascular  clotting,  but  does  not 
predispose  to  hemorrhage. 

Adhesive  pressure  dressings  are  applied  to 
the  lower  extremities,  and  early  ambulation 
is  instituted. 

As  is  shown  in  table  6,  23  of  our  30  pa- 
tients with  phlebothrombosis  were  treated 
by  ligation  combined  with  various  other 
measures.  Seventeen  of  these  recovered  com- 
pletely, whereas  recovery  took  place  in  only 
1  of  the  7  patients  who  were  treated  by  non- 
surgical methods  alone. 

Acute  thrombophlebitis 

Acute  thrombophlebitis,  since  it  carries 
very  little  risk  of  massive  embolism,  does  not 
require  ligation  and  sectioning  of  the  vein. 


Acute  thrombophlebitis  has  a  relatively  sud- 
den onset,  characterized  by  pain,  fever, 
swelling,  tenderness,  and  usually  some  dis- 
coloration. Felder'":i  has  pointed  out  that 
thrombophlebitis  may  cause  the  leg  to  be 
warmer  or  cooler,  duskier  or  paler  than  the 
opposite  limb,  and  that  the  arterial  pulses 
may  be  the  same  or  less  in  the  involved  leg. 
The  so-called  phlegmasia  alba  dolens,  which 
is  one  type  of  acute  thrombophlebitis,  com- 
monly produces  a  cold,  white,  swollen  ex- 
tremity which  may  or  may  not  be  painful  and 
tender. 

Most  authorities  recognize  the  importance 
of  releasing  the  marked  peripheral  vascular 
spasm  associated  with  acute  thrombophlebi- 
tis, and  recommend  the  injection  of  Novocain 
to  produce  a  paravertebral  lumbar  sympa- 
thetic block.  Anticoagulants  are  also  given 
concomitantly  to  prevent  propagation  of  the 
thrombus  and  the  possible  development  of  a 
bland  thrombus  on  the  acutely  inflamed  clot. 
Felder(1G)  uses  anticoagulants  alone,  without 
sympathetic  blocks,  in  the  treatment  of  acute 
thrombophlebitis.  In  our  experience,  how- 
ever, blocking  of  the  lumbar  sympathetic 
ganglia  and  chain  has  been  most  helpful  in 
this  condition  (table  7).  A  simple  technique 
of  injection  is  briefly  as  follows: 

The  spinous  processes  of  the  first,  second, 
third,  and  fourth  lumbar  vertebrae  are  used 
as  landmarks  in  developing  cutaneous  wheals 
at  points  4  cm.  lateral  to  these  bony  emin- 
ences. A  22  gauge  lumbar  puncture  needle, 
13  to  15  cm.  in  length,  is  then  introduced  per- 
pendicularly to  the  skin  until  it  impinges 
against  the  transverse  process.  The  direction 
of  the  needle  is  then  altered  slightly  to  per- 
mit it  to  pass  either   above  or  below  the 

10.  Felder,  D.  A.:  Evaluation  of  the  Various  Clinical  Signs 
of  Thrombophlebitis  and  Experience  in  Therapv  with  Anti- 
coagulants, Sura:.,  Gynec.  &  Obst.  88:337-350   (March)    1910. 
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Table  8 
Therapy   Employed  in  48  Cases  of  Chronic  Thrombophlebitis 

Recovered  Improved 


No. 

Cases 
Ligation  of  deep  veins  and 

supplemental  therapy  15 

Ligation  &  stripping  of  varicose 

veins    and   supplemental 

therapy 
Lumbar  sympathectomy  and 

supplemental  therapy 
Lumbar  sympathetic  Novocain 

block  and  supplemental 

therapy 
Vasodilators  and  supplemental 

therapy   (without  anticoagu- 
lants) 
Vasodilators,  anticoagulants,  & 

supplemental  therapy 
Anticoagulants  &  supplemental 

therapy 
Symptomatic    (elevation,  hot 

compresses,  etc.) 

transverse  process  for  an  additional  4  cm. 
During  the  insertion  of  the  needle  from  the 
transverse  process  toward  the  body  of  the 
vertebra,  it  is  necessary  that  the  point  be 
directed  slightly  mediae!.  The  point  of  the 
needle  will  impinge  upon  the  anterolateral 
surface  of  the  body  of  the  vertebra  in  the  re- 
troperitoneal space,  and  about  5  cc.  of  a  1 
per  cent  solution  of  procaine  hydrochloride 
should  be  injected  at  each  of  the  four  points 
selected. 

One  or  two  injections  at  these  areas  com- 
monly gives  complete  relief  of  the  pain,  per- 
mitting the  extremity  to  become  warm  and 
the  swelling  to  subside.  A  barbiturate  given 
before  the  instillation  of  the  Novocain 
should  preclude  any  appreciable  reaction  to 
the  anesthetic  agent,  in  the  event  that  the 
individual  is  sensitive  to  it.  Elastic  adhesive 
bandages  are  applied  to  the  involved  extrem- 
ity, and  early  ambulation  is  advised.  The 
symptoms  usually  abate  appreciably  within 
five  to  ten  days,  permitting  the  patient  to 
walk  about. 

Recently  tetraethyl  ammonium  chloride 
(Etamon)  and  Priscoline  have  been  used  for 
their  vasodilating  effect  through  the  auto- 
nomic nervous  system.  In  general,  we  have 
not  been  pleased  with  the  results  obtained 
from  the  use  of  these  drugs. 

Table  7  presents  the  results  of  the  various 
types  of  therapy  which  we  have  employed  for 
acute  thrombophlebitis. 

Chronic  thrombophlebitis 

The  differentiation  between  simple  vari- 
cose ulcers  and  the  so-called  post-phlebitic 


Unimproved 


No.  Cases     Per  Cent    No.  Cases     Per  Cent     No.  Cases     Per  Cent 


26.6 


10 


66.6 


6.6 


8 

0 

0 

5 

62.5 

3 

37.5 

7 

0 

0 

7 

100.0 

0 

0 

5 

0 

0 

5 

100.0 

0 

0 

1 

0 

0 

1 

100.0 

0 

0 

1 

0 

0 

1 

100.0 

0 

0 

4 

0 

0 

3 

75.0 

1 

25.0 

7 

0 

0 

5 

71.4 

2 

28.5 

ulcers  was  first  made  by  Homans(17)  about 
1917.  Since  his  report  many  methods  of 
treatment  have  been  advocated,  but  none  are 
uniformly  successful. 

Mahorner(1S)  stated  that  rest  and  elevation 
of  the  edematous  leg,  combined  with  wide 
excision  of  the  indurated  and  ulcerated  areas 
and  free  skin  grafting,  has  given  the  most 
satisfactory  results  in  his  cases.  He  particu- 
larly warned  against  ligation  of  superficial 
veins  when  there  is  a  definite  history  of 
thrombosis  of  the  deep  veins.  Apparently  90 
per  cent  of  the  patients  that  he  treated  by 
excision  of  post-thrombotic  ulcers  and  the 
application  of  split  thickness  skin  grafts  re- 
turned to  work  and  were  free  of  trouble. 

Ochsner  and  DeBakey(19)  recommend  liga- 
tion of  the  deep  veins,  particularly  the  su- 
perficial femoral,  and  sub-fascial  ligation  of 
the  communicating  veins  in  the  leg. 

Linton  and  Hardy(20)  have  recently  advo- 
cated interruption  of  the  femoral  vein  dis- 
tal to  the  profunda  femoris,  together  with 
ligation  and  stripping  of  the  long  saphenous 
vein.  The  criteria  they  used  for  determining 
the  feasibility  of  the  procedure  was 
failure  of  the  pressure  in  the  superficial  fe- 

17.  Homans,  J.:  The  Etiology  and  Treatment  of  Varicose 
Ulcer  of  the  Leg,  Surg-.,  Gynec.  &  Obst.  24:300-311,   1917. 

18.  Mahorner,  H. :  Indurated  Leg  and  Leg  Ulcers',  A  Clinical 
Study  of  Their  Etiology  and  Treatment,  Surg.,  Gvnee.  & 
Obst.    88:115-123    (Jan.)     19+9. 

19.  Ochsner,  A.  and  DeBakey,  M.:  Postphlebitic  Sequelae, 
J. A.M. A.    139:423-129    (Feb.    12)    1949. 

20.  Linton,  R.  R.  and  Hardy,  I.  B.,  Jr.:  (a)  Post-Thrombotic 
Syndrome  of  the  Lo\ver  Extremity:  Treatment  by  Inter- 
ruption of  the  Superficial  Femoral  Vein  and  Ligation  and 
Stripping  of  the  Long  and  Short  Saphenous  Veins.  Surgery 
21:4.52-408  (Sept.)  1948;  (b)  Post-Thrombotic  Sequelae  of 
the  Lower  Extremity:  Treatment  by  Superficial  Femoral 
Vein  Interruption  and  Stripping  of  the  Saphenous  Veins, 
S.  Clin  North  America  27:1171-77    (Oct.)    1947. 
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moral  vein  to  rise  above  30  cm.  in  water  after 
occlusion  of  the  exposed  superficial  femoral 
and  saphenous  veins.  If  the  pressure  goes 
above  30  cm.  of  water  with  the  superficial 
femoral  vein  cannulated,  the  stripping  is  not 
done  until  a  later  date. 

Linton  and  Hardy'-'""  reported  encourag- 
ing results  in  84  extremities  subjected  to  li- 
gation of  the  superficial  femoral  vein  and 
stripping  of -the  varicose  veins.  Pain  was  re- 
lieved in  63  per  cent  and  edema  was  relieved 
in  45  per  cent  of  the  patients  so  treated.  Sta- 
sis cellulitis  was  relieved  in  37  per  cent,  der- 
matitis in  73  per  cent,  and  ulceration  in  80 
per  cent  of  the  patients. 

Homans'21'  classified  cases  of  chronic 
thrombophlebitis  into  five  groups.  For  pa- 
tients with  edema  and  ulceration  (groups  1 
and  2)  he  recommended  rest  and  elevation  of 
the  part,  together  with  excision  of  the  ulcer- 
ated areas  in  certain  cases,  after  the  infec- 
tion in  the  ulcers  is  brought  under  control. 
For  the  patients  with  pain  (group  3),  he 
advised  sympathetic  lumbar  block  with  No- 
vocain, or,  in  late  and  obstinate  cases,  sym- 
pathectomy. For  the  patients  with  marked 
venous  congestion,  but  with  little  or  no  ede- 
ma (group  4),  he  recommended  division  of 
the  superficial  femoral  vein  and  of  the  saph- 
enous vein  (if  it  is  diseased)  at  its  point 
of  entry  into  the  common  femoral.  For  group 
5  (patients  with  recurrent  thrombosis,  with 
or  without  embolism)  he  suggested  ligation 
of  the  common  iliac  vein,  and  occasionally 
ligation  of  the  vena  cava. 

Our  series  includes  48  patients  with  chron- 
ic thrombophlebitis  treated  by  various 
methods  (table  8).  In  the  15  patients  treated 
with  ligation  of  the  deep  veins,  supplemen- 
tal therapy  included  ligation  and  stripping 
of  varicose  veins  when  these  were  present, 
plus  elastic  bandages  and  early  ambulation. 
The  superficial  femoral  vein  was  the  one 
most  commonly  divided,  and  a  femoral  peri- 
arterial sympathectomy  was  performed  in 
10  patients.  The  common  femoral  vein  was 
selected  for  division  in  2  patients,  and  the 
external  iliac  vein  was  divided  in  one.  Only 
1  patient  in  this  group  of  15  did  not  improve; 
in  this  patient  the  common  iliac  vein  was 
found  to  be  filled  with  a  firm,  fibrosed 
thrombus. 

In  8  cases  ligation  and  stripping  of  vari- 
cose veins  was  supplemented  by  the  appli- 

21.  Homans,  J.:  The  Late  Results  of  Femoral  Thrombophle- 
bitis anil  Their  Treatment.  New  England  J.  Med.  235:249- 
253   (Aus:.  -2-2)   1910 


cation  of  pressure  dressings  and  continuous 
care  on  the  part  of  the  patient  to  avoid  in- 
jury to  the  involved  extremity,  plus  the  use 
of  systemic  vasodilators  and  in  2  cases  the 
use  of  vitamin  E.  Three  of  these  patients 
received  no  benefit  from  the  therapy. 

All  of  the  7  patients  who  had  a  lumbar 
sympathectomy  performed  on  the  involved 
side  were  able  to  return  to  work  wearing  an 
elastic  adhesive  support.  The  5  patients 
treated  with  sympathetic  lumbar  Novocain 
blocks  and  supplementary  therapy  in  the 
form  of  elastic  bandages,  vitamin  E,  and  vas- 
odilators showed  satisfactory  improvement, 
although  none  made  a  complete  recovery. 

Anticoagulant  therapy  with  elastic  band- 
ages and  peripheral  vasodilators  was  used 
in  4  patients,  3  of  whom  showed  definite  im- 
provement. Among  7  patients  treated  symp- 
tomatically  with  elevation  of  the  extremity 
and  application  of  hot  compresses  over  a  pro- 
longed period,  followed  by  elastic  bandages 
and  intermittent  periods  of  rest,  5  improved 
and  were  able  to  resume  work. 
Advantages  of  surgical  treatment 

In  the  past,  venous  clotting  has  been 
treated  by  prolonged  bed  resl  in  an  efforl  to 
prevent  pulmonary  embolism  and  to  decrease 
edema  of  the  involved  extremity.  Ligation  of 
the  involved  vessel  materially  shortens  the 
period  of  disability  and  particularly  the  pe- 
riod of  bed  rest  in  all  forms  of  thrombotic 
disease  of  the  lower  extremities.  In  our  se- 
ries (table  9)  the  period  of  bed  rest  required 
for  acute  and  chronic  thrombophlebitis  was 
approximately  three  times  as  long  when  li- 
gation was  not  carried  out,  and  that  required 
for  phlebothrombosis  was  approximately 
eight  times  as  long  in  patients  treated  with- 
out ligation.  In  addition,  the  danger  of  fatal 
pulmonary  embolism  is  greatly  reduced  by 
ligation. 

Summary  and  Conclusions 
Deep  venous  obstruction  of  the  lower  ex- 
tremities is  a  serious,  commonly  fatal  or 
chronically  incapacitating  illness  demanding 
active  prophylactic  and  therapeutic  meas- 
ures. 

A  series  of  129  cases  which  have  been 
carefully  studied  following  deep  venous 
thrombosis  has  been  analyzed  with  reference 
to  the  predisposing  causes  and  the  final  re- 
sults of  treatment.  No  cases  are  included  in 
which  the  venous  disease  terminated  fatally. 
Methods  of  treatment  advocated  by  other 
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Table  9 
Days  of  Bed  Rest  Necessary    Following  Surgical  and  Nonsurgical  Treatment 

of  Venous  Thrombosis 


Phlebothrombosis 


Acute 
Thrombophlebitis 


Chronic 
Thrombophlebitis 


Ligated 
Not 
Ligated 


No. 

Cases 

23 


Total 
Days  in 

Bed 

23 

56 


Av. 

Days  in 

Bed 

1 


No. 

Cases 


43 


investigators  are  briefly  discussed. 

The  treatment  recommended  for  phlebo- 
thrombosis is  ligation  and  division  of  the  in- 
volved veins,  together  with  anticoagulant 
therapy.  In  acute  thrombophlebitis,  repeated 
paravertebral  lumbar  sympathetic  blocks 
should  be  done  to  release  the  marked  periph- 
eral vasospasm  and  relieve  swelling  and 
pain.  Anticoagulant  therapy  should  be  used 
in  this  group  also,  to  prevent  propagation 
of  the  thrombus,  and  the  possible  develop- 
ment of  bland  thrombophlebitis  on  the  prox- 
imal portion  of  the  intravascular  clot. 

The  therapy  of  chronic  thrombophlebitis  is 
usually  long,  requiring  persistent  care  on  the 
part  of  the  patient  to  avoid  injury  to  the 
involved  extremity,  and  prolonged  periods  of 
rest  and  elevation  of  the  extremity.  This 
condition  can  usually  be  avoided  by  proper 
treatment  of  acute  phlebothrombosis  and 
thrombophlebitis  in  their  early  stages.  In 
carefully  selected  cases,  sympathectomy  alone 
or  combined  with  ligation  and  division  of 
the  deep  venous  channels,  frequently  supple- 
mented by  ligation  and  stripping  of  superfi- 
cial varicose  veins  and  the  use  of  elastic 
bandages,  anticoagulants,  and  vasodilators, 
may  be  effective. 

Discussion 

Dr.  J.  Ross  Veal  (Washington,  D.  C.) :  I  have  en- 
joyed the  three  papers  that  have  been  presented 
here  today,  and  I  find  little  to  argue  about  in  them. 

In  all  patients  with  suppurative  thrombophlebitis, 
interruption  of  the  vein  is  certainly  indicated,  be- 
cause anticoagulants  will  not  affect  these  cases. 
There  are  other  types  of  venous  thrombosis  in  which 
surgery  is  indicated.  The  first  is  tibial  vein  throm- 
bosis in  older  patients,  regardless  of  the  etiology. 
Early  in  these  cases  the  disease  is  confined  to  the 
tibial  veins.  If  we  can  ligate  these  femoral  veins 
below  the  profunda  femoris,  the  patient  can  get  out 
of  bed  immediately.  Elastic  stockings  should  be  worn 
if  edema  is  present.  Another  group  of  patients  in 
whom  interruption  of  the  veins  should  be  per- 
formed promptly  are  those  with  thrombophlebitis 
in  varicose  veins.  Many  old  people  with  large  vari- 
cose veins  develop  thrombosis  in  their  varicosities. 


Total 

Days  in 

Bed 

21 

337 


Av. 

Days  in       No. 

Bed  Cases 

2.6  26 


7.8 


22 


Total 

Days  in 

Bed 

82 

196 


Av. 

Days  in 
Bed 

3.1 

8.9 


Pulmonary  embolism  occurs  in  about  6  per  cent  of 
these  cases.  The  danger  of  embolism  can  be  elimi- 
nated by  ligation,  and  the  patient  can  be  made 
ambulatory  immediately. 

Pulmonary  embolism  is  rare  in  acute  femoro- 
iliac  thrombophlebitis.  The  symptoms  of  this  dis- 
ease are  rapidly  relieved  by  blocking  the  sympa- 
thetic pathways  to  the  involved  limb.  We  have  em- 
ployed sympathetic  nerve  block  in  a  large  number 
of  such  cases.  Fever,  pain  and  swelling  subside 
rapidly.  If  fever  persists  for  more  than  forty-eight 
hours,  look  for  some  other  trouble.  You  will  usually 
find  some  pelvic  infection  or  venous  thrombosis  on 
the  opposite  side. 

I  would  like  to  say  one  final  thing  about  the 
stripping  and  multiple  ligations  of  veins.  One  fun- 
damental fact  about  veins  must  be  kept  in  mind.  The 
more  veins  you  destroy,  the  wilder  the  pattern  will 
be  when  they  recur — and  they  are  going  to  recur. 
I  have  been  asked  what  are  the  possibilities  of  cure 
in  the  treatment  of  varicose  veins.  I  think  it  is  about 
the  same  as  in  carcinoma  of  the  stomach.  The  re- 
currence rate  of  varicose  veins  is  quite  high.  I  would 
like  to  put  in  a  plea  for  less  radical  surgery  in 
varicose  veins. 

Dr.  Ernest  T.  Trice  (Richmond) :  I  do  not  believe 
that  we  need  to  have  any  more  concern  about  the 
danger  of  thrombophlebitis.  Thrombophlebitis,  being 
a  definite  inflammation,  should  be  treated  as  an  in- 
flammation. Phlebothrombosis,  which  is  much  more 
dangerous,  produces  few,  if  any  symptoms.  Homans' 
sign  is  present  in  about  half  the  genuine  cases  of 
phlebothrombosis.  There  may  be  no  fever,  prac- 
tically no  increase  in  the  sedimentation  rate,  and  no 
swelling.  Phlebothrombosis  develops  while  we  are 
feeling  that  everything  is  all  right;  and  when  our 
patient  goes  home  and  is  tying  his  shoe  or  walking 
out  of  the  door,  he  dies  of  massive  infarction. 

What  causes  intravascular  clotting?  I  believe 
there  are  only  two  reasons  for  blood  to  clot  in  the 
deep  veins  of  the  leg.  The  first  reason  is  that  all 
motion  is  stopped,  and  the  patient  is  dead.  The 
second  reason  is  the  presence  of  a  foreign  protein. 
The  foreign  protein  in  the  case  of  clotting  in  the 
deep  veins  of  the  leg  is  thrombin.  There  is  no  throm- 
bin circulating  in  the  blood  of  those  of  us  in  this 
room,  because  we  have  not  been  subjected  to  a 
thromboplastic  agent.  Following  a  surgical  opera- 
tion, however,  the  enzyme  referred  to  by  Dr.  Kerr  is 
liberated  at  the  site  of  trauma;  and  that  thrombo- 
plastic agent,  that  enzyme,  with  the  action  of  cal- 
cium and  prothrombin,  creates  in  the  blood  of  the 
patient  a  foreign  protein — thrombin. 

If  we  understand  physiology  in  this  way  and  if 
we  understand  that  we  are  guilty  of  committing 
trauma  this  morning  on  the  hysterectomy  patient, 
we  must  immediately  make  a  plan  to  defeat  the 
tragic  disease,  phlebothrombosis,  that  creeps  up  on 
us  five  days  later,  and  kills  our  patient. 
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PRINCIPLES  OF  THE  SURGICAL 
TREATMENT  OF  SARCOMA 

r.  w.  postlethwait,  m.d. 

Charleston,  South  Carolina 

and 

H.  H.  Bradshaw,  M.D. 

Winston-Salem 

During  the  past  several  years,  the  publi- 
cations of  Pack  and  his  co-workers  and  those 
of  Stout  have  done  much  to  evolve  a  more 
intelligent  approach  to  the  proper  surgical 
treatment  of  sarcoma.  In  spite  of  repeated 
warnings,  however,  many  patients  are  still 
subjected  to  inadequate  local  excision  or  lim- 
ited amputation  for  soft  tissue  sarcoma,  and 
thus  the  opportunity  for  cure  is  markedly 
decreased  or  lost  entirely.  Since  the  average 
general  surgeon  or  practitioner  only  occa- 
sionally encounters  one  of  these  tumors,  he 
does  not  have  an  opportunity  to  develop  an 
understanding  of  the  natural  history  of  the 
soft  tissue  sarcomas.  It  appears  to  be  of  some 
importance,  therefore,  to  reiterate  the  prin- 
ciples of  the  care  of  patients  who  have  sar- 
coma. 

Fibrosarcoma   and    Related    Tumors 

Fibrosarcoma  occurs  at  any  age,  but  most 
frequently  between  20  and  50  years.  The 
subcutaneous  and  intermuscular  tissues — us- 
ually those  about  the  thigh  and  shoulder,  and 
somewhat  less  frequently  those  about  the 
knee  and  elbow — are  the  most  common  sites. 
Fibrosarcomas  are  often  densely  adherent  to 
the  tendinous  aponeuroses  and  fascial  lay- 
ers. Usually  not  large,  they  are  rounded  or 
lobulated ;  they  may  appear  fairly  well  en- 
capsulated or  grossly  infiltrate  the  sur- 
rounding tissue,  and  may  mold  around  nor- 
mal structures.  Their  consistency  may  be 
hard  or  relatively  soft,  depending  on  the  cel- 
lularity  of  the  tumor.  Metastases  are  usually 
late  and  most  often  occur  by  way  of  the 
blood  stream,  although  occasionally  the  re- 
gional lymph  nodes  may  be  involved.  Fibro- 
sarcomas are  generally  resistant  to  irradia- 
tion. After  excision,  local  recurrence  is  fre- 
quent. 

The  histologic  terminology  and  classifica- 
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tion  are  the  subject  of  some  controversy11'. 
Apparently  the  principal  point  of  agreement 
is  that  increased  cellularity  and  decreased 
fibrillar  intercellular  substance  indicate  a 
greater  degree  of  malignancy. 

Treatment  by  local  excision 

Case  1.  A  55  year  old  white  man  was  admitted 
to  the  North  Carolina  Baptist  Hospital  on  March 
16,  1945,  because  of  a  mass  in  the  thigh  which  had 
been  present  for  five  months.  Examination  showed 
a  slightly  tender,  deeply  situated,  and  poorly  out- 
lined mass,  about  8  cm.  in  diameter,  on  the  pos- 
terior surface  of  the  lower  third  of  the  right  thigh. 
Accessory  studies,  including  roentgenograms  of  the 
chest  and  leg,  were  normal.  At  operation,  although 
the  mass  was  irregular  in  outline  it  was  apparently 
well  encapsulated,  so  that  it  was  removed  en  masse 
by  sharp  dissection  without  difficulty.  Microscopic 
studies  showed  an  extremely  cellular  fibromyxosar- 
coma.  After  his  discharge  from  the  hospital,  the 
patient  was  given  roentgen  therapy  (3600  r.).  He 
had  had  no  recurrence  in  January,  1949. 

At  times  local  excision  may  be  satisfac- 
tory, but  in  such  cases  a  wide  margin  of  un- 
involved  normal  tissue  must  be  removed  with 
the  tumor — a  margin  measured  not  in  cen- 
timeters but  by  surgical  judgment.  An  en- 
tire muscle  or  muscle  group  may  have  to  be 
sacrificed  with  the  neighboring  nerves  and 
vessels.  The  tumor  usually  appears  to  be 
well  encapsulated  on  gross  inspection,  but 
the  temptation  to  shell  it  out  by  blunt  dis- 
section must  be  avoided.  A  microscopic  ex- 
tension through  the  capsule,  sarcomatous  tis- 
sue present  in  adjacent  lymphatic  channels, 
or  implantation  of  malignant  cells  by  cutting 
through  tumor  tissue  may  form  a  nidus  for 
a  recurrence. 

Treatment  by  amputation  of  a  limb 

Case  2.  A  68  year  old  white  man  was  admitted 
on  April  18,  1945,  because  of  a  tumor  on  the  right 
arm  of  three  years'  duration.  The  mass  had  been 
excised  locally  on  two  occasions.  Examination 
showed  a  firm  mass  measuring  5  by  7  cm.  in  the 
anterolateral  aspect  of  the  deltoid  region.  No  axil- 
lary nodes  were  palpable.  Accessory  studies,  includ- 
ing roentgenograms  of  the  chest  and  shoulder,  were 
normal.  The  right  arm  was  removed  by  disarticula- 
tion at  the  shoulder  joint.  Gross  and  microscopic 
studies  showed  an  unencapsulated  fibrosarcoma.  The 
patient  had  no  recurrence,  but  died  at  home  on 
March   29,   1948,  of  a   heart  attack. 

1.  (a)  Stout.  A.  P.:  Sarcomas  of  the  Soft  Parts,  J.  Missouri 
M.  A.  14:329-334  (May)  1947.  (b)  Stout.  A.  P.:  Fibro- 
sarcoma: The  Malignant  Tumor  of  Fibroblasts.  Cancer 
1:30-63  (May)  1918.  (c)  Broders.  A.  C,  Hargrave.  K.  L. 
and  Meyerding,  H.  W. :  Pathological  Features  of  Soft 
Tissue  Fibrosarcoma,  Surg.,  Gynec,  &  Obst.  69:267-280 
(Sept.)  1939.  (d)  Burke,  E.  M. :  Sarcoma  of  the  Soft  Tis- 
sues, Am.  J.  Cancer  35:234-242  (Feb.)  1939.  (e)  Warren. 
S.  and  Sommer,  G.  X.  J.,  Jr.:  Fibrosarcoma  of  the  Soft 
Parts,  with  Special  Reference  to  Recurrence  and  Metas- 
tasis, Arch.  Surg.  33:125-450  (Sept.)  1936.  (f)  Wilson. 
D.  A.:  Tumors  of  the  Subcutaneous  Tissue  and  Fascia, 
with  Special  Reference  to  Fibrosarcoma.  Surg..  Gynec.  & 
Obst.  80:500-508    (May)    1945. 
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Case  3.  A  19  year  old  white  girl  was  admitted 
on  September  6,  1946,  because  of  aching  pain  just 
above  the  right  knee  for  four  months,  and  a  mass 
which  had  been  present  for  two  weeks.  Examination 
showed  a  mass  measuring  8  by  10  cm.  which  was 
apparently  fixed  to  the  bone  medially  just  above 
the  right  knee.  The  radiologist  reported  "periosteal 
and  bony  changes  over  the  lower  end  of  the  femur 
thought  to  represent  osteogenic  malignancy."  Mid- 
thigh  amputation  was  performed  after  biopsy.  The 
final  pathologic  diagnosis  was  fibrosarcoma.  She 
had  had  no  recurrence  when  last  seen  in  October, 
1948. 

The  last  2  patients  represent  that  group 
of  cases  in  which  complete  removal  of  the 
tumor  and  a  safe  margin  of  normal  tissue 
would  necessitate  such  extensive  local  exci- 
sion as  to  render  the  extremity  useless.  In- 
volvement of  bone  makes  amputation  man- 
datory. When  a  fibrosarcoma  has  invaded  a 
large  muscle  group,  bone,  and  major  vessels 
or  nerves,  amputation  well  above  the  site  of 
tumor  offers  the  best  chance  for  cure  and  for 
rehabilitation.  Disarticulation  at  the 
shoulder  joint  is  infrequently  indicated,  for 
if  amputation  at  this  level  is  necessary,  it  is 
probable  that  interscapulothoracic  amputa- 
tion would  offer  a  better  chance  of  cure'-'. 
Disarticulation  at  the  hip  joint,  with  or 
without  radical  groin  dissection,  is  necessary 
when  high  thigh  amputation  does  not  give 
an  adequate  margin  of  safety'3'. 

Treatment  by  interscapulothoracic  and 

sacroiliac  amputation 

Case  4.  A  white  man,  aged  50,  was  admitted  on 
August  7,  1948,  because  of  sharp,  shooting  pain  in 
the  left  hand  and  a  mass  in  posterior  aspect  of  the 
left  arm.  These  symptoms  had  been  present  for  five 
weeks.  The  mass  had  grown  rapidly,  and  wrist  drop 
had  developed.  Examination  showed  a  firm,  smooth, 
non-tender  mass,  5  by  8  cm.,  in  the  left  triceps 
brachii;  the  extent  of  invasion  through  the  long 
head  could  not  be  determined.  Palsy  of  the  radial 
nerve  was  present.  Laboratory  and  roentgen  studies 
were  within  normal  limits.  Punch  biopsy  showed  a 
sarcoma,  type  undetermined.  Interscapulothoracic 
amputation  was  performed  (fig.  1),  and  the  patient 
made  an  uneventful  recovery.  The  tumor  was  fairly 
well  encapsulated,  but  extended  up  the  long  head 
of  the  triceps.  Microscopic  studies  showed  rhabdo- 
myosarcoma. When  last  seen  on  November  4,  1948, 
the  patient  had  no  signs  of  recurrence. 

Case  5.  A  50  year  old  white  woman  was  ad- 
mitted to  the  Duke  Hospital  in  October,  1947,  be- 
cause of  a  mass  which  had  been  present  in  the  left 
femoral  triangle  for  one  year.  Nine  weeks  before 
admission  the  mass  had  rapidly  increased  from  the 

rack.  G.  T..  McNeer,  G.  and  Coley.  B.  L.:  Interscapulo- 
thoracic Amputation  for  Malignant  Tumors  of  the  Upper 
Extremity.  Surg.,  Gynec,  &  Obst.  74:161-175  (Feb.)  1942. 
(a)  Pack.  G.  T.  and  Rekers',  P.  E. :  The  Management  of 
Malignant.  Tumors  in  the  Groin.  Am.  J.  Surg.  56:545-565 
(June)  1912.  (b)  Pack.  G.  T.  and  Ehrlieh.  H.  E.:  Exartic- 
ulation  of  the  Lower  Extremities  for  Malignant  Tumors. 
Ann.   Surg.    124:1-17    (July)    1946. 


Fig.  1  (Case  4).  Front  and  side  views  of  pa- 
tient eight  days  after  interscapulothoracic  am- 
putation, showing  the  excellent  healing  which 
has   occurred    in   this    period. 


size  of  a  walnut  to  that  of  a  grapefruit.  It  was  ex- 
cised by  her  physician,  but  rapidly  recurred  and 
regained  its  former  size.  Examination  showed  a  firm 
mass,  approximately  20  cm.  in  diameter,  in  the  left 
femoral  triangle,  extending-  beneath  but  not  above 
the  left  inguinal  ligament.  Except  for  a  hemoglobin 
of  11  Gm.,  laboratory  findings  were  not  remarkable. 
Sections  from  the  first  excision  showed  fibrosarcoma. 
Amputation  was  performed  by  sacroiliac  disarticu- 
lation (hemipelvectomy).  The  diagnosis  of  fibrosar- 
coma was  confirmed.  When  the  patient  was  last 
seen  in  August,  1948,  she  had  had  no  recurrence.  A 
letter  in  December,  1948,  stated  that  she  had  re- 
mained well. 

The  interscapulothoracic  and  sacroiliac 
amputations  are  radical  procedures,  but  of- 
fer hope  of  cure  to  a  number  of  patients  who 
otherwise  could  not  be  helped.  Invasion  of 
the  shoulder  joint  capsule,  sarcoma  involv- 
ing the  shoulder  girdle  muscles,  and  tumors 
adherent  to  the  brachial  plexus  and  subcla- 
vian or  axillary  vessels  require  interscapulo- 
thoracic amputation.  This  amputation  offers 
several  advantages  over  shoulder  joint  disar- 
ticulation. The  lymphatics  and  veins  are  re- 
moved at  a  much  higher  level,  and  the  shoul- 
der muscles,  with  their  natural  fascial  planes, 
are  entirely  removed.  Not  only  is  an  axillary 
dissection  done,  but  the  axillary  boundaries 
are  actually  removed.  The  wounds  heal  more 
satisfactorily,  as  there  is  little  or  no  dead 
space  to  be  filled  in.  The  resulting  deformity 
is  greater,  but  not  great  enough  to  be  a  de- 
ciding factor. 


182 


NORTH   CAROLINA   MEDICAL  JOURNAL 


April,  1!150 


Sacroiliac  disarticulation  may  be  required 
for  primary  bulky  malignant  tumors  of  the 
soft  tissues  of  the  upper  thigh,  groin,  but- 
tock, pelvic  parietes  and  iliac  region,  and  as 
a  palliative  measure  in  large  fungating,  ul- 
cerated tumors  to  relieve  pain  and  eliminate 
sepsis. 

In  spite  of  the  magnitude  of  these  proce- 
dures, it  has  been  shown  in  several  series  of 
cases  that  they  can  be  carried  out  with  a 
reasonable  operative  mortality.  Pack,  Ehr- 
lich,  and  Gentil(4)  reported  25  interscapulo- 
thoracic  amputations  with  no  operative 
deaths.  The  five  year  survival  rate,  based 
on  11  cases,  was  45.5  per  cent.  Eight  patients 
had  had  hemipelvectomy  without  an  opera- 
tive death.  Sugarbaker  and  Ackerman'5'  col- 
lected 99  cases  of  hemipelvectomy.  The  post- 
operative mortality  rate  was  56  per  cent 
prior  to  1935,  but  only  14  per  cent  since 
that  year.  Follow-up  data  for  one  to  five  or 
more  years  in  45  patients  showed  21  pa- 
tients clinically  well  and  24  dead  of  their 
disease. 
Treatment  of  retroperitoneal  tumors 

Case  6.  A  white  woman,  aged  61,  was  admitted 
to  the  North  Carolina  Baptist  Hospital  on  Septem- 
ber 20,  1945,  because  of  a  mass  in  the  right  upper- 
quadrant  of  six  months'  duration.  This  had  been 
preceded  for  a  year  by  episodes  of  dull,  aching, 
right  upper  quadrant  pain.  Examination  showed  a 
large,  slightly  tender,  firm,  irregular  mass  distinct 
from  the  liver  in  the  right  upper  quadrant  of  the 
abdomen.  Radiographic  studies  showed  displacement 
of  the  descending  loop  of  the  duodenum,  of  the 
hepatic  flexure  of  the  colon,  and  of  the  upper  third 
of  the  right  ureter.  Laboratory  examinations  were 
negative  except  for  secondary  anemia. 

At  operation  the  mass  was  found  to  be  located 
retroperitoneally;  it  was  well  encapsulated,  freely 
movable,  and  about  10  cm.  in  diameter.  The  mass 
was  removed  by  sharp  dissection  without  difficulty, 
although  it  was  feared  that  a  small  portion  of  the 
tumor  might  have  been  left  on  the  wall  of  the  vena 
cava.  The  postoperative  course  was  uneventful. 
Pathologic  studies  showed  a  fibrosarcoma,  possibly 
of  nerve  sheath  origin.  Nothing  to  suggest  recur- 
rence was  found  when  the  patient  was  last  seen 
in  January,  1949. 

Retroperitoneal  tumors  are  not  uncom- 
mon; they  are  frequently  malignant,  and 
their  treatment  is  not  very  satisfactory.  Don- 
nelly181 has  recently  reported  a  series  of  95 
primary  retroperitoneal  tumors,  of  which 
82  were  malignant;  18  of  these  were  fibro- 

i.  Pack,  G.  T.,  Ehrlich,  H.  E.  and  dentil,  F. :  Radical  Ampu- 
tations of  the  Extremities  in  the  Treatment  of  Cancer. 
Surg.,    Gynec.    &   Obst.   81:1105-1116    (June)    1017. 

5.  Sugarbaker,  E.  D.  and  Ackerman,  L.  V.:  Disarticulation 
of  the  Innominate  Bone  for  Malignant  Tumors  of  the 
Pelvic  Parietes  and  Upper  Thigh.  Surg.,  Gynec,  &  Obst. 
81:36-52    (July)    194-5. 

6.  Donnelly.  B.  A.:  Primary  Retroperitoneal  Tumors,  Surg., 
Gynec.,   &   Obst.    83:705-717    (Dec.)    1910. 


sarcomas.  Frank'71  collected  107  cases  of  re- 
troperitoneal tumors  including  38  sarcomas, 
which  he  did  not  classify  further.  Of  the  288 
cases  of  fibrosarcoma  in  Stout's  series,lh\ 
two  were  retroperitoneal.  The  treatment  of 
choice  is  operative  intervention,  with  as  wide 
excision  of  the  tumor  as  possible.  Postopera- 
tive radiotherapy  in  both  the  resectable  and 
non-resectable  cases  may  be  of  value. 

HemangioendotheUal  Sarcoma 
In  comparison  to  the  frequency  of  benign 
vascular  tumors,  the  malignant  variety  are 
rare.  The  latter  are  widely  distributed  in  the 
various  organs  and  tissues,  and  range  in  size 
from  a  small  pedunculated  nodule  to  a  large 
invasive  mass.  Generally,  these  tumors  are 
soft,  dark  red,  and  slightly  elevated.  Heman- 
gioendothelial  sarcomas  have  a  tendency  to 
bleed  into  themselves  or  onto  the  surface. 
Metastases  are  common,  generally  occurring 
by  the  blood  stream,  although  occasionally 
to  the  lymph  nodes.  Response  to  roentgen 
therapy  is  poor,  and  recurrence  after  re- 
moval is  frequent.  Wide  excision  offers  the 
best  chance  of  cure.  According  to  Stout**', 
three  groups  of  malignant  vascular  tumors 
are  found,  the  most  common  being  heman- 
gioendothelioma. The  others  are  the  heman- 
giopericytoma and  Kaposi's  hemorrhagic 
sarcoma. 

Case  7.  A  30  year  old  white  man  was  admitted 
on  July  4,  1948,  because  of  a  tumor  which  had  been 
present  in  the  right  side  of  the  chest  for  four 
years.  The  mass  had  been  discovered  on  routine 
roentgen  examination  while  he  was  in  the  army. 
Roentgenograms  had  been  repeated  every  six  to 
twelve  months,  and  gradual  enlargement  of  the  tu- 
mor   was    evident. 

The  physical  examination  was  not  remarkable,  and 
the  laboratory  findings  were  normal.  Roentgeno- 
grams of  the  chest  (fig.  2)  showed  a  localized, 
rounded,  soft  tissue  mass  about  7  cm.  in  diameter 
in  the  region  of  the  second  to  fourth  ribs  in  the 
axillary  line  on  the  right  side.  At  operation,  the 
tumor  was  found  to  be  extrapleural,  protruding 
between  the  third  and  fourth  ribs.  Block  dissection 
was  carried  out,  with  the  removal  of  at  least  4  cm. 
of  normal  tissue  completely  around  the  tumor.  The 
pathologic  diagnosis  was  hemangioendothelioma. 
The  patient's  postoperative  course  was  uneventful, 
and  when  he  was  last  seen  on  April  13,  1949,  there 
was  no  evidence  of  recurrence. 

Liposarcoma 
Stout'9'  has  recently  clarified  several  as- 
pects of  liposarcoma  in  his  very  comprehen- 

7     Frank.    R    T.:    Primary    Retroperitoneal    Tumors,    Surgery 

4:502-586    (Oct.)    1938. 
8.    Stout,  A.  P.:  Hemangio-endothelioma :   A   Tumor  of   Blood 

Vessels   Featuring  Vascular  Endothelial    Cells.    Ann.    Surg. 

118:445-404    (Sept.)    1943. 
9     Stout      \      P.:     Liposarcoma — The     Malignant    Tumor    of 

Lipobiasts,    Ann.    Surg.    119:86-107    (Jan.)    1944. 
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Fig.  2  (Case  7).  Roentgenogram  of  the  chest 
showing  a  mass  on  the  right  side  which  was 
found  to  be  a  hemangioendothelioma. 

sive  paper  on  this  subject.  As  is  the  case  with 
vascular  tumors,  the  benign  lipoma  is  com- 
mon, whereas  the  liposarcoma  is  rare.  The 
latter  usually  occurs  in  the  older  age  groups. 
Liposarcomas  arise  most  frequently  in  the 
retroperitoneal  area,  thigh,  popliteal  space, 
and  gluteal  region.  These  tumors  may  at- 
tain a  huge  size.  The  rate  of  growth  is  ex- 
tremely variable.  Multicentric  origin  is  not 
infrequent. 

The  symptoms  produced  by  the  retroperi- 
toneal group  of  liposarcomas  are  frequently 
meager  and  may  be  due  only  to  pressure  from 
the  mass.  After  the  tumor  has  attained  con- 
siderable size,  fatigue,  weight  loss,  anorexia, 
and  wasting  may  be  evident.  The  gross  char- 
acteristics are  also  variable;  they  are  gen- 
erally large,  bulky,  nodular  masses  which 
are  apparently  encapsulated  and  are  always 
firmer  than  adipose  tissue. 

Stout  divides  the  liposarcomas  into  four 
groups  histologically :  (1)  well  differentiated 
myxoid,  (2)  poorly  differentiated  myxoid, 
(3)  round  cell  or  adenoid,  and  (4)  mixed. 
Every  effort  must  be  made  to  excise  these 
tumors,  as  the   effectiveness  of  irradiation 


is  doubtful,  although  it  may  be  used  in  the 
non-resectable  cases. 

Case  8.  This  30  year  old  white  man  was  admitted 
to  the  Duke  Hospital  in  March,  1947,  because  of  a 
mass  of  two  years'  duration  just  above  the  right 
knee.  Two  months  earlier  the  mass  had  been  par- 
tially removed  by  his  local  physician,  and  about 
this  time  a  second  mass  appeared  in  the  left  lumbar 
region. 

Examination  showed  a  firm,  smooth  mass  about 
8  cm.  in  diameter  in  the  left  lumbar  region  above 
the  sacroiliac  joint.  Medially,  just  above  the  right 
knee,  was  a  firm,  non-tender  mass  about  6  cm.  in 
diameter.  The  laboratory  and  roentgen  studies  were 
all   within  normal  limits. 

The  tumor  in  the  left  lumbar  region  was  removed, 
and  after  two  unsuccessful  attempts  were  made  to 
remove  the  second  mass,  a  mid-thigh  amputation 
was  done.  The  microscopic  study  of  the  two  tumors 
showed  liposarcoma.  In  April,  1948,  a  recurrence 
was  excised  from  the  lumbar  region.  He  was  well 
when  last  seen  in  October,  1948.  A  letter  in  Decem- 
ber, 1948,  stated  that  there  had  been  no  change. 

Melanosarcoma 
The  melanosarcomas  or  malignant  mela- 
nomas constitute  a  group  of  tumors  in  which 
treatment  is  usually  improper  or  inadequate, 
and  the  incidence  of  cure  is  consequently  ex- 
tremely low.  The  use  of  an  escharotic  agent, 
the  roentgen  ray,  electrodessication,  or  in- 
adequate excision  is  invariably  followed  by 
local  recurrence,  lymphatic  invasion,  or  me- 
tastasis by  way  of  the  blood  stream.  Some- 
times it  is  thought  that  a  lesion  which  re- 
curs after  such  inadequate  therapy  was  orig- 
inally benign  and  has  recurred  as  a  malig- 
nant growth.  Actually,  the  original  lesion 
was  in  all  probability  malignant  at  the  time 
of  the  first  treatment.  In  some  cases  a  con- 
siderable interval  may  elapse  between  the 
first  treatment  and  the  recurrence,  but  in 
other  cases  the  outcome  is  rapidly  fatal.  Pack, 
Perzik  and  Scharnagel,10)  have  recently  re- 
ported their  experiences  with  862  cases  of 
malignant  melanoma.  This  report  included 
all  patients  seen,  regardless  of  the  stage  of 
the  disease.  Of  these  862  patients,  595  were 
available  for  a  study  of  the  five-year  end  re- 
sults. Only  9.7  per  cent  survived  five  years 
or  more.  This  figure  emphasizes  the  difficul- 
ties in  the  treatment  of  this  lesion. 

Cases  inadequately  treated  when  first  seen 

Case  9.  A  31  year  old  white  woman  was  seen  at 
the  North  Carolina  Baptist  Hospital  on  May  10, 
1945.  Five  years  earlier  four  small  warts  had  been 
removed  from  her  right  arm  with  acid.  No  further 
symptoms  were  noted  until  three  months  before 
admission,  when  a  mass  appeared  in  the  right  axilla 

10.  Pack.  G.  T.,  Perzik,  S.  L.  and  Scharnagel,  I.  M.:  The 
Treatment  of  Malignant  Melanoma — Report  of  802  Cases, 
California   Med.    60:283-287    (May)    1947. 
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and  a  small  nodule  on  the  light  shoulder.  Her  local 
physician  removed  these  growths.  Nodules  then  ap- 
peared over  the  trunk,  left  arm,  and  left  leg. 

Examination  showed  approximately  twenty  bluish, 
subcutaneous  nodules  located  over  the  chest,  abdo- 
men, back,  left  thigh,  and  arm.  Two  of  the  masses 
were  removed  for  biopsy,  which  showed  malignant 
melanoma.  A  review  of  the  sections  from  the  two 
masses  removed  three  months  earlier  showed  the 
same  lesion.  The  patient  was  sent  to  her  family 
physician   for  terminal  care. 

This  case  is  one  in  which  there  was  a  long 
latent  period  from  the  time  of  improper  treat- 
ment of  the  primary  lesion  to  the  time  of 
recurrence.  The  fact  that  metastasis  occurred 
by  way  of  the  blood  stream  in  addition  to  the 
lymphatic  invasion  was  evidenced  by  the  mul- 
tiple subcutaneous  nodules.  When  the  tumor 
did  recur,  involvement  was  so  extensive  that 
no  hope  of  cure  could  be  held. 

Case  10.  A  white  woman,  aged  54,  was  first  ad- 
mitted on  April  23,  1947,  because  of  a  mass  which 
had  been  present  in  the  neck  for  about  three  months. 
Ten  months  earlier,  a  mole  on  the  left  side  of  her 
neck  had  become  dark  and  gradually  enlarged.  An 
ointment  was  applied,  and  in  about  one  week  the 
lesion  disappeared.  Shortly  thereafter,  however,  a 
small  nodule  appeared  just  below  the  scar  and  grad- 
ually increased  in  size. 

Examination  showed  a  smooth,  non-tender  mass, 
3  cm.  in  diameter,  just  above  the  left  clavicle  at  the 
lateral  border  of  the  sternomastoid  muscle  and  a 
smaller  nodule  at  the  angle  of  the  jaw.  No  other 
lesions  could  be  found.  Laboratory  examinations  and 
roentgen  studies  were  normal.  A  radical  dissection 
of  the  neck  was  carried  out.  The  pathologic  study 
showed  malignant  melanoma  metastatic  to  lymph 
nodes. 

The  patient  was  readmitted  in  December,  1947, 
because  of  a  nodule  at  the  mid-point  of  the  left  cla- 
civle  superiorly.  Just  before  discharge  a  mass  was 
noted  in  the  right  flank.  In  June,  1948,  a  small  mass 
appeared  on  the  anterior  surface  of  the  left  thigh. 
Each  lesion  was  removed  as  soon  as  it  was  discov- 
ered, and  each  showed  malignant  melanoma.  Since 
that  time,  no  new  recurrences  have  appeared.  She 
was  last  seen   on  April  7,  1949. 

This  case  illustrates  the  extensive  seeding 
of  tumor  tissue  which  may  occur,  even  though 
only  one  or  two  nodules  of  the  metastatic 
tumor  appear  at  the  same  time.  Occasionally, 
if  these  patients  are  carefully  followed,  each 
small  recurrence  can  be  excised,  so  that  the 
patient  remains  quite  comfortable  until  vis- 
ceral metastases  cause  death.  In  this  patient, 
as  in  the  preceding  case,  the  original  lesion 
was  improperly  treated,  apparently  with  a 
caustic   ointment. 

Treatment  by  local  excision 

Case  11.  A  72  year  old  white  woman  was  ad- 
mitted on  July  23,  1943,  because  of  a  mole  on  her 
chin  which,  during  a  period  of  six  months,  had  rap- 
idly increased  in  size  and  had  ulcerated.  Examina- 
tion showed  a  purplish-black  papillomatous  growth 
on   the   right   side   of  the   chin,  with   a   base   about 


3  cm.  in  diameter.  No  lymph  nodes  were  palpable, 
and  laboratory  examinations  were  normal.  The  le- 
sion was  excised  with  a  wide  margin.  The  patho- 
logic diagnosis  was  melanosareoma.  A  letter  from 
the  patient  in  August,  1948,  stated  that  she  had 
remained  perfectly   well. 

In  this  instance,  despite  the  fact  that  the 
lesion  had  attained  considerable  size,  there 
had  been  no  metastasis,  so  far  as  could  be 
determined.  Following  wide  local  excision, 
there  has  been  no  recurrence  to  the  present 
time.  Actually,  it  was  thought  that  this  pa- 
tient was  beyond  hope  of  cure,  and  excision 
was  performed  as  a  palliative  measure.  Rad- 
ical neck  dissection  was  not  considered,  even 
though  no  nodes  were  palpable  and  visceral 
metastasis  was  not  evident. 

It  has  been  repeatedly  emphasized  by  those 
widely  experienced  in  dealing  with  melano- 
sarcomas  that  wide  local  excision,  not  only 
of  skin  but  also  of  fascia,  when  the  patient 
is  first  seen  offers  the  best  chance  of  cure. 
Even  in  tiny  lesions  a  wide  area  of  normal 
skin  must  be  removed,  the  excision  extend- 
ing down  to  and  including  the  deep  fascia. 

Treatment  by  excision  and  dissection 
in  continuity 

Case  12.  A  42  year  old  white  man  was  admitted 
to  the  Duke  Hospital  in  March,  1947,  because  of  a 
mole  on  his  back  which  began  to  enlarge  and  to 
bleed  occasionally  three  months  before  admission. 
During  the  last  month  he  had  noted  a  mass  in  the 
right  axilla.  Examination  showed  an  elevated,  gran- 
ular, weeping  lesion,  3  cm.  in  diameter,  in  the  right 
lumbar  region;  enlarged,  firm  right  axillary  lymph 
nodes;  and  one  right  inguinal  node.  A  cord  of  in- 
durated tissue  was  palpable  from  the  lesion  to  the 
right  axilla  (fig.  3).  Accessory  studies,  including 
roentgen   examinations,  were   all   normal. 

Excision  and  dissection  in  continuity  was  carried 
out,  with  removal  of  the  primary  lesion  together 
with  a  wide  strip  of  skin,  subcutaneous  tissue,  and 
fascia  up  to  the  right  axilla,  followed  by  axillary  dis- 
section. Two  weeks  later  a  similar  dissection  was 
performed  down  to  the  right  inguinal  region,  with 
excision  of  the  inguinal  nodes.  Healing  was  aided 
by  a  split  thickness  graft.  The  pathologic  examina- 
tion showed  malignant  melanoma  with  metastasis 
to  axillary  and  inguinal  lymph  nodes. 

The  patient  was  last  seen  in  July,  1947,  four 
months  after  operation,  with  multiple  subcutaneous 
and  cutaneous  nodules  over  the  right  side  of  the 
trunk  and  in  the  right  inguinal  region.  He  was  sent 
home   for   terminal   care. 

It  is  obvious  in  retrospect  that  the  lesion 
in  this  case  was  too  far  advanced  for  any 
type  of  therapy  other  than  palliative.  Wider 
excision  might  have  improved  the  chances 
of  cure,  but  this  is  a  doubtful  probability. 

Principles  of  treatment 

In  the  treatment  of  melanosareoma  the  fol- 
lowing principles  appear  fairly  well  estab- 
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Fig.  3  (Case  12).  Melanosareoma  on  the  right 
flank.  The  line  painted  with  gentian  violet  rep- 
resents the  palpable  cord  extending  to  the  right 
axilla. 

lished.  For  the  small,  questionable  lesion, 
wide  excision  is  indicated.  In  the  absence  of 
enlarged  lymph  nodes,  radical  axillary  or 
groin  dissection  to  remove  the  primary  lym- 
phatic basin  is  worth  while,  and  should  usu- 
ally be  performed  about  six  weeks  after  the 
primary  procedure.  When  metastases  to 
lymph  nodes  have  already  occurred,  then  ex- 
cision and  dissection  in  continuity  is  indi- 
cated1"1. This  operation  is  based  on  the  same 
principles  as  the  radical  mastectomy  of  Hal- 
sted  and  Willy  Meyer,  and  the  combined  ab- 
dominoperineal resection  of  Miles.  The  pri- 
mary melanosareoma  and  the  lymphatic  ba- 
sin, with  the  intervening  skin,  subcutaneous 
tissue  and  lymphatic  channels,  are  removed 
together. 

In  certain  lesions  of  the  extremity  where 
this  operation  cannot  be  performed  and  am- 
putation is  not  indicated  (such  as  subungual 
melanoma)  the  digit  is  amputated,  and  ap- 
proximately fourteen  days  later  the  axillary 

11.  Pack,  G.  T.,  Schamagel,  I.  M.  anil  Morfit.  M. :  The  Prin- 
ciple of  Excision  and  Dissection  in  Continuity  for  Primary 
and  Metastatic  Melanoma  of  the  Skin.  Surgery  17:849-866 
(June)    19-15. 


Fig.  4  (Case  13).  Roentgenogram  showing 
two  metastatic  nodules  in  the  right  lower  lobe 
which    were    removed    by    lobectomy. 


or  inguinal  lymph  node  dissection  is  done. 
The  circumstances  requiring  shoulder  girdle 
amputation  and  sacroiliac  disarticulation 
(hemipelvectomy)  have  been  enumerated  in 
the  discussion  of  fibrosarcoma.  Malignant 
melanomas  about  the  shoulder,  thigh,  hip, 
and  buttock  may  require  one  of  these  more 
radical  procedures.  If  visceral  metastases 
have  occurred,  then  only  palliative  therapy 
is  indicated. 

Pulmonary  Resection  for  Solitary  Metastases 
During  the  past  few  years,  interest  has 
increased  in  the  utilization  of  lobectomy  or 
pneumonectomy  for  the  removal  of  solitary 
metastatic  lesions.  In  1946,  Alexander  and 
Haight"-1  reported  24  such  cases — 5  from  the 
literature,  13  from  surgeons  in  various  clin- 
ics, and  6  of  their  own.  Effler  and  Blades'13' 
in  1948  found  2  more  cases  in  the  literature 
and  added  3  of  their  own.  One  case  has  been 

12.  Alexander.  J.  and  Haight,  C. :  Pulmonary  Resection  for 
Solitary  Metastatic  Sarcomas  and  Carcinomas,  Univ.  Hosp. 
Pull.,   Ann  Arbor  12:117-118    (Dec.)    1946. 

13.  Effler.  D.  B.  and  Blades,  B. :  Surgical  Treatment  of  Soli- 
tary Lung  Metastases,  J.  Thoracic  Surg.  17:27-37  (Feb.) 
1948. 
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TABLE  1 
Summary  of  Reported  Cases  in  Which  Pulmonary  Resection  Has  Been  Performed  for  Solitary 

Metastases 


Surgeons 


Type  of  Primary  Tumor 


Barney  &  Churchill        ] 
Dolley                                ( 

Sweet                                 i 
Sweet                                 < 
Sweet                                 ] 

Sweet 
Sweet 

] 
] 

Sweet 
Alexander 

] 
&  Haight 

Alexander 

&  Haight 

Alexander 
Alexander 
Alexander 

&  Haight 
&  Haight 
&  Haight 

Alexander  &  Haight 

Raine 

Tinney  &  McDonald 

Brezina  &  Lindskog 

Blalock 

Blalock 

Denning  &  Lindskog 

Harrington 

Claggett 
Claggett 

Samson 

Flick 

Effler  &  Blades 

Effler  &  Blades 


Effler  &  Blades 

Carr 

Maier  &  Taylor 
Mallory 

Postlethwait  & 
Bradshaw 
Fostlethwait  & 
Bradshaw 


Renal  Cell  Carcinoma 
Carcinoma  of  Mandible 
Sarcoma  of  Breast 
Carcinoma  of  Ovary 
Fibrosarcoma  of  Thoracic 
Wall 

Renal  Cell  Carcinoma 
Renal  Cell  Carcinoma 

Renal  Cell  Carcinoma 
Neurogenic  Sarcoma, 
Ulnar  Nerve 
Myogenic  Sarcoma  of 
Thigh 

Fibrosarcoma  of  Thigh 
Carcinoma  of  Rectum 
Spindle  Cell  Sarcoma 
of  Leg 

Renal  Cell  Carcinoma 
Carcinoma  of  Sigmoid 
Renal  Cell  Carcinoma 
Carcinoma  of  Uterus 
Carcinoma   of  Rectum 
Carcinoma  of  Cecum 
Carcinoma  of  Bladder 
and  Urethra 
Carcinomatous  Teratoma 
of  Testis 

Carcinoma   of  Rectum 
Chondrosarcoma  of 
Os  Calcis 

Carcinoma   of  Colon 
Liposarcoma  of  Thigh 
Malignant    Synovioma 
Carcinoma  of  Colon 


Teratocarcinoma   of 
Testis 

Osteogenic  Sarcoma  of 
Thigh 

Chorionepithelioma 
Adeno-acanthoma  of 
Uterus 

Fibrosarcoma   of 
Uterus 

Fibrosarcoma,  Subcuta- 
neous, of  Anterior  Chest 
'Wall 


Time  Elapsing  Between 
Primary  Excision  and 
Appearance  of 
Metastases 


12  mos. 
9  yrs. 
yrs. 
yrs. 
yrs., 


4 

10 

2 


3  wks. 
2  mos. 

2  yrs. 

18  mos. 

19  mos. 

2  yrs. 

4  yrs. 

4  mos. 

5  yrs., 
9  mos. 

2  yrs. 
13  yrs. 

3  yrs., 
3  yrs., 
8  yrs. 

11   mos. 


4  yrs.,  4  mos. 
4  yrs.,  3  mos. 


1  mo. 


mos. 
mos. 


5  yrs., 

8  yrs. 
0 

18  mos. 


7  mos. 


1   mo. 


4  yrs.,  1  mo. 

? 

6  yrs. 

2  yrs. 

7  yrs. 


Condition  of  Patient  at  Time  of 
Report  after  Pulmonary  Resection 


Living  and  well  13  yrs. 
Died  shortly  after   operation 
Living  and  well  7  yrs. 
Died  one  plus  yr. 
Living  and  well  9  mos. 

I  net  *■    ,   .. 

Living  and  well  15  mos. 
Recurrence  18  mos.;  date 
of  death  not  known 
Living  with  recurrence  9  mos. 
Living  with  recurrence  7  mos. 

Living  and  well  4  yrs. 

Living  and  well  13  mos. 

Died  5  mos. 

Living  with  recurrence  2  mos. 

Living  and  well  1  mo. 

Died  9  mos. 

Living  and  well  4  yrs.,  11  mos. 

Died  2  yrs. 

Living  and  well  3  yrs.,  1  mo. 

Living  and  well  5  mos. 

Died  5  mos. 

Died  2  yrs. 

Living  with  recurrence  8  mos. 
Living  and  well  1  mo. 

Living  and  well  1  mo. 
Living  and  well  6  mos. 
Living  and  well  17  mos. 
Solitary  metastasis  in  brain 
removed  6  mos.  later.  Living 
and  well  7  mos. 
Living  with  recurrence  7  mos. 

Died  10  mos. 

Living  and  well  3  yrs. 
Living  and    well  shortly 
after  operation 
Died  at  operation 

Living  with  recurrence  3  yrs, 
6  mos. 


reported  by  Mallory'141  and  another  by  Maier 
and  Taylor'15'.  Two  patients  have  had  pul- 
monary resection  performed  for  metastatic 
lesions  at  the  North  Carolina  Baptist  Hospi- 
tal. These  33  cases  are  summarized  briefly 
in  table  1. 

The  following  statement  by  Alexander  and 
Haight  should  remove  any  doubt  as  to  the 

14.  Mallory,  T.  B. :  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  Case  32251,  New  Ensland  J.  Med.  231: 
839-813    (June    20)    1940. 

15.  Maier,  H.  C.  and  Taylor,  H.  C,  Jr.:  Metastatic  Chorion- 
epithelioma  of  the  Lung:  Treated  by  Lobectomy,  Am.  J. 
Obst.  &  C.ynec.  53:674-077   (April)   1947. 


advisability  of  this  procedure:  "An  operation 
performed  to  remove  a  metastatic  neoplasm 
that  is  assumed  to  be  a  solitary  one  (because 
no  other  can  be  found  at  the  time)  is  ob- 
viously a  gamble.  As  there  is  some  chance 
of  success,  and  as  failure  to  remove  the  le- 
sion surgically  will  result  in  the  death  of  the 
patient,  the  operation  needs  no  other  justi- 
fication." Actually,  the  number  and  dura- 
tion of  apparent  cures  shown  in  table  1  pro- 
vide ample  evidence  to  support  this  conten- 
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tion.  At  the  time  of  reporting,  30.3  per  cent 
of  the  33  patients  had  died,  19.1  per  cent 
were  living  with  recurrence,  and  51.5  per 
cent  were  living  and  well.  Of  the  33  patients, 
21.2  per  cent  had  survived  more  than  three 
years. 

Case  13.  This  9  year  old  white  girl  was  first 
admitted  to  the  North  Carolina  Baptist  Hospital  on 
January  10,  1946,  because  of  two  asymptomatic  chest 
tumors.  At  the  age  of  21  months  (in  March,  1938) 
the  patient  had  been  seen  in  another  hospital,  where 
a  small  tumor  was  removed  from  the  left  anterior 
axillary  region  and  irradiation  was  given.  The  spec- 
imen was  studied  in  several  laboratories  and  was 
considered  to  be  definitely  malignant,  a  sarcoma  in 
type,  and  possibly  vascular  in  origin.  The  patient! 
was  carefully  followed,  and  her  growth  and  devel- 
opment proceeded  normally  until  November,  1945, 
when  a  routine  chest  roentgenogram  showed  a  nod- 
ular shadow  in  the  right  hilar  region. 

Physical  examination  on  admission  here  was  com- 
pletely normal  except  for  the  scar  of  the  previous 
operation.  The  laboratory  findings  were  not  re- 
markable. A  roentgenogram  of  the  chest  (fig.  4) 
showed  two  rounded,  circumscribed  lesions  in  the 
right  lung  field — one  adjacent  to  the  hilar  shadow, 
and  a  second  smaller  one  in  the  peripheral  portion 
of  the  right  lower  lobe  just  above  the  diaphragm.  At 
operation,  two  tumor  masses  were  found.  One  was 
located  on  the  mediastinal  border  of  the  right  lower 
lobe,  somewhat  anteriorly  and  within  the  visceral 
pleura.  The  other  was  located  in  the  lower  lobe 
posteriorly.  Both  were  removed  by  a  right  lower 
lobectomy.  The  diagnosis  of  fibrosarcoma  was  made 
on   microscopic  study. 

In  May  and  November,  1947,  recurrences  were 
removed  from  the  right  forearm.  In  April,  1949,  an- 
other recurrence  was  partially  excised  from  the  in- 
terscapular area  just  medial  to  the  right  thoraco- 
tomy scar.  All  specimens  showed  fibrosarcoma. 

Case  14.  A  white  woman,  aged  65,  was  admitted 
on  November  14,  1947,  because  of  hemoptysis.  In 
November,  1945,  a  hysterectomy  had  been  performed 
because  of  lower  abdominal  pain  which  had  per- 
sisted for  several  weeks.  The  pathologic  diagnosis 
was  fibrosarcoma  of  the  uterus.  The  patient  re- 
mained well  until  a  month  prior  to  admission,  when 
she  developed  a  cold  with  a  cough  productive  of  a 
small  amount  of  bright  red  blood. 

Examination  was  not  remarkable.  A  chest  film 
showed  an  area  of  increased  density  in  the  left  up- 
per lobe  which  was  thought  to  represent  a  metasta- 
tic lesion.  A  left  upper  lobectomy  was  performed 
without  difficulty,  but  at  the  conclusion  of  the  pro- 
cedure shock  developed.  The  wound  was  rapidly  re- 
opened and  the  left  pleural  cavity  was  found  to 
be  filled  with  blood.  The  ligature  had  slipped  off  a 
branch  of  the  pulmonary  artery,  and  although  this 
was  quickly  identified  and  clamped,  the  patient  ex- 
pired. 

Microscopic  studies  showed  the  lesion  of  the  left 
upper  lobe  to  be  fibrosarcoma.  At  autopsy  one  adren- 
al gland  was  found  to  contain  a  microscopic  area 
of   fibrosarcoma.   No    other  tumor   could  be   found. 

The  unfortunate  outcome  in  this  patient 
leaves  only  conjecture  as  to  what  the  result 
might  have  been  otherwise;  but  it  is  appar- 
ent that  the  small  focus  in  the  adrenal  might 
have    remained    asymptomatic    for    months 


and  possibly  years.  In  the  only  other  re- 
ported case  in  which  a  metastatic  fibrosar- 
coma was  removed  by  right  lower  lobecto- 
my(12),  the  course  to  date  has  been  satisfac- 
tory. 

Summary 

In  cases  of  fibrosarcoma,  hemangioendo- 
thelioma, liposarcoma  and  melanosarcoma,  as 
well  as  other  closely  related  malignant  tu- 
mors of  soft  tissue,  radical  treatment  must 
be  employed  when  the  lesion  is  first  seen  if 
a  favorable  result  is  to  be  expected.  Local 
excision  should  extend  well  beyond  the  mar- 
gin of  the  tumor  into  normal  tissue.  Ampu- 
tation must  be  high  enough  to  provide  an 
adequate  margin  of  safety.  If  the  usual  am- 
putation does  not  furnish  this  margin  of 
safety,  then  interscapulothoracic  or  sacroil- 
iac amputation  will  be  necessary. 

Melanosarcomas  are  special  problems,  and 
every  effort  should  be  made  to  remove  both 
primary  and  metastatic  lesions  unless  vis- 
ceral involvement  becomes  evident.  Wide 
local  excision  and  prophylactic  dissection  of 
lymph  nodes  should  be  performed  in  early 
cases.  Later,  amputation  or  excision  and  dis- 
section in  continuity  are  needed,  while  occa- 
sionally the  interscapulothoracic  or  sacro- 
iliac amputations  must  be  employed. 

Although  these  procedures  may  appear  un- 
necessarily extensive,  it  is  only  by  such  op- 
erations that  complete  removal  of  the  malig- 
nant tumor  can  be  effected  and  a  cure  thus 
obtained.  The  time  for  radical  excision  is 
when  the  patient  is  first  seen,  not  after  one 
or  two  recurrences  have  taken  place. 

Occasionally  a  solitary  metastatic  lesion 
will  be  found  in  the  lung.  If  the  presence  of 
other  visceral  metastases  can  be  ruled  out 
with  reasonable  certainty,  then  lobectomy 
should  be  performed.  In  view  of  the  results 
obtained  in  the  small  series  of  reported  cases, 
this  procedure  is  amply  justified. 

Cases  5,  8,  and  12  were  patients  of  the  senior  au- 
thor on  the  service  of  Dr.  Deryl  Hart,  Duke  Univer- 
sity School  of  Medicine,  and  are  reported  with  his 
kind  permission. 


Common  sense. — Dr.  Compton's  story  of  his  sister 
in  India  is  still  apposite.  Annoyed  with  the  endless 
requests  of  the  native  electrician  for  instructions, 
she  burst  out,  "Why  don't  you  use  your  common 
sense?"  "Madam,"  he  replied  with  grave  courtesy, 
"Common  sense  is  a  rare  gift  of  God.  I  have  only 
a  technical  education." — R.  W.  Garard:  Science  and 
the  Public,  Science  106:23   (July  11)   1947. 
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THE  ETIOLOGY  AND  TREATMENT  OF 
ACRODYNIA 

With  a  Report  of  Seven  Cases 

C.  G.  Watkins,  M.D. 

Charlotte 

Acrodynia  of  childhood  was  first  described 
in  1903  by  Selter,  who  called  it  "trophoder- 
matosis."  In  1914  Swift  of  Australia  de- 
scribed this  disease  as  a  distinct  clinical  en- 
tity under  the  name  of  "erythredema."'11  In 
1920  Bilderback  of  Oregon  and  Byfield  of 
Iowa  reported  independently  several  cases 
of  a  syndrome  of  unknown  etiology  which 
they  were  unable  to  diagnose;  from  the  de- 
scriptions given,  these  must  have  been  the 
first  cases  of  acrodynia  reported  in  the 
United  States.  Dr.  Weston,  of  Columbia, 
South  Carolina,  was  the  first  to  use  the  word 
"acrodynia"  to  designate  this  symptom  com- 
plex, which  he  believed  to  be  the  same  dis- 
ease as  that  which  occurred  in  epidemic 
form  in  France  between  1827  and  1829,  at- 
tacking 40,000  to  50,000  adults.  Bilderback'2) 
does  not  believe  that  the  two  conditions  are 
the  same. 

The  disease  reported  from  France  was 
known  as  epidemic  erythema  and  was  named 
"acrodynia"  in  1830  by  Chardon;  it  was 
characterized  by  an  erythematous  dermatitis 
which  was  most  severe  on  the  palms  and 
soles,  and  was  followed  by  pigmentation. 
Other  symptoms  were  vomiting  and  diarrhea, 
occasionally  paralysis  of  the  legs,  and  ana- 
sarca. The  disease  affected  primarily  troops 
quartered  in  barracks,  and  lasted  from  two 
to  three  weeks.  Petren,  in  Sweden,  empha- 
sized the  great  probability  that  the  famous 
epidemic  was  due  to  arsenic  poisoning — ar- 
senic being  used  to  destroy  the  parasites  that 
attack  the  grapevines  in  the  wine  districts 
of  France.  In  England,  in  1900,  an  epidemic 
similar  to  the  French  epidemic  occurred 
among  drinkers  of  beer  which  was  found  to 
contain  arsenic131. 

There  have  been  more  than  1,500  cases  of 
childhood  acrodynia  reported,  the  majority 
of  them  from  Australia,  France,  and  North 
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America'11.  The  disease  occurs  commonly  in 
the  winter  and  spring,  and  in  cold  climates. 
It  is  a  sporadic  rather  than  epidemic  disease. 
Most  of  the  patients  come  from  farms  or 
small  towns.  Recurrences  are  not  frequent 
but  have  been  reported  in  approximately  30 
cases'4'.  This  disease  usually  affects  infants 
under  14  months  of  age ;  cases  have  been  re- 
ported in  children  as  young  as  6  weeks  and  as 
old  as  13  years1"".  Because  the  incidence  of 
acrodynia  is  highest  in  rural  areas,  the  gen- 
eral practitioner  is  usually  the  first  to  see 
these  patients.  Sometimes,  however,  they  are 
taken  first  to  an  ophthalmologist  because  of 
the  presenting  symptom  of  photophobia. 

The  important  clinical  manifestations  of 
acrodynia  include  irritability,  insomnia,  an- 
orexia, hyperhidrosis,  a  pink  appearance  of 
the  hands  and  feet  and  a  scarlet  color  of  the 
tip  of  the  nose  and  the  cheeks,  photophobia, 
inconstant  skin  rashes,  alopecia,  pain  and 
itching  of  the  extremities,  hypotonia,  occa- 
sional loss  of  teeth  and  nails,  and  hyperten- 
sion'11. Reports  on  the  neuropathology  of 
acrodynia  are  conflicting  and  confusing'"'. 
The  mortality  in  the  past  has  been  approxi- 
mately 3  per  cent  in  cases  treated  at  home, 
and  approximately  30  per  cent  among  those 
treated  in  the  hospital.  Symptoms  usually 
subside  in  one  to  three  months1-'. 

Etiology 

Many  possible  causes  of  this  disease  have 
been  suggested — among  them,  infection,  vit- 
amin deficiency,  photosensitivity,  allergy, 
neurosis  of  the  vegetative  nervous  system, 
ergotism  or  ustilaginism,  neurotrophic  virus 
disease,  endocrine  disturbance,  post-influen- 
zal  sequelae,  and  ingestion  of  toxic  ma- 
terial'21. Recently,  metallic  poisoning  or  hy- 
persensitivity to  metals  has  been  mentioned 
with  increasing  frequency. 

In  1933  Meyer  and  Weise1'"  reported  find- 
ing appreciable  quantities  of  arsenic  and 
lead  in  the  blood  and  urine  of  a  4  year  old 
patient  suffering  with  acrodynia.  Calvin  and 
Taylor'7'  in  1935  reported  a  case  in  a  2  year 
old  child  who  had  previously  had  a  severe  at- 
tack of  vomiting  accompanied  by  diarrhea. 
Arsenic  and  lead  were  demonstrated  in  large 
amounts  in  home-grown,  home-canned  string 
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beans  which  had  been  sprayed  with  arsenate 
of  lead.  The  patient's  hair  and  urine  were 
found  to  contain  arsenic  in  greater  amounts 
than  the  hair  and  urine  of  a  patient  who  had 
known  arsenic  poisoning.  These  authors  ad- 
vanced the  theory  that  acrodynia  was  the 
result  of  metallic  poisoning  acting  on  the 
vegetative  nervous  system  in  peculiarly  sus- 
ceptible individuals. 

The  first  mention  of  mercury  as  a  pos- 
sible etiologic  agent  in  acrodynia  is  found 
in  an  article  written  by  Dr.  John  Zahorsky1*' 
in  1922.  The  following  statements  were 
made : 

"Still  greater  significance  must  be  attached  to 
the  morbid  changes  occasionally  found  in  the  gums, 
when  the  hard  alveolar  process  becomes  soft,  the 
teeth  loose  in  their  sockets,  and  actually  drop  out 
one  after  the  other,  a  phenomenon  almost  unknown 
in  any  other  disease  except  poisoning  from  mercury 
or  phosphorus." 

"For  a  time  I  was  rather  inclined  to  view  the 
hypothesis  of  mineral  poisoning  with  favor.  Several 
of  my  patients  had  been  given  large  doses  of  calo- 
mel at  the  onset  of  the  disease,  and  the  swollen 
gums,  loosened  teeth,  with  salivation,  gave  support 
to  this.  However,  cases  were  encountered  in  which 
no  history  of  calomel  administration  could  be  elic- 
ited, and  this  drug  as  a  possible  cause  was  dis- 
missed." 

In  discussing  the  therapy  of  acrodynia, 
Zahorsky  stated :  "In  two  cases  mercury  was 
given,  but  the  symptoms  became  aggra- 
vated." Davison1'",  in  1940,  mentioned  that 
acrodynia  may  be  caused  by  the  ingestion  of 
toxic  material — for  example,  lead,  arsenic, 
or  mercury.  In  1945,  Warkany  and  Hubbard 
demonstrated  a  large  amount  of  mercury  in 
the  urine  of  a  patient  with  acrodynia'10'. 
They  subsequently  performed  mercury  de- 
terminations on  the  urine  in  a  total  of  20 
cases  of  acrodynia ;  mercury  was  not  found 
in  the  urine  of  2  older  children  who  had 
atypical  cases  of  acrodynia,  but  was  found 
in  the  other  18  cases,  in  amounts  ranging 
from  1  to  more  than  400  micrograms  per 
liter.  Out  of  48  controls,  40  had  no  mercury 
in  the  urine ;  in  8  controls  the  urine  contained 
mercury  in  amounts  ranging  from  1  to  50 
micrograms  per  liter.  Three  out  of  4  chil- 
dren without  acrodynia,  but  with  a  history 
of  ingesting  mercury  compounds,  had  urin- 
ary mercury  levels  ranging  from  50  to  100 
micrograms  per  liter ;  in  the  fourth,  the  range 

s.    Zahorsky,    J.:    Three    Cases    of   Erythredema    (Acrodynia) 

in   Infants.   M.   Clinics  X.   America   6:97-105    (July)    1922. 
9.    Davison,    W.   C:    The   Compleat    Pediatrician,    ed.    3,    Dur- 
ham.  Duke  University  Press.    19  Ml,   p.   109. 
Hi.    (a)  Warkany.  J.:  Personal  communications,   (b)   Warkany. 
J.,  and  Hubbard.  D.  M. :  Mercury  in  the  Urine  of  Children 
with    Acrodynia,    Lancet    1:829-830    (May   29)    1948. 


was  from  101  to  150  micrograms  per  liter. 

In  1948  Bivings  and  Lewis111"'  reported 
one  case  of  acrodynia  in  which  mercury  was 
demonstrated  in  the  urine  and  in  which  an 
uneventful  recovery  followed  the  use  of  BAL 
(dimercaptopropanol)  therapy.  Two  similar 
cases  treated  with  BAL  at  the  Saluda  Hos- 
pital in  Saluda,  North  Carolina,  have  also 
been  reported'111". 

As  evidence  that  acrodynia  results  from 
sensitivity  to  metals  rather  than  an  over- 
dose, Bivings"1'''  pointed  to  the  relative  in- 
frequency  of  acrodynia  in  the  South,  where 
calomel  was  formerly  considered  to  be  the 
usual  spring  tonic.  He  mentioned  teething 
powders  as  a  probable  source  of  mercury  in 
cases  of  acrodynia.  An  article  in  the  Lancet 
reported  10  cases  of  acrodynia  in  children 
who  had  had  teething  powders'12'. 

In  1949  Bivings"3'  summarized  44  cases  of 
acrodynia  which  had  been  reported  in  the 
literature  and  in  personal  communications. 
Cases  5  and  7  of  the  present  series  were  in- 
cluded in  this  summary.  Mercury  was  dem- 
onstrated in  the  urine  of  28  out  of  31  pa- 
tients on  whom  determinations  were  made. 
Twelve  of  the  13  patients  whose  urine  was 
not  examined  for  mercury  had  histories  of 
ingesting  teething  powders.  The  main  source 
of  mercury  in  these  44  cases  was  teething 
powders ;  other  sources  were  a  diaper  rinse 
containing  bichloride  of  mercury  in  one  case, 
and  ammoniated  mercury  ointment  in  an- 
other. In  the  past  ammoniated  mercury  oint- 
ment (5  per  cent)  has  been  advocated  for 
the  treatment  of  impetiginous  areas  which 
may  develop  in  cases  of  acrodynia"41. 

Treatment 
In  the  past  the  primary  aim  of  treatment 
has  been  to  maintain  nutrition.  Large  doses 
of  vitamin  B  injected  intramuscularly  have 
been  employed  with  varied  results.  Recently 
BAL  therapy  has  apparently  been  success- 
ful in  several  cases  of  acrodynia  where 
chronic  mercury  poisoning  or  sensitivity  was 
suspected.  The  dose  is  3-5  mg.  of  BAL  per 
kilogram  of  body  weight,  given  intramuscu- 
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larly.  The  interval  between  injections  is 
gradually  lengthened  after  two  or  three  days 
of  therapy'111.  A  report  of  15  cases  in  which 
BAL  therapy  has  been  employed  states  that 
there  was  prompt  improvement  or  recovery 
in  11  cases,  and  slow  improvement  in  4 
cases'1--11. 

Case  Reports 
The  following  case  reports  are  presented 
to  demonstrate  sources  of  mercury  and  re- 
sults of  BAL  therapy  in  cases  of  acrodynia. 

Case  1 

A  year  old,  white  male  infant  from  Kings  Moun- 
tain was  seen  on  April  19,  1946,  with  the  chief  com- 
plaints of  photophobia,  sweating-,  anorexia,  and  ir- 
ritability. These  symptoms  had  been  present  for 
one  month.  Examination  revealed  marked  photopho- 
bia, constricted  pupils,  irritability,  and  hyperhidro- 
sis;  no  dermatitis,  abnormal  flushing,  or  elevation 
of  blood  pressure  was  noted.  A  diagnosis  of  acro- 
dynia was  made  and  subsequently  confirmed  by  Dr. 
D.  Lesesne  Smith,  Sr. 

Correspondence  with  the  mother  in  1947  revealed 
that  the  photophobia  continued  for  two  months,  and 
that  the  child  remained  ill  for  five  to  six  months. 
Further  correspondence  in  April,  1948,  disclosed  the 
fact  that  the  mother  had  given  one  or  two  teething 
powders  per  week  prior  to  the  diagnosis  of  acro- 
dynia, and  several  powders  during  the  remainder 
of  his  illness. 

Case  2 

This  year  old,  white  female  infant,  a  patient  of 
Dr.  W.  L.  Venning,  had  a  diaper  rash  during  the 
first  part  of  March,  1946.  A  bichloride  of  mercury 
rinse  for  the  diapers  was  prescribed.  The  patient's 
weight  at  this  time  was  19  pounds,  8  ounces.  The 
child  became  extremely  irritable  during  the  middle 
of  April,  1946.  On  May  10,  1946,  an  examination 
was  performed  because  she  had  been  crying  ex- 
cessively day  and  night;  no  positive  findings  other 
than  irritability  were  present.  One  week  later  she 
refused  to  walk,  and  began  to  have  marked  insom- 
nia, excessive  perspiration,  and  pink  fingers  and 
toes.  The  patellar  and  Achilles  tendon  reflexes  were 
found  to  be  absent. 

A  diagnosis  of  acrodynia  was  made,  and  the  pa- 
tient was  given  vitamin  B  intramuscularly  and 
orally,  and  a  liver  preparation  intramusculariy.  Dur- 
ing the  next  week  her  blood  pressure  was  140  sys- 
tolic, 80  diastolic,  and  relief  from  irritability  was 
obtained  only  after  25  mg.  of  Demerol.  She  began 
to  pull  her  hair  and  scratch  her  feet.  A  mild  rash 
was  associated  with  the  hyperhidrosis.  Desquamation 
of  hands  occurred  on  May  27,  1946.  She  continued  to 
lose  weight,  but  slept  better  and  had  a  better  ap- 
petite. By  June  3,  1946,  she  was  noted  to  be  playful 
and  laughing,  although  not  receiving  Demerol.  Her 
weight  had  dropped  to  17  pounds,  14  ounces.  A  re- 
currence of  irritability  occurred  during  the  middle 
of  June,  1946.  The  hands  and  feet  were  still  pink, 
cold,  and  scaling  on  July  11,  1946.  Thereafter  she 
gained  weight  and  has  remained  clinically  well,  al- 
though smaller  in  stature  and  weight  than  the 
average  child. 

On  being  questioned  in  1948,  the  mother  stated 
that  a  few  teething  powders  had  been  given  to  the 
infant  when  she  was  approximately  6  months  of 
age.  It  is  noteworthy  that  the  mother  had  continued 


to  use  the  bichloride  of  mercury  rinse  for  diapers 
and  underwear  intermittently  for  this  child  and 
also  for  a  younger  sibling. 

Case  3 

A  white  male  infant  9  months  of  age  was  ad- 
mitted to  the  Charlotte  Memorial  Hospital  on  April 
5,  1947,  with  chief  complaints  of  continuous  crying 
for  nine  days,  and  restlessness,  insomnia,  photo- 
phobia, and  anorexia  of  three  months'  duration.  In 
November  and  December  of  1946  he  had  had  otitis 
media  associated  with  an  upper  respiratory  infec- 
tion. He  had  continued  to  be  intermittently  irritable. 

Examination  on  admission  showed  mild  conjunc- 
tival reddening,  severe  photophobia,  a  slight  watery 
nasal  discharge,  mild  injection  of  the  right  tympanic 
membrane,  intermittent  flushing  of  the  skin  on  the 
feet  and  hands,  and  a  blood  pressure  of  110  systolic, 
80  diastolic  (while  crying).  A  spinal  fluid  examin- 
ation was  negative.  The  blood  nonprotein  nitrogen 
wras  36  mg.  per  100  cc. 

Repeated  intramuscular  injections  of  Solu-B  pro- 
duced little  improvement.  Photophobia  and  irrita- 
bility continued  for  approximately  one  month  after 
discharge.  Further  questioning  of  the  mother  in 
1948  elicited  the  fact  that  this  patient  had  been 
given  Moffett's  Teething  Powders  (Teethina,  con- 
taining 1/18  grain  of  calomel  per  powder)  during 
the  period  from  December,  1946,  until  March,  1947. 

Case  4 

A  6  months  old,  white  female  infant  from  a 
rural  section  near  Gastonia  was  brought  to  my 
office  on  April  22,  1947,  with  chief  complaints  of 
watery  nasal  discharge,  excessive  lacrimation,  and 
photophobia  so  severe  that  she  assumed  an  ostrich 
or  salaam  position  in  brightly  lighted  rooms  or 
in  sunlight.  An  ophthalmologist,  Dr.  Ruth  Leonard, 
was  consulted  because  of  the  photophobia,  and  a 
diagnosis  of  acrodynia  was  made.  Examination  re- 
vealed hyperhidrosis,  irritability,  photophobia,  and 
a  blood  pressure  of  70  systolic,  50  diastolic.  The 
baby's  symptoms  decreased  gradually;  much  less 
photophobia  and  irritability  were  noted  three  weeks 
later. 

In  1948,  it  was  learned  that  the  patient  had 
received  approximately  thirty-six  teething  powders 
(C.  J.  Moffett)  before  and  after  acrodynia  was  diag- 
nosed. 

Case  5 

A  10  months  old,  white  male  infant  from  a  rural 
community  (Mt.  Holly)  was  admitted  to  the  Char- 
lotte Memorial  Hospital  on  March  15,  1948,  with 
the  chief  complaint  of  inability  to  open  his  eyes  in 
sunlight  for  three  wreeks.  Approximately  four  to 
five  weeks  prior  to  admission  he  had  been  given 
two  or  three  Dr.  Moffett's  Teething  Powders.  He 
became  irritable  and  began  to  keep  his  eyes  closed 
in  a  lighted  room;  one  to  two  weeks  later  it  was 
noted  that  he  assumed  an  ostrich-like  position  when 
exposed  to  bright  light.  Excessive  sweating  and 
anorexia  had  also  been  noted  during  this  time. 
Penicillin  ophthalmic  ointment  was  used  without 
noticeable  effect  on  the  photophobia.  The  admin- 
istration of  oral  penicillin,  begun  on  March  13,  was 
also  without  effect.  He  was  given  pink  powders 
containing  %  grain  of  calomel  to  the  powder.  On 
March  14,  the  mother  noticed  a  rash  on  the  face 
and  reddening  of  the  hands  and  feet;  she  commented 
to  the  father  that  the  baby's  hands  appeared 
"burnt." 

On  March  15  a  local  physician  referred  the  in- 
fant to  Dr.  Ruth  Leonard  of  Charlotte,  who  made  a 
tentative    diagnosis    of   acrodynia.    Examination    on 
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admission  to  the  hospital  revealed  papules  over 
the  face  and  slight  reddening  of  the  tip  of  the 
nose;  intermittent  flushing  of  the  palms  and  soles; 
extreme  photophobia;  dullness  of  the  right  tym- 
panic membrane;  dullness,  redness,  and  fullness  of 
the  left  tympanic  membrane;  and  a  systolic  blood 
pressure  (obtained  by  palpation)  of  120.  A  blood 
count  showed  a  hemoglobin  of  10  Gm.  (70  per  cent), 
3,400,000  red  blood  cells,  and  11,650  white  blood 
cells,  with  25  per  cent  segmented  polymorphonu- 
clears, 4  per  cent  stab  cells,  68  per  cent  lympho- 
cytes, and  3  per  cent  monocytes.  The  urine  was  neg- 
ative for  albumin  and  sugar,  and  negative  micro- 
scopically. Initial  diagnoses  were  acute  otitis  media 
and  the  acrodynia  syndrome. 

Intermittently  the  soles  and  palms  were  noted 
to  be  red,  but  constantly  they  felt  cold  and  clammy. 
Penicillin  (10,000  units  every  three  hours)  was 
administered  intramuscularly  for  the  first  eight 
days;  the  acute  otitis  media  subsided  promptly.  On 
March  17,  it  was  noted  that  the  baby  rubbed  his 
feet  and  hands  together,  and  bit  and  mouthed  his 
hands  frequently.  Irritability,  photophobia,  and  an- 
orexia continued.  He  would  scream  when  lights  were 
turned  on  at  night,  or  when  shades  were  raised 
in  the  day.  The  eyelids  had  a  reddened  appearance, 
apparently  as   a   result  of  being  rubbed. 

On  the  evening  of  March  23,  BAL  therapy  was 
started — 25  mg.  or  ai  cc.  (3  mg.  per  kilogram) 
every  four  hours  for  thirteen  doses,  then  every  six 
hours  for  eighteen  doses,  then  every  twelve  hours 
for  six  doses  (ending  on  April  2).  On  the  night  of 
March  24,  the  baby  did  not  seem  as  irritable  as 
previously,  and  did  not  wake  up  screaming  when 
light  was  turned  on.  His  appetite  improved  and  he 
gained  from  16  pounds  on  March  23,  to  16  pounds, 
10%  ounces  on  April  4.  Photophobia  decreased  no- 
ticeably, although  he  still  would  duck  his  head 
down  in  a  bright  light.  Thickening  and  tumefaction 
occurred  at  the  sites  of  some  of  the  BAL  injections 
given  during  the  last  four  or  five  days.  No  fluctu- 
ation could  be  demonstrated  in  these  sites. 

A  blood  count  made  on  April  3  (the  day  after 
BAL  therapy  was  discontinued)  revealed  a  hemo- 
globin of  12  Gm.  (82  per  cent),  4,350,000  red  blood 
cells,  and  15,450  white  blood  cells,  with  32  per  cent 
segmented  polymorphonuclears,  2  per  cent  stab  cells, 
2  per  cent  immature  lymphocytes,  63  per  cent  lym- 
phocytes, and  1  per  cent  monocytes.  On  April  5 
Dr.  Leonard  instilled  one  drop  of  homatropine  in 
each  eye;  flushing  and  fever  followed,  and  no  other 
drops  were  used.  The  patient  was  discharged  on 
April  5,  at  which  time  he  still  had  mild  photopho- 
bia, but  had  a  good  appetite  and  was  not  irritable. 
Sweating  did  not  seem  excessive.  By  April  23  the 
photophobia  had  disappeared,  and  the  masses  at 
the  sites  of  BAL  injection  were  palpably  smaller 
and  less  numerous.  The  baby  weighed  18  pounds, 
4   ounces    (with   clothes). 

The  mercury  content  of  the  urine'10"1  was  de- 
termined by  the  Kettering  Laboratory  in  Cincin- 
nati, with  the  following  results:  March  22  (prior 
to  BAL  therapy),  70  micrograms  or  0.07  mg.  per 
liter;  April  4,  80  micrograms  or  0.08  mg.  per  liter; 
April  23,  20  micrograms  or  0.02  mg.  per  liter;  April 
29,  35  micrograms  or  0.035  mg.  per  liter. 

Case  6 

A  7%  months  old,  white  male  infant  (a  patient 
of  Dr.  John  Ashe)  was  admitted  to  the  Presbyterian 
Hospital  in  Charlotte  on  May  10,  1948,  with  the 
chief  complaints  of  irritability  and  failure  to  gain 
weight  during  the  past  six  weeks.  Two  months  pre- 
viously, the  child  had  received  three  "teething"  pow- 


ders in  two  days.  No  other  calomel  had  been  given 
at  any  time.  Beginning  two  weeks  after  administra- 
tion of  the  powders,  the  patient  had  become  pro- 
gressively more  irritable.  At  the  time  of  admission 
he  thrashed  about  constantly,  beating  his  head  on 
the  mattress  and  sides  of  the  crib,  whining  and 
crying-,  and  sleeping  very  little  at  night.  He  had 
marked  photophobia  in  sunlight. 

Examination  revealed  a  whining,  miserable  infant 
who  assumed  a  knee-chest  position.  The  heart  rate 
was  rapid,  and  a  slight  systolic  apical  murmur  was 
heard.  The  blood  pressure  was  180  systolic,  100  di- 
astolic. The  hands  and  feet  were  intermittently  cold 
and  moist  or  dry  and  flushed. 

Inadvertently  a  large  dose;  of  BAL  (200  mg.  in- 
tramuscularly) was  given  initially;  a  reaction  con- 
sisting of  an  atropine-like  flushing  lasted  for  ap- 
proximately one  hour.  Subsequently,  he  was  given 
BAL  in  doses  of  25  mg.  intramuscularly  every  four 
hours  for  three  days,  every  six  hours  for  the  next 
three  days,  and  every  twelve  hours  for  three  more 
days.  After  six  days  the  irritability  gradually  sub- 
sided, the  first  smile  being  noted  on  the  ninth  hos- 
pital day.  The  blood  pressure  was  140  systolic,  85 
diastolic  on  the  ninth  day  and  128  systolic,  80 
diastolic  on  the  thirteenth  day,  at  the  time  of  dis- 
charge. He  was  greatly  improved  at  this  time,  but 
was  still  slightly  irritable  and  his  hands  and  feet 
were  still  cold  and  moist. 

Case  7 

This  white  female  infant,  a  patient  of  Dr.  Robert 
A.  Moore,  was  admitted  to  the  Presbyterian  Hos- 
pital in  Charlotte,  on  June  12,  1948,  at  the  age  of 
10  months.  The  chief  complaint  was  irritability. 
Approximately  four  months  previously  she  had  been 
given  Moffett's  Teething  Powders  at  the  rate  of  two 
or  three  per  day,  until  a  total  of  twenty-three  pow- 
ders had  been  given.  Irritability  had  increased  over 
a  five  week  period  prior  to  admission.  No  photo- 
phobia or  rash  had  been  noted.  Examination  revealed 
an  irritable  child  with  moist  hands  and  feet,  and 
a  blood  pressure  of  160  systolic,  116  diastolic;  no 
photophobia  or  exanthem  was  noted.  The  urine  mer- 
cury level  on  June  14  was  180  micrograms  or  0.18 
mg.  per  liter,  and  on  June  20  was  140  micrograms 
or  0.14  mg.  per  liter. 

Beginning  on  June  12,  BAL  was  given  in  doses 
of  25  mg.  every  four  hours  for  three  days,  then 
every  six  hours  for  two  days,  every  twelve  hours 
for  two  days,  and  once  daily  for  the  last  day.  On 
the  fourth  day  of  BAL  therapy  the  irritability  be- 
gan to  subside,  and  the  blood  pressure  fell  to  138 
systolic,  75  diastolic.  On  the  sixth  day  the  hands 
and  feet  ceased  to  be  moist,  and  the  first  smile  was 
noted.  The  patient  was  discharged  on  June  19. 

Summary 

The  history,  etiology,  and  treatment  of  ac- 
rodynia have  been  discussed  briefly.  The 
biochemical  mechanism  by  which  mercury 
intoxication  or  hypersensitivity  produces 
symptoms  has  not  been  discussed,  because 
our  present  knowledge  of  this  subject  is  too 
limited. 

Seven  cases  of  acrodynia  in  which  a  source 
of  mercury  could  be  demonstrated  are  re- 
ported. The  mercury  content  of  the  urine 
was  determined  in  2  cases,  and  appreciable 
quantities  of  mercury  were  found  in  both. 
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Teething  powders  had  been  ingested  by  all 
7  patients ;  however,  diapers  rinsed  in  a  so- 
lution containing  bichloride  of  mercury  were 
the  primary  source  of  mercury  in  one  of 
these  cases.  BAL  therapy  was  successfully 
employed  in  the  last  3  patients,  including 
the  two  whose  urine  was  shown  to  contain 


mercury. 


Discussion 


Dr.  Samuel  F.  Ravenel  (Greensboro) :  Acrodynia 
is  relatively  uncommon,  but  it  can  cause  a  lot  of 
trouble.  My  recent  experience  with  acrodynia  has 
been  limited  to  3  patients.  One  was  my  brother's 
child.  He  called  me  and  said  that  his  child  had 
been  "running  crazy"  for  a  month,  and  gave  me 
most  of  the  classic  symptoms  of  acrodynia.  A  large 
amount  of  mercury  was  found  in  the  urine,  and  it 
was  learned  that  ammoniated  mercury  ointment  had 
been  used  for  eczema  for  several  months.  The  oint- 
ment was  discontinued,  and  the  child  was  treated 
with  BAL.  Improvement  was  dramatic,  and  in  a 
little  more  than  two  weeks  the  child  was  relatively 
normal.  In  my  past  experience  recovery  from  acro- 
dynia required  from  two  to  five  months. 

In  the  other  two  cases  I  have  seen,  the  source 
of  mercury  was  apparently  teething  powders.  Both 
of  these  infants  had  increased  quantities  of  mer- 
cury in  the  urine. 

I  believe  that  BAL  is  a  valuable  addition  to  the 
therapy  of  a  disease  that  has  been  exceedingly 
troublesome.  In  at  least  some  cases  the  cause  must 
be    metallic    poisoning   or   sensitivity. 

Dr.  Frank  Howard  Richardson  (Black  Mountain): 
I  wonder  why  it  is  that  acrodynia  is  apparently  so 
much  commoner  now  than  in  the  old  days  when 
calomel  was  given  so  freely. 

Question:  Were  any  reactions  noted  from  BAL 
therapy  ? 

Dr.  Watkins:  The  only  reaction  that  we  have 
had  to  BAL  (except  that  described  in  case  6  fol- 
lowing a  large  dose  of  BAL)  was  a  local  swelling 
at  the  sites  of  injection.  That  was  fairly  common, 
but  disappeared  in  a  few  weeks. 

Dr.  Ravenel  says  that  this  is  an  uncommon  disease. 
I  am  sure  that  it  must  be  so,  but  I  saw  four  patients 
with  this  disease  in  the  first  two  years  of  my  prac- 
tice. I  believe  that  this  disease  is  probably  more 
common  than  it  is  thought  to  be,  but  that  it  is  fre- 
quently seen  in  a  mild  form.  It  may  be  that  in  some 
cases  irritability  is  the  only  outstanding  symptom. 


Physiologic  changes  in  anxiety. — Along  with  the 
psychologic  manifestations  of  anxiety,  physiologic 
concomitants  may  appear.  These  physical  disturb- 
ances are  chiefly,  but  not  exclusively,  in  the  func- 
tions of  the  autonomic  and  endocrine  systems.  Often 
the  physical  and  laboratory  examinations  reveal  di- 
lated pupils,  cold,  wet  hands,  excessive  axillary 
sweating,  increased  tendon  reflexes  and  a  low  basal 
metabolic  rate.  This  interrelation  between  anxiety 
and  the  above-mentioned  systems  is  the  basis  for 
some  extremely  interesting  and  important  specula- 
tions. These  concern  the  possible  effectiveness  of 
long-continued  anxiety  in  the  causation  of  such  con- 
ditions as  essential  hypertension,  ulcerative  and 
mucous  colitis,  hyperthyroidism,  asthma,  peptic 
ulcer,  and  certain  of  the  so-called  neurogenic  derm- 
atoses.— Melvin  W.  Thorner:  Psychiatry  in  General 
Practice.  Philadelphia,  W.  B.  Saunders  Co.,  1948, 
p.  292. 


FRACTURES  OF  THE  LOWER  END  OF 
THE  HUMERUS  IN  CHILDREN 

R.  Beverly  Raney,  M.D. 
Durham 

Supracondylar,  condylar  and  epicondylar 
fractures  of  the  humerus  are  common  in- 
juries in  childhood.  As  a  rule  they  can  be 
easily  diagnosed  on  the  basis  of  the  clinical 
and  roentgenograph^  findings.  The  basic 
principles  of  their  treatment  are  firmly  es- 
tablished and  should  be  well  understood. 
When  these  principles  are  followed,  the  ther- 
apeutic results,  particularly  as  regards  func- 
tion, should  be  satisfactory.  Nevertheless, 
every  doctor  who  treats  these  fractures  fre- 
quently encounters  difficult  cases  with  se- 
rious potentialities  for  permanent  disfigure- 
ment and  disability.  To  achieve  successful 
results  in  such  cases,  the  surgeon  must  an- 
alyze the  injury  accurately  and  utilize  every 
therapeutic  resource  at  his  command. 

Within  the  past  decade  a  number  of  use- 
ful techniques  for  dealing  with  fractures  of 
the  lower  end  of  the  humerus  and  their  com- 
plications have  been  described.  Most  of  these 
methods  are  not  new  in  principle ;  they  have 
been  applied  in  new  ways,  however,  and 
their  usefulness  has  been  re-emphasized.  The 
addition  of  these  techniques  to  the  armamen- 
tarium of  the  surgeon,  and  their  judicious 
use  in  appropriate  cases,  can  do  much  to 
reduce  the  number  of  poor  results. 

Supracondylar  and  Transcondylar  Fractures 
An  obvious  complication  of  these  injuries, 
still  seen  too  frequently,  is  displacement  of 
the  distal  fragment  resulting  from  failure 
to  immobilize  the  elbow  in  plaster.  After  the 
fracture  has  been  reduced  by  traction  and 
digital  pressure,  swelling  may  prevent  ade- 
quate flexion  of  the  elbow;  it  is  then  im- 
possible to  lock  the  fragments  with  suffi- 
cient stability  to  prevent  recurrence  of  the 
displacement  unless  a  posterior  plaster  splint 
or  cast  is  used. 

A  satisfactory  method  of  treatment  is  to 
follow  prompt,  gentle,  accurate  reduction  un- 
der general  anesthesia  with  efficient  fixa- 
tion in  plaster,  the  elbow  being  held  at  an 
angle  of  about  45  degrees.  If,  after  reduc- 

From  the  Orthopaedic  Division  of  the  Department  of  Surg- 
ery, Duke  University  School  of  Medicine,  Durham,  North 
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Read  hefore  the  Section  on  Surgery.  Medical  Society  of 
the   State  of  Xorth   Carolina.   Pinehurst.    May   11.    1049. 
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tion,  the  elbow  cannot  be  flexed  sufficiently 
without  endangering  the  circulation,  a  cast 
may  be  applied  with  the  elbow  in  a  less 
flexed  position.  After  a  few  days,  when  the 
antecubital  swelling  has  subsided,  another 
cast  may  be  applied  with  the  elbow  in  a  posi- 
tion of  more  acute  flexion.  Extreme  flexion 
of  the  elbow,  however,  is  unnecessary  and 
dangerous. 

After  application  of  the  plaster  dressing, 
a  neck-wrist  sling,  which  assists  in  main- 
taining the  flexion,  is  preferable  to  the  wide 
triangular  sling.  The  fit  of  the  cast  and  the 
position  of  the  extremity  in  the  cast  should 
be  observed  frequently  during  the  first  three 
weeks  after  the  injury.  Too  often  subsidence 
of  edema  and  early  muscular  atrophy  allow 
loss  of  elbow  flexion  in  the  cast  and  lead  to 
a  recurrence  of  the  displacement. 

To  prevent  medial  displacement  and  in- 
ternal rotation  of  the  distal  fragment,  which 
would  result  in  a  varus  or  gunstock  deform- 
ity, extension  of  the  cast  to  include  the  chest 
and  maintain  the  extremity  in  external  ro- 
tation has  been  advised.  Such  fixation  pro- 
vides efficient  immobilization ;  however,  in- 
clusion of  the  chest  is  usually  unnecessary 
if  the  elbow  is  sufficiently  flexed  and  if  a 
snug  fit  of  the  posterior  portion  of  the  arm 
cast  is  secured  and  maintained  carefully  un- 
til bony  consolidation  has  begun. 

Volkmann's  Ischemic  Paralysis 
A  less  common  but  vastly  more  serious 
complication  is  Volkmann's  ischemic  paraly- 
sis. In  supracondylar  fractures,  posterior 
displacement  of  the  distal  fragment  stretches 
the  brachial  artery  across  the  fracture  site 
and  may  result  in  its  contusion,  laceration, 
or  complete  division.  Swelling  beneath  a  cast 
which  is  too  tight  can  obstruct  arterial  flow 
and  cause  ischemia,  but  this  is  by  no  means 
the  usual  cause  of  Volkmann's  paralysis. 
Flexion  of  the  elbow  without  preliminary 
correction  of  the  backward  displacement  of 
the  distal  fragment  may  compress  the  ar- 
tery, but  such  compression  will  not  occur 
if  the  fracture  is  properly  reduced.  The 
pathogenesis  of  Volkmann's  paralysis  has 
been  much  debated,  and  only  recently  has 
to  some  extent  been  clarified.  The  hypo- 
thesis that  venous  obstruction  is  the  chief 
cause  has  been  superseded  among  many  ob- 
servers by  the  belief  that  the  ischemia  re- 
sults from  segmental  spasm  of  the  brachial 
artery,  together  with  reflex   spasm  of  the 


collateral  arterial  channels.  A  visible  lesion 
of  the  artery  may  or  may  not  be  present.  As 
Griffiths'"  and  Foisie1-1  have  pointed  out,  ex- 
ploratory operations  in  early  cases  of  Volk- 
mann's paralysis  have  demonstrated  strong 
pulsations  in  the  brachial  artery  at  a  level 
several  centimeters  above  its  bifurcation, 
while  the  artery  below  this  level  is  narrowed 
and  resembles  a  piece  of  string.  The  upper 
ends  of  the  radial  and  ulnar  arteries  are 
similarly  contracted. 

In  1939  Dunlop':il  reported  his  experience 
with  the  treatment  of  transcondylar  frac- 
tures by  traction  rather  than  immediate 
manipulation.  He  used  suspension  and  lateral 
traction  applied  to  the  skin  of  the  forearm, 
together  with  elevation  of  the  side  of  the  bed, 
a  binder  about  the  child's  body  to  hold  him 
in  the  proper  position  in  bed,  and  in  some 
instances  a  counter-weight  applied  by  means 
of  a  sling  over  the  upper  arm.  By  proper  ad- 
justment of  the  traction,  controlled  by  roent- 
genograms, and  through  the  molding  action 
of  the  tense  muscles,  Dunlop  obtained  excel- 
lent reduction  within  a  day  or  two.  After 
the  roentgenograms  showed  sufficient  callus, 
he  was  able  to  apply  a  posterior  plaster  splint 
and  sling  without  manipulation  of  the  frag- 
ments. 

In  recent  years  we  have  frequently  used 
traction  as  the  primary  treatment  of  supra- 
condylar fractures.  It  has  been  helpful  to 
begin  with  elevation  of  the  entire  extremity, 
with  the  elbow  only  slightly  flexed ;  as  the 
edema  and  the  displacement  decrease,  trac- 
tion strips  are  added  to  the  upper  arm,  and 
the  elbow  is  brought  to  a  position  of  right- 
angle  flexion.  Use  of  the  weighted  sling  over 
the  anterior  aspect  of  the  arm  is  considered 
hazardous,  as  it  may  interfere  with  the  cir- 
culation ;  the  sling  is  added  only  when  it  is 
essential  to  reduction,  and  is  observed  with 
great  care.  After  several  days  of  traction, 
most  cases  have  required  gentle  manipula- 
tion under  anesthesia,  consisting  of  a  for- 
ward push  of  the  distal  fragment,  to  com- 
plete the  reduction  before  a  cast  is  applied 
(fig.  1). 

The  treatment  of  supracondylar  fractures 
by  traction  rather  than  by  immediate  man- 
ipulation is  uneconomical,  since  it  requires 

1.  Griffiths,  D.  L.:  Volkmann's  Ischaemic  Contracture,  Brit. 
J.    Sunt.    28:239-260    (Oct.)    1940. 

2.  Foisie,  P.  S. :  Volkmann's  Ischemic  Contracture;  An  Analy- 
sis of  Its  Proximate  Mechanism,  New  England  J.  Med. 
226:671-679    (April    23)    1912. 

3.  Dunlop,  J.:  Transcondylar  Fractures  of  the  Humerus  in 
Childhood,   J.  Bone  &  Joint  Surg.  21:59-73    (Jan.)    1939. 


194 


NORTH  CAROLINA  MEDICAL  JOURNAL 


April,  1950 


Fig.    1.     Severely    displaced   supracondylar  fracture. 
On  admission  two  hours  after  injury.  B.     After  twenty-four  hours  of  traction. 

C.     After  manipulation  six  days  following  application  of  traction. 


hospitalization  for  a  week  or  more.  In  diffi- 
cult or  dangerous  cases,  however,  particu- 
larly when  ischemia  of  the  forearm  and  hand 
appears  to  be  impending,  traction  is  defi- 
nitely indicated.  It  is  the  only  means  of  af- 
fording constant  elevation,  constant  correc- 
tive mechanical  forces,  and  unimpeded  ob- 
servation of  the  circulation.  Its  use  in  se- 
lected cases  is  an  invaluable  adjunct. 

Skeletal  traction  by  means  of  a  Kirschner 
wire  through  the  olecranon  process  has  its 
advocates,  but  is  rarely  needed.  The  appli- 
cation of  cold  packs  to  the  suspended  elbow 
may  be  helpful. 

In  addition  to  the  substitution  of  traction 
for  manual  reduction,  other  conservative 
measures  for  improving  the  circulation  may 
be  of  great  benefit.  The  reflex  vasospasm 
may  be  relieved  by  intravenous  or  oral  ad- 
ministration of  sympathicolytic  drugs  such 
as  Priscoline,  or  by  the  use  of  ganglionic 
blocking  agents  such  as  Etamon.  Injection 
of  the  stellate  ganglion  with  procaine  is  of 


great  value.  By  such  means  surgical  inter- 
vention may  be  avoided  in  many  incipient 
cases  of  Volkmann's  paralysis. 

When  the  ischemia  is  more  advanced,  or 
when  non-surgical  measures  have  proved  in- 
adequate, operation  is  indicated.  The  radial 
pulse  may  return  after  incision  of  the  deep 
fascia.  Exposure  of  the  arteries  is  usually 
indicated,  however,  in  order  that  any  ob- 
struction may  be  identified  and  relieved.  If 
this  fails  to  restore  the  radial  pulse,  or  if  a 
localized  lesion  of  the  arterial  wall  is  pres- 
ent, prompt  return  of  adequate  collateral  cir- 
culation to  the  hand  may  follow  excision  of 
the  injured  vascular  segment  between  liga- 
tures. During  operation  great  care  must  be 
taken  to  preserve  the  collateral  vessels. 

Supracondylar  fractures  with  forward  dis- 
placement of  the  distal  fragment  are  uncom- 
mon. They  should  be  reduced  manually  and 
immobilized  in  a  plaster  cast  in  the  position 
of  greatest  stability.  Complete  extension  of 
the   elbow  is  frequently  necessary. 


Fig.  2.     Displaced  fracture  of   the  lateral  condyle. 
A.     On    admission. 
B.     On   removal    of   the   cast   five  weeks   after   open  reduction  and   fixation  by  suture. 
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Condylar  Fractures 

Fractures  of  either  condyle  of  the  hum- 
erus, when  slightly  displaced,  can  often  be 
treated  satisfactorily  by  closed  reduction  and 
the  application  of  a  cast.  If  the  medial  con- 
dylar fragment  is  large,  the  fragment  and 
the  forearm  may  slip  medially  and  proxi- 
mally  unless  traction  or  internal  fixation  is 
used.  The  lateral  condyle  frequently  becomes 
so  rotated  by  the  origin  of  the  extensor  mus- 
cles that  its  fractured  surface  tends  to  face 
laterally  (fig  2.).  When  this  occurs,  the 
treatment  of  choice  is  prompt  open  reduction 
and  internal  fixation'41.  The  disastrous  ef- 
fects of  non-union  of  the  lateral  condyle  are 
too  well  known ;  they  include  deformity  of 
the  elbow,  instability,  and  late  ulnar  palsy. 

When  open  reduction  of  a  fracture  of  the 
lower  end  of  the  humerus  becomes  necessary, 
the  problem  of  internal  fixation  is  some- 
times difficult.  The  fragments  are  small  and 
unstable ;  to  prevent  ischemic  necrosis,  their 
soft  tissue  attachments  must  be  disturbed 
as  little  as  possible.  In  many  instances,  su- 
ture of  the  soft  tissues  will  provide  adequate 
fixation.  Miller(5)  treats  certain  comminuted 
fractures  in  adults  by  internal  fixation  with 
Kirschner  wires;  they  are  inserted  without 
open  exposure  while  skeletal  traction  is 
maintained,  and  later  are  removed.  Far  su- 
perior to  nails  or  screws  for  internal  fixa- 
tion after  open  reduction  are  the  threaded 
Kirschner  wires  advocated  by  McCarroll'01 
(fig.  3)  ;  they  are  cut  off  flush  with  the  bone 
at  any  desired  length,  do  not  perforate  the 
skin  or  require  removal,  and  afford  a  maxi- 
mum of  fixation  with  a  minimum  of  foreign 
material. 

Epicondylar  Fractures 
Fracture  of  the  small  lateral  epicondyle 
or  separation  of  its  epiphysis  is  not  a  serious 
injury.  In  fracture  of  the  medial  epicondyle, 
however,  the  displacement  may  be  great,  and 
the  fragment  may  even  be  pulled  into  the 
elbow  joint  by  the  ruptured  medial  ligament 
while  the  joint  is  momentarily  opened  at  the 
instant  of  injury.  The  ulnar  nerve  may  be 
constricted  by  the  displaced  soft  tissues, 
with  the  production  of  ulnar  paralysis.  Open 

•I.  Wilson,  P.  D.:  Fracture  of  the  Lateral  Condyle  of  the 
Humerus  in  Childhood,  J.  Bone  &  Joint  Surg.  18:301-318 
(April)    1930. 

5.  Miller,  0.  L.:  Blind  Nailing  of  the  T  Fracture  of  the 
Lower  End  of  the  Humerus  Which  Involves  the  Joint,  J. 
Bone  &  Joint  Surg.  21:933-938   (Oct.)    1939. 

0.  McCarroll,  H.  R.:  Use  of  Small  Threaded  Wire9  in  the 
Treatment  of  Fractures:  II.  Fractures  of  the  Upper  Ex- 
tremities.  Arch.   Surg.  51:151-109    (Feb.)    19  17. 


Fig.  3.  Threaded 
Kirschner  wire 
used  for  fixation 
of  a  fracture  of 
the  lateral  con- 
dyle. 


reduction  is  usually  neces- 
sary, the  epicondyle  being 
fixed  in  its  normal  position 
by  sutures  in  the  soft  tis- 
sues, and  the  ulnar  nerve 
being  transposed  anterior- 
ly if  it  has  been  trauma- 
tized. 

After-Treat  ment 

The  elbow,  particularly 
in  children,  is  a  delicate 
joint  which  usually  re- 
sponds to  forceful  manipu- 
lation by  stiffening.  More- 
over, passive  stretching 
tends  to  aggravate  any 
tendency  to  traumatic  my- 
ositis ossificans  which  may 
be  present.  For  these  rea- 
sons, early  passive  stretch- 
ing, and  in  much  greater 
degree  early  manipulation  under  anesthesia 
are  contraindicatecl  in  the  after-treatment 
of  elbow  injuries.  This  principle,  advocated 
by  Sir  Robert  Jones(7),  has  been  recognized 
for  many  years  but  too  often  has  been  ig- 
nored. The  temptation  to  force  a  contracted 
elbow  joint  is  strong;  yielding  to.  it.  how- 
ever, can  only  result  in  increased  stiffening. 

The  best  means  of  restoring  normal  mo- 
bility to  the  elbow  is  active  motion  only. 
The  child  should  be  taught  gentle  active  flex- 
ion and  extension  exercises,  and  all  passive 
stretching  should  be  prohibited.  After  mo- 
bilization has  been  started,  a  piece  of  elastic 
rope  or  rubber  tubing  may  be  used  to  facili- 
tate active  extension  exercise  of  the  elbow 

(fig.  4). 

Mahmited  Fractures 

When  a  supracondylar  fracture  of  the 
humerus  has  united  in  malposition,  the  ex- 
tremity is  deformed  and  disabled.  Correction 
can  be  obtained  by  osteotomy'*'.  Accurate, 
reliable  fixation  of  the  small  distal  fragment, 
however,  is  often  difficult  to  accomplish. 
This  problem  can  be  greatly  simplified  by 
the  use  of  a  technique  which  Moore'9'  de- 
scribed in  1947  and  termed  osteotomy-osteo- 

7.  Jones,  R.:  On  Injuries  to  the  Elbow-Joint,  Chir.  J.  25:17- 
21,   1901. 

8.  Shands,  A.  R.,  Jr.:  Mahmited  Fractures  of  the  Lower 
End  of  the  Humerus,  Am.  J.  Surg.  30:679-693   (June)   1937. 

9.  Moore,  J.  R.:  Osteotomy-Osteoclasis :  A  Method  for  Cor- 
recting Long-Bone  Deformities,  ,7.  Bone  &  Joint  Surg.  29: 
119-129    (Jan.)    1917. 
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Fig.  4.     Active  extension  exercise  of  the   right 
elbow,    obtained    by    use   of   rubber   tubing. 


Fig.  5.     Correction  of  varus  deformity  by  osteo- 
tomy -ost  eoclasis. 

A.  Gunstock    deformity     from    malunion    of    a 
supracondylar   fracture. 

B.  After   wedge   osteotomy    and    filling   of   the 
defect   with   bone  chips. 

C.  After    delayed    osteoclasis    at    the    level    of 
the    osteotomy. 

clasis  (fig.  5).  The  humerus  is  partially  sec- 
tioned by  the  removal  of  a  triangular  wedge 
from  its  convex  side,  and  the  defect  is  filled 
with  small  bone  fragments  obtained  from 
the  wedge ;  postoperatively  a  cast  is  applied. 
Two  to  three  weeks  later  the  weakened  bone 
is  fractured  manually,  and  the  corrected  po- 
sition is  secured  and  maintained  by  a  cast. 
This  two-stage  technique  lessens  the  hazards, 
the  trauma,  and  the  postoperative  swelling 
associated  with  osteotomy,  and  ensures  ac- 
curate estimation  and  control  of  the  desired 
angulation. 

Summari/ 
Certain  pitfalls  in  the  treatment  of  frac- 
tures of  the  lower  end  of  the  humerus  in 
children  have  been  enumerated,  and  several 
methods  of  avoiding  them  have  been  dis- 
cussed. 


MOLD  ARTHROPLASTY  OF  THE  HIP 

Harry  Winkler,  M.D. 

Charlotte 

The  painful  hip,  the  hip  with  limited  joint 
function,  or  the  hip  which  is  both  painful 
and  limited  in  motion  has  been  a  difficult 
problem  heretofore  in  orthopedic  surgery. 
In  the  days  before  antibiotics,  blood  trans- 
fusions, and  improved  surgical  techniques, 
attempts  at  arthroplasty,  employing  some 
type  of  interposing  membrane  such  as  fascia 
lata,  were  heroic  procedures,  and  the  mor- 
tality was  quite  high.  The  results  left  much 
to  be  desired.  Pain  frequently  remained  and 
hip  joint  function,  if  the  patient  survived 
the  surgical  procedure,  continued  to  be  mark- 
edly impaired.  Probably  the  greatest  success 
with  this  type  of  operation  was  obtained  by 
the  late  Willis  Campbell'11  of  Memphis,  Ten- 
nessee, and  the  late  William  S.  Baer'-1  of 
Johns  Hopkins  University.  Even  their  best 
results,  some  of  which  I  have  had  an  oppor- 
tunity to  see,  were  still  far  from  satisfac- 
tory. 

Development  of  Mold  Arthroplasty 

Many  surgeons  have  felt  in  the  past  that 
the  best  method  of  treating  these  painful, 
disorganized  hips  was  by  fusion  or  arthro- 
desis, which  sacrificed  joint  function  in  or- 
der to  provide  relief  from  pain.  Dr.  Smith- 
Petersen'-'11  of  Boston,  who  first  developed 
an  adequate  approach  to  the  hip  joint  and 
who  later  conceived  the  idea  of  a  mold  arthro- 
plasty, is  responsible  for  the  concept  of  re- 
constructing a  movable,  painless  hip  joint. 
At  first  he  used  glass  cups,  which  were  found 
to  be  too  fragile.  Later  he  employed  Bake- 
lite  cups,  and  now  he  uses  Vitallium  cups. 

Smith-Petersen  has  reported  on  more  than 
500  such  operations  performed  at  the  Mas- 
sachusetts General  Hospital'4'.  While  not  all 
such  arthroplasties  are  successful  and  revis- 
ions are  occasionally  necessary,  this  is  a 
procedure  which  offers  hope  to  a  group  of 
patients  who  have  been  considered  in  the 
past  with  extreme  pessimism. 

The  improvements  in  surgical  technique, 

l.    Campbell,   W.   C:  Operative  Orthopedics,   St.   Louis,   C.   V. 

Mosby  Co.,   1949. 
•2.    Baer,    W.    S. :    Communications    with    Dr.    George    Bennett, 

Baltimore. 
3.    Smith-Petersen,  M.  N.:  Arthroplasty  of  Hip;  New  Method. 

J.   Bone  0*   Joint  Surg.   21:   269-288    (April)    1(139. 
1.    Smith-Petersen,    M.    X.:    Evolution    of    Mould    Arthroplasty 

of  the  Hip  Joint,  J.  Bone  &  Joint   Surg.   30B:59-75    (Feb.) 

1948, 
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Fig.  1  (Miss  I.  M.)-  This  patient  sustained 
a  fracture  of  the  hip  on  May  19,  1946.  Aseptic 
necrosis  of  the  hip,  evident  in  the  above  pic- 
ture, developed.  Arthroplasty  was  performed  on 
August    12,   1948. 


the  use  of  blood  transfusions,  and  the  de- 
velopment of  antibiotics  have  all  contrib- 
uted to  making  the  procedure  relatively  safe. 
Increasing  refinements  in  technique  have 
improved  the  range  of  motion  and  practi- 
cally eliminated  the  pain. 

Indications 
The  conditions  which  we  have  considered 
as  indications  for  this  procedure  are : 

1.  Malum  coxae  senilis,  with  multiple  os- 
teoarthritic  changes. 

2.  Arthritic  changes  following  trauma  or 
with  aseptic  necrosis  of  the  head,  such  as 
is  seen  following  traumatic  dislocation  of 
the  hip. 

3.  The  ankylosed  or  partially  ankylosed 
hip  seen  in  rheumatoid  arthritis  or  in  chron- 
ic Marie-Strumpell  spondylitis.  There  is 
some  difference  of  opinion  as  to  the  optimum 
time  for  performing  mold  arthroplasty  in 
such  cases,  particularly  in  the  early  rheuma- 
toid types.  Walter  Bauer  of  Boston  has  felt 
that  the  disease  should  be  fairly  inactive  be- 
fore operative  intervention  is  undertaken. 
We  feel,  however,  that  surgery  is  indicated 


Fig.    2    (Miss    I.    M.).     Roentgenogram    made 
on    April   5,    1949,   showing   mold    arthroplasty. 

ient  -""    '  i  ...    ■■•• 

is  excellent 
has  a  little 
ing 


on  April  o,  i»4»,  snowing  mom  artnropiasty. 
The  patient  still  limps,  but  function  of  the  hip 
is  excellent  and  is  steadily  improving.  She  still 
which    is   gradually   decreas- 


pain. 


as  soon  as  pain  is  severe  and  joint  function 
sufficiently  limited.  Once  the  joint  becomes 
ankylosed,  soft  tissue  structures  become  atro- 
phic and  lose  their  function  ;  and  even  though 
the  hip  joint  may  be  reconstructed,  it  is  dif- 
ficult to  restore  soft  tissue  function  and  mus- 
cle use  to  normalcy.  When  operation  is  per- 
formed early,  we  feel  that  function  is  still 
present  and  can  be  preserved. 

4.  Ankylosis  or  arthritis  of  the  hip  fol- 
lowing other  types  of  infection,  such  as  osteo- 
myelitis. 

5.  Aseptic  necrosis  of  the  head  of  the  fe- 
mur following  fracture  of  the  neck. 

6.  Old  congenital  dislocation  of  the  head 
of  the  femur. 

7.  Old  arthritis  of  the  hip  joint  following 
a  slipped  upper  femoral  epiphysis. 

8.  Old  Legg-Perthes'  disease  with  deform- 
ity of  the  head,  which  has  become  painful. 

Technique  of  Operation 
The  hip  joint  is  approached   through  an 
anterior  femoral  incision  designed  by  Smith- 
Petersen.  The  crest  of  the  ilium  is  exposed, 
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Fig.  3  (Mrs.  L.  G.  C.).  This  patient  sus- 
tained a  fracture  of  the  neck  of  the  left  femur 
on  August  6,  1945.  A  Smith-I'etersen  nail  was 
introduced  and  aseptic  necrosis  of  the  hip  de- 
veloped, with  the  nail  impinging  on  the  outer 
aspect  of  the  acetabulum.  The  nail  was  re- 
moved and  mold  arthroplasty  was  performed  on 
May   24,    1948. 


Fig.  4  (Mrs.  L.  G.  C).  Roentgenogram  made 
on  August  14,  1948,  showing  mold  arthroplasty. 
The  patient  has  excellent  function  and  is  well 
pleased  with  the  result. 


Fig.  5  (Mr.  C.  M.  L.).  Roentgenogram  made 
on  April  6,  1945.  The  patient  had  had  a  chronic 
Marie-Striimpell  spondylitis  with  ankylosis  of 
both  hips  and  flexion  deformities  of  both  knees. 
Mold  arthroplasty  of  the  right  hip  was  per- 
formed on  April  26,  1946,  and  mold  arthroplasty 
of  the  left  hip  on  June  19,  1946. 


Fig.  6  (Mr.  C.  M.  L.).  Roentgenogram  made 
on  October  7,  1946,  showing  mold  arthroplasty 
of  the  hips.  The  patient  is  up  and  about,  walk- 
ing with  the  aid  of  a  cane,  and  gainfully  em- 
ployed. Motion  in  the  hip  joints  is  limited,  but 
he  is  quite  pleased  with  his  result. 


April,  1950 


ARTHROPLASTY— WINKLER 


199 


Fig.  7  (Miss  D.  V.  L.).  Roentgenogram 
showing  old  chronic  osteomyelitis  of  both  hips. 
There  was  marked  pelvic  obliquity  and  an  ap- 
parent shortening  of  5Yz  inches.  Mold  arthro- 
plasty was  performed  on  the  right  hip  on  Au- 
gust 19,  1948.  Osteotomy  of  the  left  hip  was 
done  on  September  16,  1948. 


Fig.  8  (Miss  D.  V.  L.).  Roentgenogram  made 
on  February  5,  1949,  showing  the  mold  arthro- 
plasty and  the  osteotomy.  The  patient  still  has 
about  an  inch  difference  in  the  length  of  her 
legs,  but  walks  with  the  aid  of  a  cane  and  is 
quite  pleased  with  the  arthroplasty  on  the  right. 
She  requests  that  one  be  performed  on  the  left. 


and  following  subperiosteal  dissection  both 
medially  and  laterally  from  the  anterior  su- 
perior spine  downward,  all  of  the  structures 
are  dissected  off  down  to  the  capsule  of  the 
joint.  The  entire  acetabulum  can  be  exposed, 
including  its  intrapelvic  protrusion.  After 
resection  of  the  capsule,  particularly  its  an- 
terior portion,  the  entire  anterior  margin  of 
the  acetabulum  is  resected.  The  hip  can  be 
dislocated  without  much  difficulty  unless  it 
is  ankylosed.  If  it  is  ankylosed,  it  becomes 
necessary  to  cut  the  hip  from  the  acetabu- 
lum. If  the  old  line  of  cleavage  can  be  found, 
special  curved  gouges,  which  have  been  de- 
veloped by  Smith-Petersen,  facilitate  the  cut- 
ting out  and  shaping  of  the  head.  When  this 
has  been  accomplished,  the  head  can  then 
be  dislocated. 

The  head  is  carefully  rounded  with  a  spe- 
cially designed  reamer,  and  the  acetabulum 
is  similarly  reamed  out  to  conform  to  the 
head.  All  osteophytes  and  excessive  bone  are 
chiseled  away.  The  posterior  acetabulum  is 
examined  and  cut  away  so  that  it  does  not 
impinge  on  the  neck.  Any  exuberant  or  ex- 
cessive capsule  is  also  removed.  A  suitable 
Vitallium  cup  is  then  applied  to  the  head, 
and  should  move  freely  on  the  head.  It  should 
also  fit  the  acetabulum  well.  When  the  cup 
has  been  fitted  properly,  reduction  of  the 
cup  and  head  into  the  acetabulum  is  done. 


We  try  to  have  free  movement  between  the 
head  and  the  Vitallium  cup,  and  between  the 
cup  and  the  acetabulum.  The  closure  is  sim- 
ple and  along  anatomic  planes,  the  anterior 
superior  spine  usually  being  removed  to  fa- 
cilitate the   closure. 

Postoperative  Care 

Postoperatively  these  patients  are  usually 
fairly  comfortable.  They  are  placed  in  Buck's 
extension  and  traction  until  the  operative 
wound  is  healed  (about  ten  days) ,  and  then 
are  started  on  exercises  to  restore  joint  mo- 
tion. Skating  (a  roller  skate  is  attached  to 
the  foot,  and  abduction  and  adduction  exer- 
cises are  performed  on  a  board  laid  on  the 
bed),  flexion  and  extension  exercises  such 
as  walking  up  steps  and  riding  a  bicycle,  and 
other  exercises  are  continued  until  maximum 
joint  function  is  obtained.  In  some  of  these 
cases  motion  will  always  be  limited,  but 
every  attempt  should  be  made  to  restore  a 
maximum  degree  of  function  by  means  of 
exercises. 

Results 

We  have  performed  mold  arthroplasty  of 
the  hip  in  20  cases ;  in  5  of  these  the  opera- 
tion was  done  bilaterally.  We  have  had  one 
death  due  to  anesthesia  and  one  postopera- 
tive infection,  which  is  now  healed.  We  be- 
lieve that  3  of  our  early  cases  may  require 
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revision  later.  Many  of  these  patients  are 
back  at  a  normal  occupation :  one  drives  a 
bus  daily;  another  is  working  in  a  textile 
mill ;  one  formerly  bedridden  patient  with 
old  Marie-Striimpell  spondylitis,  whose  hips 
were  originally  ankylosed  in  flexion  and  who 
has  a  fibrous  ankylosis  of  the  knees,  is  now 
a  clerk  and  walks  about  with  a  cane.  Recent- 
ly operations  were  performed  on  2  patients 
with  complete  ankylosis  of  the  hips,  who 
were  confined  to  the  house ;  they  are  now 
getting  about  with  the  aid  of  canes  and  are 
increasing  their  activities. 

Conclusion 
We  feel  that  mold  arthroplasty  of  the  hip 
is  an  excellent  procedure  for  selected  cases. 
It  requires  meticulous  surgery  and  careful 
after-care,  with  adequate  physiotherapy  di- 
rected toward  restoring  maximum  joint  func- 
tion. With  reasonable  safeguards  one  can 
expect  to  offer  a  patient  relief  from  pain, 
improvement  in  joint  function,  and  better 
posture. 


NEUROPSYCHIATRY  IN  PRIVATE 
PRACTICE 

Robert  L.  Garrard,  M.D. 
Greensboro 

Psychiatry  has  the  widest  horizon  of  all 
specialties,  and  at  present  is  enjoying  its 
greatest  popularity.  Psychiatry  provides 
wider  ramifications  into  the  community  than 
any  other  specialty.  It  is  generally  conceded 
that  only  a  special  type  of  person  becomes 
a  psychiatrist,  and  that  certain  features  dis- 
tinguish this  group  of  physicians.  Moore111 
enumerates  the  factors  which  enter  into  the 
make-up  of  psychiatrists  as  follows : 

1.  Special  emotional  conditioning  during 
youth 

2.  Definite    personality    or   adjustment 
problems  in  the  individual  himself 

3.  A  special  attitude  described  as  "being 
psychologically  minded" 

4.  A  desire  to  help  people  and   to   be 
helped. 

A  psychiatrist  should  be  well  acquainted 
with  nature,  science  and  logic,  and  should 
have  respect  for  the  feelings  and  spirits  of 


t     Neurology    and    Psychiatry, 
of    North    Carolina,    Piuehurst, 


Read    before    the    Section 
Medical    Society    of    the    State- 
Ma)     11,    1949. 

1.    Moore,    M.:    The   Private    Practice    of    General    Psychiatry. 
Am,    J.    Psychiat.    98:48-32    (July)    1941. 


others.  He  should  first  be  a  well  trained  phy- 
sician before  being  trained  as  a  psychiatrist. 
Ideally,  he  should  be  a  part  of  the  commun- 
ity in  which  he  lives.  He  should  know  the 
community  and  be  familiar  with  its  re- 
sources, schools,  churches,  and  industry. 

Neurology 

The  private  practice  of  neuropsychiatry 
usually  reduces  itself  to  the  practice  of  psy- 
chiatry. The  neurologic  portion  of  such  a 
practice1-'  is  indeed  very  limited. 

A  psychiatrist  in  private  practice  will  see 
an  occasional  brain  tumor  or  other  neurolog- 
ic lesion,  though  these  constitute  an  extreme- 
ly small  fraction  of  his  practice.  He  should 
be  very  much  interested  in  neurology,  how- 
ever, because  it  provides  him  with  a  broader 
understanding  and  helps  him  to  avoid  em- 
barrassing errors. 

Attitude  and  Needs 

Psychiatry  in  our  country  meets  an  at- 
titude which  admittedly  is  a  great  handicap. 
There  is  a  deeply  rooted  belief  in  our  West- 
ern culture  that  it  is  shameful  to  be  mentally 
ill.  Some  believe  that  mental  illness  is  sinful, 
and  others  feel  that  the  patient  deserves 
his  affliction.  Some  authors':!l  place  this  fac- 
tor of  shame  as  number  1  in  the  list  of  lim- 
itations to  this  branch  of  medicine.  The  feel- 
ing of  shame  causes  a  family  to  hide  its  men- 
tally ill  members,  and  in  part  accounts  for 
public  apathy  about  care  of  the  mentally  ill. 
Much  of  the  public  thinks  of  all  mental  ill- 
ness in  terms  of  insanity.  Many  people  feel 
that  mental  and  emotional  sickness  must  be 
hidden  and  denied  until  recognition  and  care 
can  no  longer  be  postponed.  Physicians  often 
hesitate  to  recommend  psychiatric  treatment, 
for  fear  of  losing  the  patient  and  arousing 
hostility  in  the  family. 

Figures  indicate  the  magnitude  of  the 
psychiatric  problem  facing  us  in  the  United 
States.  About  six  years  ago  Stanley  Cobb':;i 
estimated  that  there  were  at  least  six  million 
persons  with  borderline  neuropsychiatric 
disorders  in  this  country.  Some  authors  be- 
lieve that  only  about  10  per  cent  of  those 
who  need  psychiatric  evaluation  and  treat- 
ment are  getting  it  today.  It  is  estimated 
that  there  is  only  one  practicing  psychiatrist 
to  every  five  thousand  psychiatric  outpa- 
tients needing  help. 


ctice    of    Neurology    in     the     United 
.I.A.Am.M.     Coll.     21:281-292      (Sept.) 


2.  Bailey.  1'.:  The  Pr 
States'  of  America, 
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3.  Faluns;.    H.    D.:    The    Evaluation    of    Neuropsychiatry,    J 
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Sources  of  Referral 

A  great  majority  of  patients  are  referred 
to  psychiatrists  by  other  physicians.  Certain 
doctors  are  far  more  psychiatric-minded  than 
others,  and  I  would  estimate  that  fully  90 
per  cent  of  the  referrals  to  psychiatrists  come 
from  about  10  per  cent  of  the  physicians  in 
private  practice.  A  considerable  number  of 
patients  come  to  the  psychiatrist  as  self- 
referrals,  or  upon  the  recommendation  of 
other  patients.  Certain  community  agencies 
require  considerable  psychiatric  assistance. 
These  include  the  Family  Service,  Welfare 
Department,  and  State  Vocational  Rehabili- 
tation units,  as  well  as  the  Red  Cross.  The 
Veterans  Administration,  of  course,  refers  a 
considerable  number  of  patients.  The  courts 
or  jails  are  a  frequent  source  of  referrals. 
Many  judges  and  jailers  show  more  under- 
standing of  psychiatric  disorders  than  is 
found  among  some  physicians.  Most  of  the 
referrals  from  the  jail  are  for  commitment 
to  a  psychiatric  institution.  Only  rarely  is  a 
psychiatrist  called  into  court  on  guardian- 
ship cases.  A  few  patients  are  referred  from 
schools,  directly  or  indirectly.  A  fair  num- 
ber of  referrals  come  from  various  hospitals 
and  sanatoria  as  the  patients  are  being  dis- 
charged and  returned  to  their  communities. 

One  of  the  big  problems  is  that  of  trying 
to  see  the  patient  immediately  after  he  is  re- 
ferred. The  average  physician  has  very  little 
understanding  of  the  time  limitations  in  psy- 
chiatric practice  and  the  very  great  diffi- 
culty of  "squeezing"  another  patient  into  a 
busy  day's  schedule.  To  maintain  good  rela- 
tions with  other  physicians,  it  is  often  nec- 
essary to  see  the  patient  or  his  family 
promptly,  even  though  the  first  visit  is  ex- 
tremely brief  and  a  case  study  is  postponed 
until  a  regular  appointment  can  be  scheduled. 
As  a  rule,  emergency  cases  are  seen  within 
a  period  of  hours. 

I  find  that  sending  adequate  reports  to  the 
referring  physicians  or  agencies  requires  a 
great  deal  of  time ;  yet  it  is  a  most  important 
part  of  psychiatric  practice.  A  dictating  ma- 
chine is  absolutely  essential.  Reports  can 
help  to  correct  various  misconceptions  and 
can  point  out  the  necessity  for  conservative 
therapy  or  radical  means  of  treatment  in  a 
particular  case.  Most  physicians  appreciate 
a  rather  condensed  report,  giving  the  diag- 
nosis and  recommendations.  Some,  however, 
like  a  very  detailed  description  of  the  case, 


and  this  provides  a  very  effective  means  of 
orienting  the  referring  physician  to  psychia- 
try. 

Therapy 

The  practicing  psychiatrist,  as  a  rule,  sees 
a  wide  variety  of  cases  ranging  from  behav- 
ior disorders  in  children  to  senile  psychoses. 
The  bulk  of  his  practice,  however,  will  be 
made  up  of  psychoneurotics,  with  a  fair  per- 
centage of  psychopathic  personalities.  Ther- 
apy must  be  planned  to  be  as  practical  as 
possible,  and  one  must  use  various  methods 
to  treat  the  volume  of  cases  referred. 

We  are  all  aware  of  the  iatrogenic  nature 
of  many  nervous  and  mental  disorders.  Cer- 
tainly many  physicians  plant  firm  convic- 
tions of  disease  in  their  patients'  minds,  and 
such  beliefs  are  difficult  to  alter.  Ross'41  has 
said  that  the  introduction  of  the  stethoscope 
was  a  disaster  from  which  we  have  not  yet 
recovered.  That  statement  was  certainly  true 
in  the  days  when  the  patient  was  condemned 
to  an  early  demise  on  the  strength  of  a  sys- 
tolic murmur. 

The  psychiatrist  has  to  deal  with  two  prev- 
alent misconceptions1""  :  (1)  a  belief  that  psy- 
chiatry can  cure  everybody  and  (2)  the  atti- 
tude that  psychiatry  can  do  nothing  and  is 
intended  only  for  crazy  people.  Many  pa- 
tients come  to  a  psychiatrist  expecting  to 
have  a  miraculous  cure  within  a  few  days  or 
weeks.  They  often  become  discouraged  and 
stop  treatment  after  one  or  two  interviews. 
They  think  in  terms  of  organic  illness  and 
are  accustomed  to  drug  therapy.  They  resent 
an  emotional  explanation  of  symptoms.  Too 
often  we  are  not  aware  of  the  patient's  lim- 
ited capacity  to  utilize  psychotherapy. 

One  of  the  greatest  problems  I  have  had 
to  contend  with  is  failure  of  the  family  to  co- 
operate. Often  members  of  a  patient's  family 
are  so  emotionally  involved  that  they  are  not 
capable  of  dealing  with  their  feelings  intelli- 
gently. They  may  be  so  exhausted  that  they 
are  willing  to  give  up.  It  is  almost  the  rule 
that  they  have  made  the  rounds  of  various 
physicians  and  have  used  up  their  funds. 
They  cannot  see  their  way  clear  to  let  the 
patient  undergo  a  period  of  treatment  that 
requires  weeks  and  months  of  additional  ex- 
penses. 

I.  Formen,  F.:  Psychiatry  in  General  Practice,  Presidential 
Address  delivered  to  the  Capetown  Post-Graduate  Medical 
Association.    October   :i.    lilt'.. 
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Handling  of  psychiatric  emergencies 

It  seems  that  many  of  our  juvenile  psycho- 
paths no  longer  travel  West  to  ventilate  their 
aggression.  They  remain  in  the  home,  become 
dependent  upon  the  parents,  turn  to  alcohol 
in  excess,  and  periodically  shoot  up  the  house 
during  the  late  hours  of  the  night,  sending 
the  parents  scrambling  for  cover  and  begging 
for  help.  Highly  publicized  kidnapping  and 
murder  cases  have  tended  to  upset  many  la- 
tent neurotics. 

In  dealing  with  emergency  cases"",  the 
psychiatrist  is  wise  to  obtain  as  much  in- 
formation as  possible  before  entering  the 
situation  in  person.  Information  obtained  by 
telephone  is  often  very  misleading  and  tends 
to  cover  up  the  real  situation.  If  the  patient 
is  homicidal  or  otherwise  uncontrollable  and 
refuses  to  see  a  psychiatrist,  the  problem  be- 
comes more  legal  than  medical.  When  one 
encounters  a  homicidal  case,  it  is  best  to 
withdraw  and  explain  to  the  family  or  friends 
that  the  case  is  one  for  the  police.  It  is  never 
wise  to  struggle  with  a  violent  patient  with- 
out adequate  help.  Unless  there  is  a  definite 
superiority  of  strength,  someone  is  certain 
to  be  injured. 

Shock  treatment 

Some  insist  on  quick  results,  and  this  at- 
titude often  leads  to  the  question  of  shock 
treatment.  The  advisability  of  administering 
shock  treatment  in  the  office  is  a  much  de- 
bated question,  though  a  considerable  num- 
ber of  psychiatrists  give  it  in  their  offices, 
or  even  in  the  patient's  home.  My  personal 
opinion  is  that  it  should  be  limited  to  a  hos- 
pital or  outpatient  department.  It  is  also  my 
opinion  that  some  psychiatrists  use  it  to  ex- 
cess because  it  is  the  fad,  or  because  it  pro- 
vides additional  income.  It  is  often  very  dif- 
ficult to  make  families  and  doctors  realize 
that,  even  though  electroshock  therapy  is 
used,  psychotherapy  is  still  a  vital  part  of 
the  treatment  program.  It  can  still  be  said 
that  the  most  valuable  method  of  treatment 
in  most  cases  is  psychotherapy. 

Psychotherapy 

At  the  beginning  a  new  patient  needs  to 
be  oriented  as  to  what  treatment  will  con- 
sist of,  and  the  time  and  expense  involved. 
The  patient  should  understand  that  a  course 
of  therapy  will  be  almost  like  going  to  school, 

0.  Eaton.  H.  D.:  Psychiatric  Problems  in  Private  Practice: 
Their  Management,  California  &  West.  Med.  56:14-17 
(Jan.)    1942. 


and  that  his  treatment  will  be  in  the  nature 
of  re-education. 

In  planning  psychotherapy  one  has  to 
choose  between  two  types  of  treatment'11. 
These  have  been  designated  as  the  inspira- 
tional type  and  the  analytic  type.  Usually 
best  results  can  be  obtained  by  using  inspir- 
ational or  repressive  therapy  first,  even 
though  later  the  treatment  becomes  more  or 
less  analytic  and  provides  the  patient  with 
insight.  If  one  is  to  hold  the  patient  for  treat- 
ment there  must  be  good  rapport,  and  this 
definitely  comes  by  an  appeal  to  the  emo- 
tions and  not  to  the  intellect.  Ultimately, 
however,  insight  seems  to  be  necessary  and 
desirable  if  one  is  to  obtain  best  results.  The 
psychiatrist  in  private  practice  is  in  an  ideal 
position  to  observe  various  members  of  the 
family,  and  he  can  understand  the  patient 
and  his  relationships  better  than  the  thera- 
pist in  an  institution  or  medical  center  far 
removed  from  the  home. 

Some  psychiatrists  use  hypnosis  to  a  great 
extent  while  doing  psychotherapy.  I  believe, 
however,  that  this  method  is  not  generally 
appreciated  or  accepted  by  the  medical  pro- 
fession or  the  public.  The  use  of  Amytal  in- 
terviews meets  with  full  approval  by  other 
physicians  and  by  the  public.  This  is  cer- 
tainly a  time-saving  measure,  and  is  an  econ- 
omy both  to  the  therapist  and  to  the  patient. 
I  believe  that  Amytal  is  more  satisfactory 
than  Pentothal,  since  the  patient  is  more 
cheerful  and  does  not  go  to  sleep  as  readily. 
I  have  found  that  3%  grains  of  Sodium  Amy- 
tal in  about  6  cc.  of  water,  injected  over  a 
period  of  ten  to  twenty  minutes,  is  a  very 
effective  dose  and  does  not  put  the  patient 
to  sleep.  It  will  usually  make  him  drowsy, 
however,  and  he  may  prefer  to  lie  clown  for 
an  hour  before  going  home.  He  should  not 
be  allowed  to  drive  or  go  on  the  streets  alone 
for  a  period  of  two  or  three  hours. 

A  great  deal  has  been  written  about  the 
extent  to  which  the  reasoning  power  can  be 
used  to  control  the  hypothalamic  center  and 
the  autonomic  nervous  system.  Alvarez'7'  has 
commented  that  the  thalamic  region  can  be 
upset  by  fatigue,  insomnia,  and  nervous 
strain.  He  stated  that  it  may  be  weak  by 
heredity  or  injured  by  encephalitis  and  in 
older   persons  by  arteriosclerosis.   Tucker(8) 

7.  Alvarez,  W.  C. :  New  Light  on  the  Mechanisms  by  Which 
Nervousness  Causes  Discomfort,  J.A.M.A.  115:1010-1013 
(Sept.   21)    1940. 

S.  Tucker.  B.  R. :  The  Newer  Treatments  in  Neuropsychiatry, 
Virginia  M.   Monthly  71 :75-78    (Feb.)    1944. 
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believes  that  the  hypothalamus  can  be  de- 
sensitized by  the  use  of  reason  or  by  func- 
tions of  the  cerebrum.  He  says  also  that  mod- 
erate doses  of  Rabellon  or  belladonna  root 
extract  are  useful  in  conjunction  with  rea- 
soning therapy. 

Auxiliary  measures 

There  are  many  auxiliary  measures  and 
forms  of  treatment,  including  the  use  of  re- 
ligion, interviews  with  the  minister,  the  use 
of  various  social  agencies,  and  the  assistance 
of  friends  and  relatives  in  directing  the  pa- 
tient's living.  A  nursing  home  is  sometimes 
quite  useful,  especially  for  senile  cases  not 
requiring  commitment  to  an  institution,  but 
too  disturbed  to  remain  in  the  home. 

I  have  used  reading  therapy  or  bibliother- 
apy  to  very  good  advantage.  Certain  brief 
articles  of  twenty  to  twenty-five  pages  can 
be  read  preceding  the  psychiatric  interview. 
I  have  also  used  a  very  large  colored  chart 
showing  the  anatomy  of  the  body  and  the 
nervous  system  to  some  advantage  in  many 
cases.  Patients  comprehend  from  visual  im- 
agery much  better  than  they  can  from  the 
spoken  word.  A  very  effective  means  of 
therapy  in  some  cases  can  be  arranged  by 
the  use  of  phonograph  records.  I  have  in 
mind  material  such  as  the  excellent  records 
prepared  by  Dr.  Menninger  on  "Meet  Your 
Mind."  Group  therapy,  used  quite  effectively 
in  treating  veterans,  has  not  been  developed 
extensively  in  private  practice.  I  think  it 
could  best  be  used  in  connection  with  lec- 
tures to  mothers  on  behavior  disorders  of 
childhood.  It  could  also  be  used  in  special 
lectures  and  programs  for  educational  pur- 
poses. 

Treatment  of  alcoholism 

The  problem  of  alcoholism  is  serious 
enough  to  warrant  a  few  words.  I  believe 
it  is  generally  conceded  by  physicians  and 
psychiatrists  that  very  little  can  be  accom- 
plished in  treating  chronic  alcoholics  unless 
they  are  willing  to  spend  a  year  or  longer 
with  intensive  therapy.  It  is  also  agreed  that 
alcoholics  themselves  cure  or  control  more 
alcoholism  than  all  psychiatrists  and  physi- 
cians combined.  As  a  practical  measure,  the 
best  treatment  is  to  refer  alcoholics  to  Al- 
coholics Anonymous'91.  Fortunately  only  a 
small  percentage  of  one's  patients  have  to  be 
referred  to  a  hospital  or  committed  to  a  state 

!i.    The    Alcoholic    Foundation.    Inc.,    P.    0.    Box    450,    Grand 
Central    Annex,    New   York,   N.    Y. 


institution.  As  a  rule  it  is  not  difficult  to 
persuade  the  family  to  have  an  alcoholic  rel- 
ative go  to  a  private  psychiatric  hospital.  On 
the  other  hand,  they  almost  always  balk  when 
one  speaks  of  a  state  hospital  or  the  alcoholic 
division  of  Dix  Hill. 

Neurosurgery 

The  psychiatrist  often  encounters  patients 
who  do  not  respond  to  any  of  the  usual  forms 
of  therapy  and  who  are  essentially  useless 
to  themselves  and  to  their  families.  I  believe 
that  such  cases  should  be  reviewed  by  a  com- 
petent staff  or  psychiatric  board  and  consid- 
ered for  brain  surgery.  Many  of  these  pa- 
tients could  be  made  much  more  comfortable 
and  less  of  a  burden  to  the  family  if  treated 
by  lobotomy(S). 

The  Private  Psychiatrist  and  Psychiatric 
Hospitals 

A  private  psychiatrist  usually  loses  con- 
tact with  his  patients  entirely  if  they  go  to 
a  state  institution.  In  some  of  the  private 
hospitals  routine  progress  reports  are  sent 
to  the  referring  physician.  These  in  turn  may 
be  passed  on  to  the  family,  and  I  have  found 
that  such  reports  are  helpful  and  are  much 
appreciated  by  the  relatives. 

Psychiatry  in  Rural  Areas 

Many  psychiatrists  in  private  practice  are 
called  upon  to  treat  patients  in  rural  dis- 
tricts. Rural  psychology'101  has  many  distinc- 
tive features.  There  is  much  greater  cohesion 
of  the  rural  family,  and  one  finds  a  more 
intense  emotional  interplay  between  mem- 
bers of  the  family  than  we  see  in  urban  com- 
munities. A  person  who  remains  in  the  coun- 
try does  not  like  to  lose  his  identity  with  the 
family.  He  may  recognize  the  need  for  psy- 
chiatric help,  but  he  does  not  like  to  have 
the  family  relationships  disturbed.  Rural 
people  are  accustomed  to  the  family  doctor, 
who  leaves  the  family's  social,  moral,  and 
emotional  mores  alone  and  who  does  not  re- 
quire radical  changes  in  attitudes.  Occasion- 
ally the  family  physician  will  agree  with  the 
family's  attitude  and  will  prejudice  them 
against  the  psychiatrist  and  his  filthy  curi- 
osity. 

Rural  people,  and  many  city  dwellers,  di- 
vide mental  illness  into  two  categories.  The 
first  is  insanity  or  craziness,  and  carries  with 
it  a  hopeless  prognosis  and  a  cruel  stigma. 

in.    Kieve,    R.:    Some    Principles    of    Rural    Psychiatry,    Bull. 
Menninsrer   Clinic    12:158-165    (Sept.)    191S. 


204 


NORTH   CAROLINA   MEDICAL  JOURNAL 


April,  1050 


The  second  is  nervousness,  which  has  noth- 
ing in  common  with  craziness  and  is  sup- 
posed to  arise  from  a  somatic  cause.  They 
think  that  the  psychiatrist  is  to  be  called  in 
the  case  of  craziness,  but  is  to  be  avoided  in 
the  case  of  nervousness.  In  view  of  this  at- 
titude, it  is  easy  to  understand  why  psychia- 
try is  more  difficult  in  rural  areas  than  in 
the  city. 

"Extracurricular"  Activities 
A  psychiatrist  in  private  practice  will  find 
that  he  has  many  additional  duties  if  he  is 
willing  to  spend  time  on  educational  pro- 
grams and  to  speak  before  clubs,  agencies, 
churches,  and  other  organizations.  In  most 
cases  he  has  an  opportunity  to  affiliate  with 
a  college  in  a  teaching  capacity,  or  to  con- 
duct a  clinic.  Such  affiliations  will  provide 
a  small  income ;  they  are  desirable  for  edu- 
cational purposes,  and  provide  very  pleasant 
associations. 

Financial  Considerations 
A  discussion  of  neuropsychiatry  in  private 
practice  would  not  be  complete  without  some 
mention  of  financial  problems.  Most  of  us 
practice  to  make  a  living,  and  would  like 
our  incomes  to  compare  favorably  with 
those  of  other  specialists.  I  fear  that  realiza- 
tion of  this  ambition  is  usually  impossible  in 
the  private  practice  of  psychiatry.  A  psychia- 
trist must  resign  himself  to  the  fact  that  his 
income  will  usually  be  moderate.  A  psychia- 
trist in  private  practice  cannot  obtain  as 
large  a  fee  as  is  customary  in  a  medical  cen- 
ter. The  government  or  Veterans  Adminis- 
tration allows  a  larger  fee  to  the  psychiatrist 
in  a  medical  center  than  to  the  private  psy- 
chiatrist. 

In  no  other  specialty,  I  suppose,  is  the 
matter  of  collections  so  uncertain.  The  very 
nature  of  psychiatric  practice,  with  a  large 
percentage  of  the  patients  unemployed, 
makes  collections  lower  than  in  other  special- 
ties. At  the  rate  of  $10.00  per  hour  for  psy- 
chotherapy— which  is  about  as  much  as  the 
public  can  stand — the  psychiatrist  is  unable 
to  do  more  than  compete  with  general  prac- 
tice. During  the  past  year  I  was  able  to  col- 
lect for  approximately  80  per  cent  of  the 
work  done. 

A  psychiatrist  is  confronted  with  the  prob- 
lem of  whether  to  practice  alone  or  in  a 
group.  Group  association,  if  properly  organ- 
ized, is  pleasant  and  has  many  advantages ; 


the  overhead  is  often  heavier,  however,  and 
I  am  certain  that  psychiatric  patients  are 
disturbing  to  other  physicians,  particularly 
if  a  common  waiting  room  is  used.  From  ex- 
perience I  am  convinced  that  overhead  must 
be  kept  to  a  minimum  if  one  is  to  succeed 
financially.  It  is  a  great  economy  in  time 
and  expense  to  have  a  combined  home  and 
office. 

Summary 

Psychiatry  has  the  greatest  horizon  of  all 
specialties.  A  psychiatrist  should,  and  usu- 
ally does,  possess  a  special  type  of  person- 
ality, with  a  wide  range  of  training. 

We  are  still  handicapped  by  a  deeply  en- 
trenched belief  that  it  is  shameful  to  be  men- 
tally ill.  Perhaps  not  over  10  per  cent  of  the 
patients  needing  psychiatric  evaluation  and 
treatment  are  getting  it  today. 

Psychiatric  therapy  must  be  practical  and 
consistent  with  time  and  funds  available, 
and  reading  therapy  should  be  used  more  ex- 
tensively. Under  the  present  conditions  of 
practice,  most  treatment  is  necessarily  in- 
spirational or  palliative.  The  Amytal  inter- 
view is  time  saving  and  economical,  both  for 
the  therapist  and  for  the  patient.  Insight 
therapy  is  ultimately  desirable  and  neces- 
sary. 

Financial  considerations  affect  psychiatric 
therapy,  and  the  income  of  the  private  psy- 
chiatrist is  almost  certain  to  be  modest. 

Discussion 

Dr.  John  D.  Bradley  (Asheville):  In  my  private 
practice  I  have  spent  sometimes  the  first  two  visits 
trying-  to  convince  patients  that  they  are  not  crazy. 
I  think  we  should  refer  to  "psychiatric  illnesses"  or 
"emotional  disorders"  rather  than  "mental  disease." 

Dr.  R.  L.  Craig  (Asheville):  I  would  like  to  ask 
Dr.  Garrard  more  about  his  experience  with  the 
Sodium  Amytal  interview.  My  own  experience  in 
civilian  practice  has  been  that  when  a  patient  re- 
veals something  under  Sodium  Amytal  which  he 
is  not  able  to  reveal  in  the  natural  state,  he  either 
finds  it  necessary  to  deny  it  later  and  thus  gets  no 
benefit  from  the  interview,  or  else  it  increases  his 
anxiety  and  makes  his  symptoms  worse.  I  had  much 
more  success  with  Sodium  Amytal  in  the  army 
in  patients  with  acute  neuroses. 

Dr.  Garrard:  With  reference  to  Dr.  Craig's  com- 
ment about  intravenous  Amytal  interviews,  I  have 
had  a  few  patients  get  worse  following  this  pro- 
cedure, but  I  don't  know  that  the  intei-view  was 
responsible.  I  have  used  this  a  great  deal  in  cases 
of  extreme  anxiety  to  slow  the  patient  down  and 
get  him  to  rest  even  for  a  few  hours.  I  don't  know 
that  you  get  much  more  information  from  this  pro- 
cedure, but  at  least  it  makes  the  patient  feel  that 
something   is  being-  done. 

Dr.  Lloyd  Thompson  (Winston-Salem):  I  hope 
this   paper  is   published  and  receives  wide  reading 
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in  the  Journal,  for  I1  feel  that  the  medical  profes- 
sion does  not  realize  what  private  psychiatrists  are 
up  against.  Some  physicians  have  the  feeling  that 
the  psychiatrist's  minimum  fee  of  $10.00  is  exorbi- 
tant. I  would  like  to  point  out  that  a  doctor  who 
sees  ten  or  more  patients  in  an  hour,  even  if  he 
charges  only  $2.00  per  patient,  takes  in  considerably 
more  than  the  psychiatrist. 

I  would  like  to  say  a  word  about  education  of  tho 
public.  We  have  found  that  a  good  approach  to 
preventive  mental  hygiene  lies  in  the  education  of 
expectant  mothers.  We  are  conducting,  in  conjunc- 
tion with  nurses  and  obstetricians,  classes  which 
combine  the  physical  and  psychological  approach  to 
motherhood.  We  are  limiting  this  class  to  women 
in  their  first  pregnancies,  and  are  giving  a  series 
of  twelve  lectures  to  each  class. 

Visiting  Delegate:  As  a  general  practitioner,  I 
would  like  to  say  that  very  few  doctors  know  enough 
about  psychiatry  to  handle  such  patients  properly 
and  direct  them  into  the  hands  of  a  psychiatrist. 
Too  many  patients  are  operated  upon,  when  they 
should  be  referred  to  a  psychiatrist  for  treatment. 
Therefore,  I  think  that  the  first  group  of  people 
who  should  be  educated  are  the  doctors  themselves. 
They  should  be  taught  to  take  good  histories,  deep 
histories,  which  will  uncover  the  emotional  causes 
of  somatic  symptoms.  When  it  comes  to  sending  a 
patient  to  a  psychiatrist,  the  physician  should  be 
careful  to  make  the  patient  understand  that  a  psy- 
chiatrist is  not  a  "crazy  doctor"  or  a  doctor  for 
"crazy  people."  This  will  make  the  psychiatrist's 
job  much  easier. 

Chairman  McKee:  Many  patients  call  the  State 
Hospital  and  ask  where  they  can  see  a  psychiatrist 
if  we  can't  accept  them.  Of  course  our  staff  is  too 
small  to  provide  outpatient  service,  but  I  hope  that 
some  day  the  state  will  set  up  an  outpatient  service 
in  state  institutions. 

Dr.  T.  H.  Wright,  Jr.  (Charlotte):  I  would  like 
to  ask  for  suggestions  as  to  how  one  can  convince 
a  patient  in  one  or  two  interviews  that  his  diffi- 
culty is  emotional  and  not  organic. 

Dr.  Craig:  It  seems  to  me  that  it  is  not  necessary 
to  convince  them  of  that  at  first;  in  fact,  if  you 
try  to  convince  the  patient  before  he  is  ready  to 
give  up  his  symptoms,  you  will  only  succeed  in 
antagonizing-  him.  It  is  better  to  try  to  uncover 
some  emotional  problem  and  get  the  patient  to  talk 
about  it.  Frequently  the  somatic  symptoms  will  dis- 
appear as  the  emotional  difficulty  is  ironed  out. 
After  that  the  patient  is  ready  to  accept  the  fact 
that  his  trouble  is  not  organic. 

One  of  my  patients  had  hysterical  paralysis  of 
the  left  leg,  which  I  am  sure  she  considered  to  be 
organic  in  origin.  I  made  no  attempt  to  convince 
her  that  it  was  emotional,  but  I  did  find  that  she 
had  emotional  problems  and  got  her  to  talk  about 
them  in  two  or  three  interviews.  Nothing  was  said 
about  hysterical  paralysis,  but  as  she  was  walking 
out  she  said,  "Do  you  notice  I  am  not  limping  any 
more  ? "  Since  then  she  has  accepted  the  fact  that 
the  paralysis  was  due  to  emotional  problems. 
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Prognosis  in  acute  psychoses. — It  is  .  .  .  important 
from  the  standpoint  of  prognosis  to  bear  in  mind 
that  the  apparent  severity  of  an  acute  psychosis  is 
no  clue  to  its  probable  duration,  just  as  the  length 
of  the  pump  handle  is  no  index  of  the  depth  of  the 
well. — Melvin  W.  Thorner:  Psychiatry  in  General 
Practice,  Philadelphia,  W.  B.  Saunders,"  1948,  p.  269. 
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III 

■    NATHANIEL  ALEXANDER 

Nathaniel  Alexander  was  born  in  Meck- 
lenburg County,  North  Carolina,  on  March 
5,  1756.  His  education  started  in  a  log  ca- 
bin at  Poplar  Tent  near  his  paternal  home, 
the  Morehead  Place.  From  there  he  went  to 
Princeton,  and  following  graduation  in  1776 
he  studied  medicine.  He  served  as  surgeon  in 
the  North  Carolina  Continental  line  from 
1778  until  the  end  of  the  Revolution.  Then 
he  began  the  practice  of  medicine  at  the  High 
Hills  of  the  Santee,  South  Carolina,  later 
moving  to  Charlotte,  North  Carolina. 

Alexander  is  best  known  as  a  champion  of 
universal  education  and  as  a  political  leader 
of  his  state.  In  1797  he  became  a  member  of 
the  North  Carolina  House  of  Commons,  and 
in  1801  and  1802,  he  represented  Mecklen- 
burg in  the  State  Senate.  The  following  year 
he  became  a  member  of  the  Eighth  Congress, 
to  serve  until  1805.  He  was  then  made  gov- 
ernor of  the  state,  and  served  until  his  death 
on  the  eighth  of  March,  1808. 

It  was  during  his  governorship  that  Alex- 
ander took  the  lead  in  attempting  to  convince 
the  legislature  of  the  need  for  a  system  of 
public  education.  Between  1800  and  1825 
numerous  societies  for  the  education  of  poor 
children  were  established,  and  in  addition 
several  conscientious  citizens  left  properties 
and  bequests  to  establish  free  schools.  There 
was  little  interest  in  education  on  the  part 
of  the  Assembly,  however.  Governor  Turner 
in  1804  said  that  he  was  desirous  of  a  plan 
of  education  that  would  "extend  itself  to 
every  corner  of  the  State,"'11  but  the  legis- 
lature failed  to  heed  him.  Inspired  by  his  pre- 
decessor's efforts,  Governor  Nathaniel  Alex- 
ander in  1806  gave  his  formula  for  educa- 
tion: 

".  .  .  in  a  government  constituted  as  ours,  where 
the  people  are  everything,  where  they  are  the  foun- 
tain of  all  power,  it  becomes  infinitely  important 
that  they  be  sufficiently  enlightened  to  realize  their 

1.  Governor  James  Turner's  Message  on  Education.  1804, 
qiinted  in  Coon.  C.  L. :  The  Beginnings  of  Public  Education 
in    North   Carolina,   Ralei?h,    1!W8,   p.   4!). 
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interests,  and  to  comprehend  the  best  means  of  ad- 
vancing them.  Indeed,  it  may  be  affirmed  with 
truth,  that  unless  they  be  informed  the  duration 
of  their  liberties  will  be  precarious,  their  enemies 
will  seduce  them  from  the  pursuit  of  their  true 
interests,  or  their  own  prejudices  lead  them  into 
fatal  dangers."'2' 

Alexander  had  the  true  Jeffersonian  con- 
cept of  education  as  a  bulwark  against  ty- 
ranny over  men's  minds.  In  the  following 
year  he  again  addressed  the  legislature  and 
pointed  out  that  education  contributed  to 
the  well-being  of  a  given  community. 

"The  common  objects  of  legislature  may  be  com- 
prised under  the  following  heads:  Education,  In- 
ternal Improvement,  the  Security  of  Property,  and 
the  Punishment  of  Crimes.  Your  attention  has  often 
been  awakened  to  these  several  subjects;  therefore 
it  is  unnecessary  for  me,  at  this  time,  to  comment 
upon  them;  yet  they  are  worthy  of  your  considera- 
tion; for  on  the  manner  in  which  they  were  ac- 
complished, eventually  must  depend  the  happiness 
of  the  community."!31 

Ten  years  were  to  pass  following  Alexan- 
der's speech  in  1806,  before  the  Murphey 
Committee  officially  recommended  the  estab- 
lishment of  public  schools,  and  it  was  not 
until  1839  that  the  people  of  the  state  were 
given  an  opportunitv  to  vote  on  the  ques- 
tion<4». 

Alexander  was  a  man  of  wide  interests. 
He  had  a  distinguished  library  and  he  was 
chairman  of  the  board  of  trustees  of  the  Uni- 
versity of  North  Carolina  from  1806  until 
1807,  before  the  period  when  the  governor  of 
the  state  automatically  became  the  e.r-officio 
president  of  that  body. 

Alexander  had  seen  a  need  for  educational 
improvement  shortly  after  the  Revolution, 
felt  the  urgency  of  immediate  action,  and 
took  a  leading  part  in  the  early  planning, 
thereby  enhancing  the  prestige  of  his  own 
profession. 

2.  Governor    Nathaniel    Alexander's    Message    on    Education, 
1S00,   quoted  in  Coon(l),   p.   51. 

3.  Governor  Alexander's  Message  on  Education,  lsur,  quoted 
in  Coon(l). 

4.  Coon(l),  p.  xliv. 

*        *        *        * 

IV 

JOHN  BRICKELL 

The  life  of  John  Brickell,  physician  and 
naturalist,  is  not  known  in  much  detail.  He 
was  born  in  Ireland,  and  the  probable  year 
of  his  birth  was  1710.  He  was  graduated 
from  the  University  of  Edinburgh,  and  it  is 
thought  that  he  came  to  North  Carolina  with 
Governor  George  Burrington  in  1724.  He 
practiced  medicine   in   Edenton  during   his 


residence  in  America,  and  in  1730  joined  a 
company  of  ten  people  who,  guided  by  two 
Indian  scouts,  explored  the  Carolina  terri- 
tory for  about  fifty-two  clays.  As  the  result 
of  that  trip  Brickell  wrote  his  book,  the  NAT- 
URAL HISTORY  OF  NORTH  CAROLINA,  on  which 
his  reputation  rests.  He  left  North  Carolina 
in  1731,  and  his  volume  was  published  in 
Dublin  in  1737. 

It  is  recognized  that  Brickell  plagiarized 
the  early  work  of  John  Lawson,  cartograph- 
er and  surveyor,  who  made  a  thousand  mile 
journey  from  Charleston,  South  Carolina, 
through  Indian  settlements  to  the  English 
community  on  the  "Pamplicough  River"  and 
published  his  observations  in  A  NEW  voyage 
to  north  CAROLINA  (London,  1709) .  Lawson 
was  a  discerning  observer,  and  he  gave  an 
excellent  account  of  the  country's  topogra- 
phy. Twenty-eight  years  later  Brickell  incor- 
porated a  large  part  of  Lawson's  book  into 
his  own  without  proper  acknowledgment — a 
fact  which  has  dulled  our  appreciation  of 
Brickell's  achievements. 

It  must  be  realized,  however,  that  Lawson's 
book  was  composed  of  258  pages,  whereas 
Brickell's  had  407  pages :  and  that  the  latter 
contained  many  new  and  original  observa- 
tions on  the  Carolina  flora  and  fauna,  as  well 
as  several  copper  plates  illustrating  the  ani- 
mals, birds,  and  fish  of  the  area  (fig.  1).  It 
is  more  scientific  in  emphasis  and  contains 
descriptions  of  the  medicinal  and  curative 
properties  of  plants.  In  noting  the  common 
diseases  of  the  region,  Brickell  wrote : 

"The  diseases  that  are  most  common  in  Carolina 
are  Agues  or  inremittant  fever,  cachexia,  Diarrhea, 
Dysenteria,  the  Clap,  and  French  Pox,  the  Yaws, 
Collicks,  Cholera-Morbus,  Convulsions,  Hooping- 
Cough,  Cutaneous  Disorders,  such  as  Tetters,  Ring 
Worms,   Rashes,   prickley  heats,   and   the   Itch."111 

Dr.  Edward  Jenner  Wood  has  made  a 
study  of  Brickell's  work  and  has  pointed  out 
the  value  of  his  descriptions  and  drawings 
to  scientists  of  that  time.  On  page  48  Brick- 
ell wrote :  "The  Yaws  are  a  Disorder  not  well 
known  in  Europe,  but  very  common  and  fa- 
miliar here.  .  .  ."  Dr.  Wood  remarked  that 
he  discovered  this  disease  two  centuries  lat- 
er in  the  same  area,  but  that  there  had  been 
no  record  of  it  in  the  interim12'. 

Brickell's  book  covers  a  wide  range.  One 

1.  Brickell,  John:  The  Natural  History  of  North  Carolina, 
Dublin.    1737,   p.    40. 

2.  Henderson,  Archibald:  North  Carolina,  The  Old  North 
State  and  the  New,  Chicago,  Lewis  Publishing  Company. 
1941,   v.   1,   p.    021. 
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Fig.  1.  Copper  plate  illustrating  Brickell's 
description  of  the  fishes  of  North  Carolina, 
from  the  copy  in  the  Duke  University  Library. 

section  deals  with  Indian  tribal  customs, 
burial  rituals,  and  medical  treatments  and 
superstitions  (sweating,  scarification  and 
snake  rites) ,  and  mentions  the  Indians'  faith 
in  the  healing  qualities  of  mineral  springs 
and  waters  in  that  territory-  In  addition  to 
listing  the  North  Carolina  products,  suitable 
for  export  and  those  "commodities  conven- 
ient to  bring  to  this  Province  from  Europe," 
Brickell  discussed  the  state  of  North  Caro- 
lina politically  and  economically  and  de- 
scribed the  six  towns  which  had  been  estab- 
lished :  "Edentown  with  60  houses,  Bath 
Town,  Newbern,  Handcock  Town  on  the  west 
branch  of  the  Neus  River,  Beaufort  Town 
and  Brunswick  Town  on  the  south  side  of 
the  Cape  Fear."<3> 

America  in  this  period  was  cosmopolitan, 
and   there  was  an    intellectual  interchange 

3.    Brickell(l),  p.  8. 


between  England  and  America.  Hundreds  of 
travelers  visited  the  new  country  during  the 
Eighteenth  Century,  and  many  left  accounts 
of  their  travels  which  were  pioneer  studies 
in  natural  history,  geography,  and  anthropol- 
ogy. Commager  said  of  America  that  "Its 
very  existence  required  a  reconsideration  of 
geographical  concepts.  ...  It  is  amusing  to 
note  that  Europeans  studied  American  so- 
ciety— both  white  and  red — much  as  modern 
anthropologists  study  primitive  societies."0" 
One  of  the  outstanding  works  of  this  type 
in  the  period  was  done  by  Mark  Catesby,  an 
Englishman,    whose    natural    history    of 

CAROLINA,  FLORIDA  AND  THE  BAHAMA 
ISLANDS  WITH  OBSERVATIONS  ON  THE  SOIL, 
AIR  AND  water  appeared  first  in  1731.  Brick- 
ell's work,  therefore,  was  one  among  many 
others,  but  it  was  an  interesting  and  useful 
contribution.  As  Thomas  Cary  Johnson 
pointed  out,  the  publication  of  those  early  re- 
searches "stimulated  curiosity,  and  rewarded 
observation.  These  two  are  the  beginnings  of 


science. 


'(5) 


Commager,  H.  S.  in  a  review  of  The  Atlantic  Civilization 
bv  Michael  Kraus,  N.  Y.  Herald  Tribune  Book  Review, 
Jan.  29,  1950.  p.   1. 

Johnson.  T.  C. :  Scientific  Interests  in  the  Old  South.  New 
York,   D.   Appleton   Century,    1936,   p.    9. 


A  mycotic  infection  should  be  suspected  in  every 
patient  who  has  chronic  draining  sinuses  even 
though  the  clinical  appearance  of  the  lesions  may  be 
identical  with  those  produced  by  the  tubercle  bacil- 
lus and  bv  certain  anaerobic  streptococci. — David  T. 
Smith,  M'.D.,  J.A.M.A.,  December  24,   1949. 


The  increase  in  facilities  for  distribution  of  neces- 
sary food,  the  more  widely  spread  knowledge  of  the 
principles  of  healthful  living,  better  understanding 
of  good  housing  and  the  leveling  off  of  income,  with 
few  rich  and  few  poor,  have  been,  and  will  continue 
to  be,  important  factors  in  the  prevention  of  inci- 
dence of  and  death  from  tuberculosis.  Unless  a 
world-wide  catastrophe  interferes,  it  seems  clear 
that  social  factors  will  continue  to  favor  reduction 
rather  than  increase  of  tuberculosis. — W.  G.  Smillie, 
M.D.,  New  England  J.  Med.,  January  12,  1950. 


The  study  of  tuberculosis  cannot  be  separated 
fruitfully  from  that  of  other  pulmonary  diseases. 
The  teaching  of  the  disease  should  be  organized  in 
conjunction  with  that  in  other  pulmonary  diseases 
from  the  standpoint  of  physical  findings,  clinical 
course,  differential  diagnosis,  and  management. — 
Robert  G.  Bloch,  M.D.,  Bull.,  Nat.  Tuberc.  A.,  Jan- 
uary, 1950. 


The  only  method  of  controlling  tuberculosis  in 
childhood  is  to  prevent  infection.  Today  children  are 
infected  very  largely  from  adults  with  positive  spu- 
tum. It  is  by  the  control  of  the  infective  adult  that, 
ultimately,  we  must  seek  to  protect  the  child. — F. 
J.  W.  Miller,  M.D.,  The  Lancet,  August  13,  1949. 
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THE   ASSOCIATION   OF   AMERICAN 

PHYSICIANS  AND  SURGEONS 
When  the  Association  of  American  Physi- 
cians and  Surgeons  was  first  organized  in 
1943  by  a  group  of  physicians  in  Lake 
County,  Indiana,  this  journal,  among  others, 
was  frankly  doubtful  of  the  need  for  the 
venture.  This  doubt  was  expressed  editorial- 
ly in  the  North  Carolina  Medical  Journal 
for  April,  1944.  At  that  time  three  valid 
criticisms  were  offered:  (1)  the  organiza- 
tion was  critical  of  the  American  Medical 
Association;  (2)  its  executive  secretary,  and 
apparently  its  prime  mover,  was  a  layman; 
(3)  and  most  important,  the  by-laws  bound 
each  applicant  for  membership  to  agree 
"that  where  75  per  cent  of  the  eligible  phy- 
sicians in  civilian  practice  in  the  county 
where  he  practices  have  become  members  of 
the  Association,  he  will  not  carry  on  profes- 
sional relations  nor  cooperate  with  any  non- 
member  therein." 

Since  this  editorial  was  written,  the  Asso- 
ciation has  rescinded  the  by-law  quoted 
above;    its    present    "resident    agent"    is    J. 


Robert  Doty,  M.D. ;  and  its  attitude  toward 
the  A.M. A.  has  changed  for  the  better.  The 
type  of  literature  it  is  distributing  now  is 
much  more  dignified  than  that  which  it  put 
out  in  its  early  days.  Indeed,  it  is  hard  to 
see  how  any  medical  man  can  find  fault  with 
its  objectives  as  stated  in  a  recent  bulletin : 

1.  To  organize  physicians  to  agree  to  participate 
only  in  those  methods  of  rendering  medical  service 
which  are  in  the  public  interest.  This  is  not  a  pro- 
posed strike  against  the  sick.  AAPS  members  will 
continue  to  serve  their  patients,  just  as  they  do  now 
and  have  always  done  in  the  past,  but  they  avail 
themselves  of  their  constitutional  American  right  to 
refuse  to  do  so  as  serfs  of  a  political  medicine 
bureaucracy. 

2.  To  accomplish  the  universal  application  of  the 
insurance  principle  to  the  costs  of  medical  care 
under   proper  voluntary  plans. 

3.  To  educate  the  people  to  the  use  and  benefits 
of  voluntary  plans  of  prepayment  sickness  insur- 
ance. 

4.  To  operate  an  endless  public  relations  program 
which,  first,  will  correct  any  errors  within  the  pro- 
fession, and  then,  use  every  available  publicity  chan- 
nel to  tell  the  public  what  has  been  accomplished 
in  its  interest. 

5.  To  conduct  a  continuing  publicity  campaign 
tc  inform  all  levels  of  the  Public  of  the  value  of 
the  private  practice  of  medicine  and  the  evils  of 
compulsory  health  insurance  and  state  or  socialized 
medicine. 

6.  To  earn  again  the  respect  for  and  understand- 
ing of  the  medical  profession  by  the  nation's  law- 
makers through  proper,  effective  representation  in 
Washington. 

7.  To  effect  increasing  support  of  the  American 
Medical  Association  so  that  this  scientific  body  may 
continue  to  improve  upon  its  contributions  to  public 
health  and  the  science  of  medicine. 

The  most  criticised  and  yet  most  impor- 
tant policy  of  the  Association  is  the  refusal 
of  its  members  to  participate  in  any  politic- 
ally controlled  health  insurance  scheme.  The 
by-laws    (article  13,  section  C)    state: 

C.  When  it  shall  be  found,  by  majority  vote  of 
the  membership  of  this  Association,  that  any  scheme 
for  the  provision  of  medical  care,  either  proposed  or 
in  operation,  is  inimical  to  the  public  interest  or 
that  of  the  patient  and  harmful  to  the  profession  or 
the  practice  of  medicine,  it  shall  become  mandatory 
upon  every  member  to  refuse  participation  in  such 
scheme.  In  matters  of  purely  local,  state,  or  regional 
concern,  the  finding  shall  be  determined  by  majority 
vote  of  the  interested  local,  state,  or  regional  divi- 
sion of  the  Association;  except  that  where  no  ap- 
propriate constituted  division  exists,  the  finding 
shall  be  by  four  fifths  vote  of  the  individual  mem- 
bers in  that  area.  Where  there  is  doubt  or  dispute 
as  to  the  area  involved  in  any  question  of  less  than 
national  scope,  the  executive  committee  of  the  As- 
sociation shall  determine  and  define  the  area  in- 
volved. 

Nothing  herein  shall  be  construed  as  tolerating 
denial  of  medical  care  to  any  individual  as  a  private 
patient  when  such  denial  is  based,  wholly  or  in  part 
upon  the  patient's  status  relative  to  a  rejected 
scheme.  The  sole  purpose  of  these  provisions  is  to 
protect  the  interests  of  the  patient  and  the  integ- 
rity of  medical  practice. 
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The  National  Physicians'  Committee, 
after  rendering  yeoman  service  in  staving 
off  the  threat  of  politically  dominated  medi- 
cine for  nearly  ten  years,  has  disbanded. 
The  threat  is  still  a  very  real  one,  however. 
The  American  Medical  Association  has  as- 
sumed a  much  more  active  role  in  opposing 
the  national  health  insurance  legislation,  but 
there  is  still  an  important  place  for  such  an 
ally  as  the  AAPS  is  proving  to  be. 

The  AAPS  was  approved  by  the  Executive 
Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina  last  October.  Six- 
teen state  medical  societies  have  given  their 
approval  to  the  Association. 

A  number  of  organizations  have  been 
formed  to  fight  for  national  health  insur- 
ance. The  medical  profession  needs  all  the 
strength  it  can  muster  to  fight  against  it. 
The  leadership  of  AAPS  has  demonstrated 
that  it  knows  how  to  fight.  A  ten  dollar 
membership  in  it  is  an  excellent  investment 
in  securitv  for  the  future. 


A  BREAK  FOR  MEN  IN  TRAINING 

The  Board  of  Medical  Examiners  of  the 
State  of  North  Carolina  has  recently  decided 
to  issue  limited  licenses  for  house  officers 
in  training.  This  action  is  a  forward  step 
which  has  long  been  needed. 

It  is  gratifying  to  know  that  the  hospitals 
of  North  Carolina  are  being  recognized  as 
centers  for  advanced  postgraduate  training 
of  physicians.  Demand  for  this  training  be- 
gan to  increase  before  the  war,  but  this  in- 
crease has  been  accelerated  in  recent  years. 
More  and  more  young  medical  graduates 
from  other  states  are  applying  for  periods 
of  hospital  training  ranging  from  one  to  four 
years,  with  the  intention  of  going  back  to 
their  homes  to  practice.  Many  of  these  men 
receive  no  income  or  only  token  compensa- 
tion from  the  hospitals.  The  law  requiring 
house  officers  to  obtain  a  North  Carolina 
license  after  completion  of  the  internship  has 
placed  a  considerable  financial  burden  on 
such  men.  The  payment  in  the  past  of  a  full 
■  reciprocity  fee  was  in  effect  a  tax  on  train- 
ing. The  licensing  fee  has  now  been  reduced; 
I  it  might  be  reduced  still  further. 

The  Medical  Society  of  the  State  of  North 
Carolina  should  seriously  consider  a  similar 
Ijstep.  In  these  critical  times  it  is  highly  de- 


sirable to  interest  all  young  physicians  in 
the  problems  and  policies  of  organized  medi- 
cine as  soon  as  they  graduate.  The  recent  in- 
creases in  the  annual  dues  of  both  the  State 
Medical  Society  and  the  American  Medical 
Association  have  placed  the  financial  re- 
quirements of  membership  beyond  the  reach 
of  most  men  still  in  training.  Consideration 
might  even  be  given  to  creating  a  limited 
membership  for  undergraduate  medical  stu- 
dents. Such  affiliate  members  might  be 
admitted  with  the  payment  of  only  nominal 
dues  sufficient  to  cover  the  cost  of  mailing 
the  North  Carolina  Medical  Journal  and 
such  literature  as  our  Raleigh  office  would 
care  to  send  out. 

DR.  WALTER  ALVAREZ  TO  BE 
EDITOR  OF  "GP" 

A  recent  news  release  of  unusual  interest 
to  medical  men  everywhere,  especially  those 
in  general  practice,  comes  from  Mac  F. 
Cahal,  executive  secretary  of  the  American 
Academy  of  General  Practice.  Mr.  Cahal 
has  announced  that  Dr.  Walter  Alvarez, 
editor  of  Gastroenterology ,  has  been  selected 
as  medical  editor  of  "GP,"  the  official  pub- 
lication of  the  American  Academy  of  Gen- 
eral Practice.  Dr.  Alvarez  will  succeed  Dr. 
Kenneth  Albrecht,  who  died  as  the  result  of 
an  automobile  accident  shortly  after  being 
made  editor  of  the  new  journal. 

Dr.  Alvarez,  after  twenty-four  years  with 
the  Mayo  Clinic,  is  retiring  as  professor  of 
medicine  of  the  Mayo  Foundation,  Univers- 
ity of  Minnesota,  and  senior  consultant  in 
the  Division  of  Medicine  of  the  Mayo  Clinic. 
He  is  moving  to  Chicago,  where  he  will  as- 
sume his  duties  as  editor  of  "GP." 

It  is  hard  to  think  of  a  happier  choice  for 
editor  of  the  general  practitioners'  journal. 
Although  Dr.  Alvarez  is  certified  as  a  gas- 
troenterologist,  he  has  always  kept  and  culti- 
vated the  ability  to  see  the  patient  as  a 
whole.  Few  men  can  write  as  lucidly  and  as 
interestingly  as  he.  His  numerous  friends 
and  admirers  will  be  happy  to  know  that  his 
great  facility  for  teaching,  by  both  the 
spoken  and  the  written  word,  will  continue 
to  be  used  in  the  widest  possible  field.  His 
editorial  ability  and  Mac  Cahal's  genius  for 
organization  and  management  insure  a  suc- 
cessful future  for  the  Academy  of  General 
Practice  and  its  official  journal. 
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THAT  "MERCY  KILLING"  CASE 
No  doubt  most  physicians  are  somewhat 
weary  of  the  reams  of  copy  written  about 
the  trial  of  Dr.  Hermann  N.  Sander  for  the 
so-called  mercy  killing  of  a  patient  dying — ■ 
or  dead — of  cancer.  This  editorial  is  not 
written  to  discuss  the  case  in  detail,  but 
merely  to  offer  a  few  observations  for  what 
they  are  worth. 

The  first  is  that  Dr.  Sander  apparently 
thought  to  be  a  pioneer  in  strengthening 
the  principle  of  euthanasia,  by  expediting 
the  departure  of  his  patient  from  this  world, 
and  recording  on  her  chart  that  he  had  in- 
jected air  into  her  vein  for  this  purpose. 
The  second  comment  is  that  his  ideas  of 
physiology  were  somewhat  antiquated,  or  he 
would  have  known  that  40  cc.  of  air  injected 
into  a  vein  would  rarely  do  any  harm.  A 
third  observation  is  that,  after  he  was  in- 
dicted for  murder,  Dr.  Sander  apparently 
abandoned  his  championship  of  the  cause 
of  euthanasia,  and  recalled  that  his  patient 
was  dead  before  he  attempted  to  inject  the 
air  into  her  veins — contradicting  his  written 
statement  on  her  record. 

Such  a  case  of  exhibitionism  does  the  med- 
ical profession  no  good.  From  a  long  distance 
view,  however,  it  would  seem  that  the  doctor 
was  more  silly  than  sinful. 

JOHN  CROWN'S  LEGACY 
Every  Sunday  the  New  York  Times  prints 
a  column  by  its  medical  editor,  Dr.  Howard 
A.  Rusk,  who  is  head  of  the  Rehabilitation 
Department  of  Bellevue  Hospital.  His  col- 
umn for  March  5  is  so  good  that  it  is  re- 
printed in  full. 

In  1946  a  letter  was  published  in  this 
column  from  a  young  veteran  in  Halloran 
Hospital,  a  letter  created  by  suffering,  an- 
guish and  bewilderment.  Last  week,  after 
four  years  of  struggle,  the  writer,  John 
Crown,  died. 

His  legacy  to  the  world  was  an  example 
of  courage  and  a  philosophy  of  life  which, 
in  these  troubled  and  uncertain  days,  plead 
even  more  eloquently  for  the  necessity  of 
understanding  than  the  day  on  which  his 
letter  was  written. 

In  this  era  of  precocious  technology,  hy- 
drogen bombs,  guided  missiles  and  all  the 
additions  to  the  horrors  of  war  that  have 
caused  an  epidemic  of  anxiety  and  tension 


throughout  the  world,  this  pain-wracked 
boy's  prescription  for  peace  among  men 
merits  thoughtful  re-reading. 

My  name  is  John  Crown.  I  am  a  paraplegia  at 
Halloran  General  Hospital.  My  physical  wounds  are 
very  small  in  comparison  with  my  spiritual  wounds. 
1  have  come  back  from  death  to  a  world  that  I  no 
longer  care  for.  I,  who  have  been  engaged  in  the 
great  struggle  to  save  the  world  from  tyranny  and 
having  seen  my  comrades  die  for  this  cause,  can 
now  find  no  peace  in  the  world  or  in  my  country. 

Having  lived  close  to  death  for  two  years,  the 
reasons  why  there  is  no  peace  seem  infinitesimally 
flimsy.  Russia  wants  the  Dardanelles,  Yugoslavia 
wants  Trieste,  the  Moslems  want  India,  labor  wants 
more  wages,  capital  wants  more  profit,  Smith  wants 
to  pass  the  car  in  front  of  him,  Junior  wants  more 
spending  money.  To  these,  I  say,  is  it  necessary  to 
kill  and  cripple  human  beings  for  these  petty  gains  ? 

Anyone  who  thinks  a  human  body  is  so  cheap 
that  it  can  be  traded  for  a  tract  of  land,  a  piece  of 
silver,  or  a  few  minutes  of  time  should  be  forced  to 
listen  to  the  moans  of  the  dying  night  and  day  for 
the  rest  of  his  life. 

All  the  troubles  of  the  world  originate  in  the  com- 
mon man.  The  selfish  and  greedy  ways  of  nations 
are  just  the  ways  of  each  individual  man  multiplied 
a  hundredfold.  When  the  morals  of  the  common  man 
drop,  so  do  the  morals  of  the  nation  and  of  the 
world. 

As  long  as  our  individual  morals  remain  at  a  low 
ebb,  so  will  be  the  world.  Until  each  of  us  stops 
"hogging  the  road"  with  his  car,  stops  fighting  over 
the  seat  on  the  bus,  stops  arguing  over  who  is  going 
to  cut  the  grass,  there  will  be  no  peace  in  the  world. 
If  man  wishes  peace  again,  he  must  return  to  the 
great  Commandment,  "Love  thy  neighbor  as  thy- 
self for  the  love  of  God." 

*       *      *      * 

DUES  OF  THE  A.M.A.  AND  OTHER 

ORGANIZATIONS 
Those  doctors  who  think  that  the  A.M.A. 
dues  of  $25  are  too  high  may  be  interested 
in  the  following  item  from  the  1949  cam- 
paign report  of  the  Coordinating  Committee 
of  the  A.M.A.  National  Education  Cam- 
paign : 

The  Pocketbook  Nerve 
"My  truckdriver  husband  paid  $86  to  his  Union 
last  year,  just  for  belonging.  He  says  some  Unions 
already  are  asking  for  more  for  their  political 
campaign.  How  come  the  doctors  can  run  their 
Campaigns  for  an  assessment  of  $25?" 

That  question,  posed  in  one  of  the  many  letters 
stimulated  by  the  National  Education  Campaign  of 
the  A.M.A.,  sent  a  researcher  to  the  telephone  at 
the  request  of  the  Board  of  Trustees. 

Here  are  fees  reported  paid  just  for  membership, 
not  for  special  activities,  by  members  of  typical 
organizations: 

Teamsters  Union  local: 

Initiation    Fee    $100.00 

Annual    Dues    - 75.00 

Architects    45.00 

American  National  Retail  Jewelers- 150.00 

Chicago  Newspaper  Guild,  on  earnings 

of  $100  per  week 60.00 

Insurance  Men,  Typical  Groups  50.00 

Purchasing  Agents  35.00 

Motion   Picture    Operators   42.00 
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Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College 

A  white  widow,  aged  72,  was  admitted  to 
the  North  Carolina  Baptist  Hospital  com- 
plaining of  fever,  hematuria,  pain  in  both 
costovertebral  angles,  and  frequency  and 
burning  on  urination.  These  symptoms  had 
been  present  for  twenty-four  hours  follow- 
ing a  sudden  onset,  marked  by  a  chill.  The 
patient  stated  that  she  had  passed  several 
blood  clots  in  her  urine  during  this  twenty- 
four  hour  period.  She  had  been  given  75  mg. 
of  Demerol,  with  partial  relief  of  her  symp- 
toms. 

Past  histonj:  The  past  history  revealed 
that  she  had  had  previous  attacks  of  "pyeli- 
tis," and  a  bleeding  peptic  ulcer  ten  years 
before  admission.  This  had  been  well  con- 
trolled by  diet  since  then. 

Physical  examination:  The  temperature 
was  102.4  F.,  the  pulse  100,  respiration  28, 
blood  pressure  75  systolic,  50  diastolic.  The 
patient  was  acutely  ill,  somewhat  confused, 
pale,  and  apathetic.  The  skin  was  hot  and 
dry,  and  showed  generalized  pallor.  No  en- 
largement of  the  lymph  nodes  was  noted.  The 
pupils  were  dilated  and  reacted  poorly  to 
light;  funduscopic  examination  was  not  done. 
The  tongue  was  dry.  A  few  moist  rales  were 
heard  at  both  lung  bases.  The  heart  was 
thought  to  be  slightly  enlarged  to  the  left; 
there  was  an  occasional  extrasystole,  and  a 
grade  3  apical  systolic  murmur  was  heard ; 
the  sounds  were  of  good  quality.  The  abdo- 
men was  flabby  and  showed  moderate  gener- 
alized tenderness,  without  spasm.  No  organs 
or  masses  were  palpable  within  the  abdomen. 
There  was  acute  tenderness  over  the  left  cos- 
tovertebral angle,  and  moderate  tenderness 
over  the  right  costovertebral  angle  and  in  the 
suprapubic  region.  No  edema  was  noted,  and 
the  neurologic  examination  was  normal.  A 
third  degree  prolapse  of  the  uterus  was  pres- 
ent, and  was  reduced  with  some  difficulty. 

Accessory  clinical  findings:  The  blood 
count  showed  6,200,000  red  cells,  19.3  Gm.  of 
hemoglobin,  and  32,500  white  cells  with  64 
per  cent  segmented  and  23  per  cent  non-seg- 
mented polymorphonuclears.  The  urine 
showed  a  specific  gravity  of  1.021,  a  2  plus 
reaction  for  albumin,  and  no  sugar ;  many 
white  cell  casts  and  an  occasional  red  blood 
cell  were  seen  on  microscopic  examination.  A 


urine  culture  revealed  Escherichia  coli.  The 
nonprotein  nitrogen  on  admission  was  74 
mg.  per  100  cc,  blood  sugar  170  mg.,  serum 
chlorides  564  mg.,  and  carbon  dioxide  com- 
bining power  43  volumes  per  cent. 

A  roentgenogram  of  the  chest  revealed  no 
significant  pulmonary  lesions;  arteriosclero- 
tic changes  were  seen  in  the  aorta,  and  there 
was  moderate  cardiac  enlargement  without 
characteristic  configuration. 

Course  in  the  hospital:  The  patient  was 
given  100,000  units  of  penicillin  every  three 
hours,  and  75  mg.  of  Demerol  as  needed  for 
pain.  She  continued  to  complain  of  pain  in 
the  costovertebral  angles.  On  the  second  hos- 
pital day  she  had  a  chill,  and  the  temperature 
rose  to  101  F.  She  became  nauseated  and 
began  to  vomit  dark,  bloody  material  which 
was  benzidine-positive.  In  addition,  she  com- 
plained bitterly  of  abdominal  pain.  Because 
of  the  vomiting  a  stomach  tube  was  inserted 
and  suction  was  applied  for  two  days.  The 
aspirated  contents  consisted  mostly  of  cof- 
fee-ground material. 

During  the  first  three  days  in  the  hospital, 
the  patient's  urinary  output  was  very  low. 
An  indwelling  catheter  was  inserted  and  was 
left  in  place  throughout  her  hospital  stay. 

On  the  second  day  it  was  noted  that  the 
cardiac  rhythm  was  compatible  with  auricu- 
lar fibrillation.  Digoxin  was  given  for  three 
days,  and  three  days  after  it  was  discon- 
tinued digitoxin  was  begun  in  doses  of  0.1 
mg.  daily.  Both  these  drugs  were  given  par- 
enterally.  In  spite  of  their  administration, 
the  cardiac  rhythm,  most  of  the  time,  was 
totally  irregular. 

The  patient  continued  to  have  intermittent 
chills  and  to  run  an  irregular  spiking  fever 
as  high  as  104  F.  On  the  fifth  hospital  day, 
penicillin  was  discontinued  and  streptomycin 
(2  Gm.  daily)  was  substituted.  This  drug 
was  continued  until  the  eighteenth  hospital 
day.  During  her  hospital  stay,  the  patient 
was  given  a  total  of  five  whole  blood  trans- 
fusions, and  about  2,000  to  3,000  cc.  of  intra- 
venous fluids  (glucose  and  saline)   daily. 

From  the  eighth  to  the  fourteenth  hospital 
clay  she  seemed  to  improve,  and  her  sensor- 
ium  seemed  clear.  However,  she  continued  to 
have  unexplained  precipitous  drops  in  blood 
pressure.  During  one  such  attack  on  the  tenth 
hospital  day  she  became  cyanotic,  and  was 
placed  in  an  oxygen  tent  for  about  seventy- 
two  hours. 
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On  the  twelfth  hospital  day  an  enema  re- 
turn was  found  to  be  highly  colored  with 
bloody  material.  On  the  next  day  it  was 
noted  that  she  did  not  move  her  right  arm 
and  leg  as  much  as  the  left. 

From  the  fourteenth  hospital  day  until 
she  expired  on  the  twenty-third  hospital  day, 
her  sensorium  became  gradually  more 
cloudy,  and  there  was  a  gradual  decrease 
in  her  urinary  output.  On  the  twenty-second 
hospital  day,  only  150  cc.  of  urine  was  ob- 
tained by  catheter.  In  spite  of  this  oliguria, 
the  nonprotein  nitrogen  fell  from  74  mg.  per 
100  cc.  on  admission  to  31  mg.  per  100  cc.  on 
the  seventeenth  hospital  day.  The  serum 
chlorides  and  carbon  dioxide  combining 
power  remained  within  normal  limits. 

On  the  nineteenth  hospital  day  she  became 
stuporous,  and  edema  of  the  face  and  eye- 
lids was  noted.  Because  of  her  continued 
fever  a  blood  culture  was  made;  this  was 
reported  as  sterile.  It  was  frequently  neces- 
sary to  aspirate  bloody,  frothy  material  from 
her  pharynx,  and  she  continued  to  have  dark, 
bloody  bowel  movements.  The  edema  in- 
creased. Her  pulse  became  more  weak  and 
irregular,  and  Cheyne-Stokes  respiration  de- 
veloped. Her  nail  beds  became  cyanotic  and 
the  blood  pressure  began  to  fall  rapidly.  On 
the  twenty-third  hospital  clay  her  tempera- 
ture rose  to  106  F.  and  her  respirations  be- 
came very  labored ;  the  pulse  was  unobtain- 
able. She  expired  quietly  at  8:25  a.m.  on  the 
twenty-third  hospital  day. 

Clinica I  Discussio n 

Dr.  David  Cayer:  This  72  year  old  wo- 
man was  apparently  in  good  health  until 
twenty-four  hours  before  her  hospital  ad- 
mission. It  would  be  difficult  to  account  for 
the  symptoms  described  on  any  basis  other 
than  a  urinary  tract  infection.  The  sole  dis- 
quieting statement  is  that  the  patient  passed 
several  blood  clots  during  this  period,  the 
implication  being  that  she  was  having  gross 
hemorrhage  from  her  urinary  tract. 

The  brief  past  history  is  of  some  value  in 
giving  a  history  of  a  bleeding  peptic  ulcer 
some  ten  years  previously,  which  apparently 
had  been  fairly  well  controlled  by  diet.  The 
duration  of  the  gastrointestinal  complaints, 
if  they  had  not  altered,  would  indicate  that 
the  present  hematemesis  was  due  to  some 
benign  cause.  We  have  no  information  as  to 
how  or  when  the  previous  diagnosis  of  "pye- 
litis" was  made,  whether  pain  was  present, 


or  whether  it  was  bilateral  or  unilateral. 

At  the  time  of  admission  the  patient  was 
obviously  acutely  and  seriously  ill.  In  all 
probability  her  apathy  and  mental  confusion 
were  due  to  the  fever,  dehydration,  and  gen- 
eralized arteriosclerosis.  It  would  be  of  con- 
siderable interest  to  know  what  her  blood 
pressure  had  been  previously.  The  high  in- 
itial blood  count  was  probably  indicative  of 
severe  dehydration  and  infection,  since  the 
patient  was  described  as  being  pallid  and 
later  received  several  transfusions.  The  sig- 
nificant accessory  clinical  findings  revealed 
only  moderate  elevation  of  the  nonprotein 
nitrogen  and  slight  lowering  of  the  carbon 
dioxide  combining  power.  The  urine  culture 
revealed  Esch.  coli,  one  of  the  most  common 
pathogens  in  urinary  tract  infections. 

The  patient's  three  week  hospital  course 
can  be  summarized  briefly  by  saying  that 
she  continued  to  have  chills  and  fever,  in  gen- 
eral was  semi-stuporous,  and  showed  evi- 
dence of  moderate  to  marked  bleeding  in  the 
upper  gastrointestinal  tract.  In  addition  she 
remained  hypotensive,  and  prior  to  being 
digitalized  had  recurring  episodes  of  extra- 
systoles  and  paroxysmal  arrhythmia.  There 
was  one  brief  episode  of  transient  right 
hemiparesis.  In  spite  of  persistent  gross 
hematuria  and  a  urinary  tract  infection 
which  did  not  respond  to  antibiotic  therapy, 
the  final  picture  was  not  one  of  progressive 
renal  insufficiency.  Until  the  final  forty- 
eight  hours  the  patient  voided  fair  amounts 
of  urine,  and  the  nonprotein  nitrogen,  se- 
rum chlorides,  and  carbon  dioxide  combining 
power  remained  within  normal  limits.  The 
final  episode  of  edema,  bloody,  frothy  ma- 
terial in  the  pharynx,  and  cyanosis  would 
seem  to  indicate  congestive  failure. 

I  find  it  difficult  to  account  for  all  of  this 
patient's  difficulties  on  the  basis  of  any  sin- 
gle diagnosis.  The  generalized  hemorrhagic 
disorders  which  might  account  for  bleeding 
from  the  urinary  and  gastrointestinal  tract 
can  not  be  supported  by  the  information  con- 
tained in  the  summary.  There  was  no  physi- 
cal evidence  of  purpura,  enlargement  of  the 
spleen,  or  icterus,  and  the  single  blood  count 
recorded  is  not  indicative  of  a  blood  dyscra- 
sia. 

Let  us  then  attempt  first  to  account  for  the 
urinary  tract  bleeding,  since  it  was  the  pre- 
senting complaint.  Almost  all  disorders  in- 
volving the  urinary  tract  may  produce  gross 


April,  1950 


CLINICOPATHOLOGIC   CONFERENCE 


21.3 


hemorrhage.  At  least  70  per  cent  of  the  le- 
sions producing  hematuria  have  their  origin 
in  the  upper  urinary  tract.  Although  this  pa- 
tient did  have  some  discomfort  over  her  blad- 
der, cystitis  would  not  account  for  bilateral 
flank  pain.  Hematuria  may  accompany  in- 
fection, infarction,  calculus,  or  tumor.  Of 
the  conditions  commonly  associated  with  in- 
fection, several  may  be  ruled  out  quickly. 

With  polycystic  kidneys,  death  usually  oc- 
curs by  the  third  to  the  fourth  decade,  a  pal- 
pable mass  is  invariably  noted  in  one  or  both 
flanks,  and  the  terminal  episode  is  usually 
that  of  progressive  renal  failure,  which  was 
not  present  in  this  patient.  Similarly,  hydro- 
nephrosis should  have  been  associated  with 
a  renal  mass,  and  usually  is  not  accompanied 
by  massive  progressive  hematuria.  We  have 
nothing  to  suggest  that  tuberculosis  may 
have  been  an  etiologic  agent,  since  the  chest 
plate  was  reported  as  negative  and  the  urin- 
ary sediment  was  not  reported  to  contain 
acid-fast  organisms. 

Pyelonephritis  occurs  frequently  in  chil- 
dren and  in  old  people,  but  is  usually  asso- 
ciated with  some  evidence  of  obstruction  in 
the  urinary  tract.  In  such  patients,  however, 
gross  hematuria  is  rare,  and  the  disorder, 
if  severe  and  progressive,  ultimately  results 
in  the  clinical  picture  of  progressive  renal 
insufficiency. 

Infarction  of  the  kidney  may  also  produce 
pain,  fever,  and  hematuria.  The  patient  was 
noted  to  have  a  grade  3  systolic  murmur, 
but  this  could  be  accounted  for  by  the  sclero- 
tic-changes noted  in  the  thoracic  aorta  on 
the  chest  plate.  It  would  be  most  unlikely  that 
the  patient  had  subacute  bacterial  endocar- 
ditis at  her  advanced  age.  The  occurrence  of 
auricular  fibrillation,  which  was  noted  dur- 
ing her  hospital  stay,  is  quite  uncommon  in 
subacute  bacterial  endocarditis.  In  addition, 
the  single  blood  culture  was  reported  as  neg- 
ative, and  there  was  no  evidence  of  embolic 
phenomena  elsewhere. 

There  is  no  history  of  a  urinary  calculus, 
and  no  radiation  of  pain  suggestive  of  ure- 
teral colic.  However,  obstruction  by  a  stone 
might  occur  without  pain  and  might  be 
missed  in  a  flat  plate  of  the  abdomen.  At 
present,  therefore,  it  cannot  be  completely 
ruled  out. 

A  primary  renal  tumor,  particularly  if  it 
eroded  through  the  calyx,  might  produce  as 
its  first  symptom  massive  hematuria.  If  as- 
sociated with  necrosis  and  infection,  it  could 


produce  essentially  the  findings  noted  in  this 
patient.  It  would  not  account  for  bilateral 
pain,  however,  even  though  the  pain  was 
noted  to  be  most  severe  on  the  left. 

From  the  description  of  the  hematemesis, 
it  would  appear  that  the  site  of  hemorrhage 
was  between  the  first  portion  of  the  duode- 
num and  the  mouth.  The  presence  of  coffee 
ground  material  is  strongly  suggestive  of 
bleeding  into  the  stomach,  since  it  gives  evi- 
dence of  partial  digestion.  We  have  no  in- 
formation which  would  support  the  diagno- 
sis of  benign  tumor,  diaphragmatic  hernia 
with  retention  and  ulceration,  the  rupture 
of  an  arteriosclerotic  vessel,  or  gastritis.  If 
we  make  the  diagnosis  of  a  malignant  lesion, 
it  will  be  necessary  to  disregard  one  of  the 
few  statements  given  in  the  past  history  — 
that  of  bleeding  at  least  ten  years  ago. 

The  most  probable  cause  of  the  patient's 
present  hematemesis  would  certainly  seem  to 
be  a  peptic  ulcer.  Other  extra-gastric  causes 
of  hemorrhage  which  should  be  considered 
are  esophageal  varices  and  other  esophageal 
lesions,  benign  or  malignant.  In  the  absence 
of  jaundice,  collateral  circulation,  and  en- 
largement of  the  spleen  or  liver,  the  first  di- 
agnosis is  untenable.  Although  other  esopha- 
geal lesions  would  be  possible,  the  informa- 
tion on  which  such  a  diagnosis  might  be 
based  is  not  included  in  the  history.  Rarely, 
other  abnormalities  such  as  aneurysm  of  the 
aorta  eroding  into  the  esophagus  may  cause 
massive  hematemesis  and  be  completely  mis- 
leading. 

Dr.  Cayer's  Diagnoses 

It  would  appear  that  the  findings  in  this 
patient  can  best  be  explained  by  multiple  di- 
agnoses, and  I  believe  the  most  likely  to  be 
as  follows : 

1.  Bacteremia,  possibly  secondary  to  pye- 
lonephritis or  carcinoma  of  the  kidnev 
(left) 

2.  Bleeding  from  the  upper  gastrointes- 
tinal tract,  probably  due  to  peptic  ul- 
cer 

3.  Generalized  arteriosclerosis 

4.  Possible  myocardial  infarction  with  par- 
oxysmal arrhythmia  and  emboli  to  the 
brain  and  lungs. 

Anatomic  Discussion 

Dr.  Jerome  0.  Williams*  :  At  autopsy 
this  patient  presented  mild  pitting  edema  of 
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the  legs  and  mild  edema  of  the  thighs  and 
eyelids.  There  were  ecchymotic  spots  on  the 
feet,  legs,  thighs  and  shoulders,  the  largest 
measuring  2.5  cm.  in  diameter.  Petechial 
hemorrhages  were  noted  in  the  conjunctiva 
and  lips. 

Each  pleural  cavity  contained  300  cc.  of 
watery,  non-purulent  fluid.  The  pericardial 
cavity  contained  approximately  350  cc.  of  the 
same  watery  fluid. 

The  other  findings  of  interest  were  con- 
fined to  the  kidney,  esophagus,  and  heart. 

The  left  kidney  weighed  200  Gm.,  meas- 
ured 17  by  9  by  5.5  cm.,  and  was  quite  ir- 
regular at  the  lower  pole.  On  cut  section  it 
presented  an  irregular  tumor  mass  in  the 
lower  pole,  measuring  8  cm.  in  diameter,  and 
extending  into  the  pelvis  of  the  kidney.  The 
tumor  had  a  variegated  appearance,  with 
areas  of  hemorrhage,  degeneration,  and  cyst 
formation. 

The  lower  third  of  the  esophagus  contained 
an  ulcer  2  cm.  in  diameter,  just  3  cm.  above 
the  junction  of  the  esophagus  with  the  stom- 
ach. This  ulcer  had  a  soft,  necrotic  base. 

The  heart  weighed  350  Gm.  Two  calcified 
growths  were  present  on  the  auricular  sur- 
face of  the  mitral  valve,  the  larger  measur- 
ing 2  by  2  cm.,  the  smaller  2  by  1  cm.  There 
were  numerous  small,  friable,  vegetative 
growths  on  the  mitral  valve.  A  blood  culture 
taken  from  the  right  auricle  was  sterile.  A 
culture  made  from  the  vegetative  growths 
on  the  mitral  valve  showed  a  pure  growth 
of  Esch.  coli.  The  heart  otherwise  revealed 
nothing  abnormal. 

The  spleen  contained  a  small  infarct  and 
multiple  small  abscesses.  The  entire  bowel 
revealed  numerous  diverticula. 

Microscopically  the  tumor  in  the  kidney 
was  a  well  circumscribed  mass  with  a  thin 
capsule  of  fibrous  tissue.  The  cells  of  the  tu- 
mor were  arranged  in  individual  acini,  and 
appeared  to  be  quite  regular  in  appearance 
in  most  areas.  The  nuclei  of  the  cells  were 
hyperchromatic  and  the  cytoplasm  was  clear. 
This  is  the  picture  seen  in  "clear  cell"  or  so- 
called  "renal  cell"  carcinoma  of  the  kidney. 

Microscopic  examination  of  the  liver  and 
spleen  revealed  an  acute  serous  hepatitis  and 
acute  splenitis  with  an  infarct. 

Adenocarcinomas  of  the  kidney  are  often 
found  unexpectedly  at  necropsy,  usually  in 
kidneys  which  show  evidence  of  previous  dis- 


ease. In  this  case  there  was  no  gross  or  mi- 
croscopic evidence  of  metastasis. 

The  calcified  mitral  annulus  fibrosus  rep- 
resented a  long  standing  process  within  this 
valve.  This  calcification  is  usually  due  to 
some  previous  disease  of  the  valve,  such  as 
rheumatic  fever ;  or  it  may  represent  a  pro- 
cess in  the  mitral  valve  corresponding  to  the 
change  seen  in  the  aortic  valve  in  cases  of 
calcified  aortic  stenosis  associated  with  gen- 
eralized arteriosclerosis.  In  our  case  the  lat- 
ter explanation  would  seem  to  be  more  likely, 
since  the  patient  presented  generalized  ar- 
teriosclerosis but  had  no  microscopic  evidence 
of  rheumatic  fever. 

The  vegetative  growths  on  the  valve  were 
apparently  recent.  A  pure  culture  of  Esch. 
coli  was  obtained  from  the  valves,  while  a 
blood  culture  was  sterile.  It  has  been  shown 
that  these  areas  of  bacteria  are  frequently 
covered  over  with  fibrin  or  fibrous  tissue, 
which  occasionally  becomes  calcified.  This 
process  would  keep  the  organisms  out  of  the 
circulating  blood. 

The  ulcerative  lesion  on  the  posterolateral 
wall  of  the  esophagus  was  compatible  with  a 
peptic  ulcer.  In  a  few  areas  adjacent  to  this 
ulcer  we  observed  epithelium  which  resem- 
bled gastric  mucosa.  These  ulcers  are  thought 
to  come  about  in  much  the  same  manner  as 
peptic  ulcers  in  the  duodenum  or  stomach. 
The  presence  of  the  stomach  tube  may  have 
contributed  to  the  production  of  an  ulcer  in 
this  patient. 

Anatomic  Diagnoses 

1.  Carcinoma  of  the  left  kidney,  with  ulcer- 
ation of  the  mucosa  of  the  renal  pelvis 

2.  Calcification  of  the  mitral  atninlus  fibro- 
sus 

3.  Acute  bacterial  endocarditis  on  the  poster- 
ior leaflet  of  the  mitral  valve,  due  to  Esch. 
coli,  with  infarctions  of  spleen  and  kid- 
neys, acute  serous  hepatitis,  acute  splen- 
itis, and  petechiae  in  the  conjunctivae  and 
skin. 

4.  Acute  and  subacute  ulceration  of  the  eso- 
phagus, with  diffuse  esophagitis 

5.  Subacute  hemorrhagic  cystitis 

6.  Diverticulosis  of  the  duodenum,  jejunum, 
and  colon 

7.  Apical  scarring  in  the  left  lung 

8.  Hydrothorax  and  hydropericardium 
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CANCER  COMMITTEE 

TOWARD  EFFECTIVE  CANCER 
CONTROL 

Charles  S.  Cameron,  M.D.* 
New  York 

Nowhere  in  the  world  do  voluntary  health 
agencies  flourish  in  such  abundance  as  they 
do  in  the  United  States.  They  are  an  expres- 
sion of  the  charitableness  of  our  people  to- 
ward those  less  fortunate,  and  they  are  tes- 
timony to  the  democratic  spirit  of  Americans 
in  organizing  and  working  cooperatively  for 
the  common  good. 

The  American  Cancer  Society,  a  venerable 
member  of  the  family  of  health  agencies, 
should  be  thoroughly  known  to  all  doctors, 
for  its  services  are  many.  Through  its  na- 
tional office  in  New  York,  its  sixty-one  char- 
tered divisions  and  2,613  county  branches,  it 
conducts  a  broad-based  year-round  effort  to 
control  cancer,  one  of  the  foremost  medical 
problems  confronting  us. 

The  control  of  cancer  eventually  will  come 
through  an  understanding  of  cancer's  caus- 
es, means  of  prevention,  and  effective  treat- 
ment methods ;  this  knowledge  waits  on  re- 
search. The  Society  has  recognized  the  im- 
portance of  intensified  investigative  efforts 
in  the  field  of  growth,  and  spends  25  per 
cent  of  its  income  in  the  support  of  such  stu- 
dies and  in  the  training  of  young  scientists 
to  carry  them  forward.  During  the  present 
year  this  support  amounts  to  $3,500,000.  The 
total  research  expenditure  for  the  past  five 
years  is  $13,153,560. 

A  substantial  measure  of  control  over  can- 
cer can  be  achieved  today  with  the  knowl- 
edge already  at  hand.  The  disparity  between 
cancer's  curability  and  the  cures  being 
achieved  is  striking.  For  example,  cancer  of 
the  breast  is  curable  in  80  per  cent  of  pa- 
tients who  are  treated  when  the  disease  is 
confined  to  the  breast ;  yet  the  country-wide 
cure  rate  is  less  than  35  per  cent.  When  can- 
cer of  the  rectum  is  confined  to  the  mucosa, 
cure  rates  of  70  per  cent  have  been  reported ; 
yet  the  over-all  rate  of  cure  is  about  11  per 
cent.  Similar  differences  hold  for  most  forms 
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of  the  disease.  In  order  to  achieve  a  larger 
measure  of  cures,  the  American  Cancer  So- 
ciety engages  in  an  intensive  educational  and 
publicity  campaign,  based  on  knowledge  of 
cancer's  early  signs  and  symptoms  (the 
Danger  Signals),  and  the  value  of  periodic- 
physical  examinations. 

April  is  the  month  when  the  American 
Cancer  Society  makes  its  annual  appeal  to 
the  public  for  support  of  its  programs.  As 
more  and  more  of  our  people  live  longer, 
the  incidence  of  cancer  increases.  As  the 
problem  becomes  more  widespread,  so  must 
the  effort  to  control  the  disease  be  intensi- 
fied. The  Society  is  dedicated  to  the  principle 
that  through  education  an  effective  measure 
of  cancer  control  may  be  achieved  at  this 
time. 

Improved  services  to  patients  with  cancer 
are  provided  by  support  of  cancer  clinics,  or- 
ganized programs  of  cancer  detection,  and 
information  services ;  these  efforts  are  aug- 
mented by  a  corps  of  volunteers  who  provide 
loan  closets,  transportation  services,  recre- 
ational activities,  and  dressings. 

Of  immediate  interest  to  doctors  is  the  pro- 
fessional education  program.  During  the  past 
year,  three  monographs  of  a  series  dealing 
with  cancer  by  anatomic  site  have  been  dis- 
tributed to  practicing  physicians  throughout 
the  country.  The  series  will  be  continued  this 
year,  with  distribution  at  three-month  in- 
tervals. 

The  professional  journal  Cancer,  which 
first  appeared  in  May,  1948,  has  been  well 
received  by  clinicians  and  investigators  in- 
terested in  the  problems  of  abnormal  growth. 
A  series  of  motion  pictures  for  professional 
audiences,  treating  the  problems  of  early  di- 
agnosis of  cancer  by  anatomic  site,  has  been 
outlined.  Two  of  the  films  have  been  released 
— the  first  concerned  with  the  general  prob- 
lem of  the  early  diagnosis  of  cancer,  and  the 
second  concerned  specifically  with  the  early 
diagnosis  of  cancer  of  the  breast.  A  third, 
covering  cancer  of  the  gastrointestinal  tract, 
is  in  preparation  and  will  be  released  this 
year. 

A  new  publication  of  the  Society  will  ap- 
pear this  year,  and  will  be  distributed  bi- 
monthly to  practicing  physicians  throughout 
the  country.  Topics  of  interest  to  the  general 
practitioner  will  be  presented  in  digest  form, 
together  with  brief  abstracts  of  significant 
papers  appearing  in  the  literature.  Clarity, 
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brevity  and  general  interest  will  be  stressed. 
It  is  the  Society's  hope  that  this  digest  will 
be  accepted  by  the  busy  physician  for  whom 
it  is  planned. 

The  library  of  the  Society  publishes  month- 
ly a  bibliography  of  the  current  cancer  lit- 
erature which  is  available  on  request  to  phy- 
sicians, research  workers,  and  libraries.  The 
library  will  prepare,  on  request,  bibliogra- 
phies on  any  topic  related  to  the  field  of  can- 
cer. A  package  lending  library  has  been  es- 
tablished which  will  supply  reprints,  on  a 
loan  basis,  to  any  physician  or  investigator 
requesting  the  service. 


CORRESPONDENCE 


363  North  Elm  Street 

Greensboro,  N.  C. 

March  15,  1950 
To  the  editor : 

A  tabulation  of  the  2360  names  in  our 
1949  State  Society  Roster  according  to  fields 
of  practice  was  recently  made  for  our  Com- 
mittee on  Prepaid  Medical  Service  Insurance 
Plan,  and  was  verbally  presented  to  the  re- 


cent Special  Session  of  the  House  of  Dele- 
gates. It  has  been  requested  that  these  data 
be  published  for  future  reference. 

Fifty-nine  physicians  list  no  field  of  prac- 
tice, and  could  not  be  tabulated.  Since  this 
analysis  was  concerned  with  the  proposed 
insurance  plan,  the  following  groups  were 
also  omitted:  public  health  (74),  tuberculo- 
sis (29);  psychiatry  (28),  pathology  (18), 
clinical  pathology  (4),  industrial  medicine 
(8),  insurance  (1),  medical  education  (3), 
hospital  administration  (2),  hospital  resi- 
dent (3),  and  pharmacology  (1).  Thus,  230 
names  are  omitted,  and  the  remaining  2130 
physicians,  whose  cooperation  with  the  in- 
surance plan  is  earnestly  desired,  are  in- 
cluded in  the  table  below.  Twenty-two  physi- 
cians who  listed  two  fields  of  practice  were 
tabulated  only  once,  in  the  broader  specialty 
("surgery  and  gynecology"  as  "surgery"). 
The  classification  of  internal  medicine  in- 
cludes 4  allergists,  4  cardiologists,  and  1 
gastroenterologist.  Surgery  includes  15  men 
who  list  themselves  in  "general  practice  and 

surgery." 

O.  Norris  Smith,  M.D. 


Stated  Field  Total                                       Diplomates 

of  Practice  No.            Percent.                      No.          Percent. 

General   practice 895             42.0% 

Internal  medicine 7..  244             11.5%                          78             32.0%          /   1306  medical 

Pediatrics 113               5.3%                          42             37.2%          }   practitioners 

Neurology :: !               1.6%                          27             79.4%.          \   61.3%  of  total. 

Dermatology.... 21)               0.9%                            7             35.0%          ) 

Surgery 324             15.2%                          72             22.2% 

Ophthalmology  and 

otorhinolaryngology       150 

Otorhinolaryiigology  "          27  207                9.7%                           62              30.0% 
Ophthalmology                      29 
Otology                                     1 

Obstetrics  and  I    765  surgical 

gynecology                         95  /  specialists; 

Obstetrics                               31  13G               6-4%                          41             30-K/°          /    36%  of  total. 
Gynecology                             10        J 

Urology 52               2.5%                          23             44.2% 

Orthopedics 29               1.3%                          19             65.5% 

Proctology 11                0.5'  , 

Neurosurgery 6               0.03%                          3             50.0% 

Plastic  surgery 0               0                                   1 

Radiology.... 49               2.3%                          35             71.4% 

Anesthesia 10               0.5%                            2             20.0% 

Total 2130  412                 * 

*  33%  per  cent  of  the  specialists  in  fields  where  boards  exist  are  diplomates   (412  out  of  1235). 
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PRESIDENT'S  MESSAGE 
GENERAL  PRACTICE 

A  very  happy  development  in  medicine  is 
the  tremendous  strengthening  of  general 
practice  as  a  specialty.  The  American  Acad- 
emy and  the  North  Carolina  Academy  of 
General  Practice,  in  their  respective  spheres, 
fill  very  important  places  in  the  medical 
world. 

General  practitioners  are,  for  several  rea- 
sons, the  most  significant  subsidiary  medical 
group  within  the  state. 

They,  together  with  the  internists,  consti- 
tute more  than  61  per  cent  of  the  members 
of  the  Medical  Society  of  the  State  of  North 
Carolina,  and  are,  therefore,  a  majority. 

They  have  it  within  their  power  to  guide 
and  profoundly  influence  the  affairs  of  the 
State  Society.  They  are  in  a  favorable  posi- 
tion to  determine  the  quality  of  professional 
service  rendered  and  to  educate  the  laity  as 
to  its  value. 

They  continue  to  have  the  confidence  of 
the  public  and  are  the  most  valuable  of  all 
of  our  public  relations  agencies. 

They  are  the  trusted  family  physicians 
of  our  lawmakers  and  may,  therefore,  influ- 
ence medical  legislation  to  a  greater  extent 
than  any  other  group. 

Every  general  practitioner  in  the  state 
should  hasten  to  become  a  member  of  the 
Academy.  Not  only  will  his  professional  life 
be  stimulated,  but  he  will  acquire  an  influ- 
ence heretofore  denied  him.  It  may  well  be 
that  the  rapidly  developing  organization  of 
general  practitioners  will  become  the  agent 
which  will  save  our  medical  system  from 
destruction  at  the  hands  of  the  government. 

Our  medical  schools  would  do  well  to  con- 
sider the  establishment  of  Departments  of 
General  Practice,  directed  by  general  prac- 
titioners. Such  recognition  of  general  prac- 
tice as  a  specialty  would  do  much  to  attract 
young  men  to  this  most  fundamental  branch 
of  medicine,  to  the  great  profit  of  the  public 
and  medicine  as  a  whole. 

G.  W.  Murphy,  M.D. 


RURAL  HEALTH  COMMITTEE 
The  program  of  the  Rural  Health  Com- 
mittee of  the  North  Carolina  Medical  Society 
is  progressing  very  satisfactorily.  Three 
counties  in  the  western  part  of  the  state — 
Alexander,  Watauga,  and  Caldwell  Counties 
— have  organized  rural  health  councils  under 
the  able  direction  of  our  health  educator  and 
consultant,  Miss  Charlotte  Rickman.  These 
councils  have  formulated  programs  at  the 
community  level  and  are  studying  ways  and 
means  of  improving  local  health  conditions 
in  a  democratic  way.  The  cooperation  of 
county  health  departments,  civic  clubs,  and 
farm  and  home  demonstration  groups  has 
been  very  gratifying. 

Plans  are  now  under  way  to  switch  the 
activities  of  the  Committee  to  the  eastern 
part  of  the  state,  and  it  is  anticipated  that 
councils  will  be  organized  in  Wayne  and 
Halifax  Counties  immediately. 

The  Committee  feels  that  organized  effort 
on  the  part  of  the  Medical  Society  and  of  all 
other  groups  interested  in  health  measures 
is  the  most  effective  way  to  improve  health 
conditions  in  our  state,  to  fight  political 
medicine,  and  to  improve  public  relations. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.    Carl    Muschenheim    of    New   York,    formerly 
associate  professor  of   clinical   medicine   at   Cornell 
University    Medical    College,    will    be    the    featured 
speaker  on  the  program  of  the  North  Carolina  Tru- 
deau  Society,  to  be  held  in  Durham,   May  22.   The 
complete  program  is  as  follows: 
2:00  p.m. — Drug    Therapy    in    Tuberculosis.  —  Dr. 
Carl    Muschenheim,    New    York,    New 
York 
2:30  p.m. — Some  Effects  of  Salicylic  Acid  and  Re- 
lated Substances  on  the  Tubercle  Bacil- 
lus— Dr.   Frederick   Bernheim,   Durham 

3:15  p.m. — Thoracic   Surgery — Dr.  James  J. 

Murphy,  Oteen 
3:45  p.m. — Histoplasmosis  in  North   Carolina — Dr. 
Robert  J.  Murphy,  Chapel  Hill 
—Dr.   William  Peck,  McCain 
— Miss  Blanche  Vincent,   R.N.,   Raleigh 
Evening  Session 
8:00  p.m. — A  Review  of  the  Treatment  of  Pulmo- 
nary  Tuberculosis  —  Dr.    Paul    Ringer, 
Asheville 
— Looking  Forward  in  the  Treatment  of 
Pulmonary    Tuberculosis  —  Dr.    J.    B. 
Stocklen,  'Cleveland,   Ohio 


The  Southern  Tuberculosis  Conference  will  hold 
its  annual  meeting  September  21-23  at  Hotel  Roa- 
noke, Roanoke,  Virginia.  The  theme  of  the  meeting 
this  year  will  be  The  Crisis:  The  Non-Hospitalized 
Patient. 
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News  Notes  from  the  State  Board 
of  Health 

Another  weapon  against  cancer  in  North  Caro- 
lina was  put  into  action  at  Durham,  on  March  7. 
There  already  are  in  operation  ten  stationary  clinics, 
located  at  strategic  centers  throughout  the  state, 
but  these  examine  only  five  areas  of  the  body  for 
the  detection  of  cancer — namely,  the  throat,  the 
breast,  the  skin,  the  genitalia,  and  the  rectum,  in- 
cluding the  prostate.  Examinations  for  cancer  of 
the  stomach  and  esophagus  now  will  be  made,  but 
only  in  one  place  at  a  time — that  is,  where  the  new 
equipment  is  stationed. 

This  new  piece  of  equipment  is  known  as  a  Gastric- 
Cancer  Detection  Mobile.  It  will  provide  examina- 
tions for  between  forty  and  fifty  patients  daily.  The 
outstanding  feature  of  this  rapid  survey  equipment 
is  the  70  mm.  Schmidt-Helm  high  speed  camera,  one 
of  only  five  of  its  kind  in  the  country  at  the  present 
time.  It  is  expected  to  remain  in  Durham  for  approx- 
imately three  months,  after  which  it  will  be  moved 
to  the  site  of  another  clinic.  In  due  time  the  mobile 
unit  will  be  carried  to  every  point  at  which  a  clinic- 
has  been  established. 

Discussing  new  equipment,  Dr.  J.  W.  R.  Norton, 
State   Health   Officer,   said: 

"The  early  detection  of  cancerous  or  pre-cancerous 
lesions  is  the  primary  objective  of  our  program.  A 
further  aim  is  an  accumulation  of  statistics  of  the 
presence  of  such  lesions  within  specified  age  groups. 
It  should  be  emphasized  that  this  screening  of  the 
population  is  being  undertaken  in  an  effort  to  eval- 
uate the  photoi'luorographic  method,  and  for  diag- 
nostic purposes  only,  as  patients  are  referred  to 
their  private  physicians  for  any  treatment  needed. 

"Cancer  reports  show  that  approximately  60,000 
men  and  40,000  women,  above  the  age  of  forty, 
throughout  the  country,  develop  cancer  of  the  di- 
gestive tract  every  year.  This  emphasizes  the  value 
of  the  State  Board  of  Health's  new  equipment  to 
detect  cancer  in  the  esophagus  and  stomach.  Of  the 
100,000  men  and  women  over  forty  who  develop 
cancer  in  the  digestive  tract,  sixty  per  cent  die  with- 
in twelve  months  after  their  cases  are  diagnosed.  A 
considerable  factor  in  this  high  death  rate  is  delay. 
This  fact  is  still  another  evidence  of  the  importance 
of  North  Carolina's  new  equipment.  It  is  also 
pointed  out  that  deaths  from  cancer  of  the  digestive 
system  account  for  five  per  cent  of  deaths  from  any 
cause  in  the  United  States,  and  between  forty-five 
and  fifty  per  cent  result  from  cancer  of  the  stomach, 
itself." 

Dr.  W.  W.  Vaughan,  head  of  the  radiology  depart- 
ment at  Watts  Hospital  in  Durham,  and  Dr.  Robert 
J.  Reeves,  who  occupies  a  similar  position  at  Duke, 
willl  serve  as  consultants  with  the  new  mobile  unit, 
with  Walter  Lee  Horton,  Jr.,  of  Raleigh,  as  techni- 
cian in  charge. 

This  screening  of  the  population  is  being  under- 
taken to  evaluate  the  photofluorographic  method. 
After  10,000  persons  have  been  examined,  it  is  pro- 
posed to  analyze  the  results  statistically  and  thus 
arrive  at  conclusions  based  on  first  hand  experience. 

The  most  serious  epidemic  that  occurred  during 
1949  was  the  measles  outbreak,  which  resulted  in  86 
deaths  from  that  juvenile  disease,  as  compared  with 
only  5  during  the  preceding  year.  On  the  other  hand, 
deaths  from  poliomyelitis  totaled  only  22,  as  com- 
pared with  139  during  the  epidemic  year  of  1948. 

Last  year's  vital  statistics  report  shows  that 
deaths  from  automobile  accidents,  according  to  the 
method  of  computation  used  by  the  Vital  Statistics 
Bureau,  totaled  960,  as  compared  with  825  the  pre- 
vious  year.   Accidents    other   than   those   caused   by 


gasoline  machines  claimed  1,308  victims  in  1949  as 
compared  with  1,455  in  1948. 

North  Carolina  was  the  first  state  in  the  Union 
whose  health  department  employed  a  Negro  physi- 
cian for  full-time  service.  Dr.  Walter  J.  Hughes  for 
many  years  worked  faithfully  among  the  men, 
women  and  children  of  his  race,  in  order  to  bring 
them  to  an  acceptance  of  all  the  benefits  of  public- 
health. 

Between  1920  and  1948,  the  white  death  rate 
dropped  from  11.2  per  1,000  population  to  7.3.  Show- 
ing an  even  sharper  decline,  the  Negro  death  rate 
fell  from  16.0  to  9.4  per  1,000  population  —  a  de- 
crease of  6.6. 

The  North  Carolina  State  Board  of  Health  is  glad 
to  take  this  opportunity  to  acknowledge  National 
Negro  Health  Week  and  to  pay  tribute  to  those 
faithful  souls  among  the  members  of  the  Negro 
race  who  have  fought  so  valiantly  to  improve  the 
health  of  their  people  and  who  have  shown  such  a 
fine  spirit  of  cooperation. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

"A  Study  of  the  Toxicity  of  Radiophosphorus"  by 
Dr.  W.  E.  Cornatzer,  Dr.  George  T.  Harrell,  Jr., 
Dr.  David  Cayer,  and  Dr.  Camillo  Artom  was  pre- 
sented by  title  at  the  fourth  annual  meeting  of  the 
Southern  Society  for  Clinical  Research  in  New  Or- 
leans, on   March  18. 

Dr.  Harrell  was  elected  secretary-treasurer  of  the 
society. 

Dr.  Robert  L.  McMillan,  associate  professor  of 
internal  clinical  medicine,  conducted  courses  for  the 
University  of  North  Carolina  Extension  Division  at 
Wilson  and  Wilmington  on  March  11  and  23.  He 
discussed  the  "Diagnosis  and  Management  of  Con- 
gestive Heart  Failure  in  General  Practice,"  the 
"Diagnosis  and  Treatment  of  Disorders  of  Heart 
Rhythm,"  and  "Management  of  the  Heart  in  Major 
Surgical   Operations." 

Dr.  Harold  D.  Green,  professor  of  physiology  and 
pharmacology,  and  Dr.  Jerry  K.  Aikawa,  research 
fellow  in  internal  medicine,  have  recently  received 
grants  from  the  American  Heart  Association  for 
1950-51.  Dr.  Green's  grant  of  $4,725  is  for  work  on 
the  cause  of  constriction  of  blood  vessels.  Dr.  Aika- 
wa's  grant  of  $3,150  is  for  further  study  in  the 
field  of  rheumatic  fever. 

Dr.  Marjorie  Swanson,  assistant  professor  of  bio- 
chemistry, is  one  of  five  young  scientists  in  the 
LTnited  States  to  receive  travel  awards  of  $500  each 
to  attend  sessions  of  the  eighteenth  International 
Physiological  Congress  in  Copenhagen,  Denmark, 
August  15-18.  The  awards  are  made  once  every 
three  years  by  the  executive  committee  of  the  Fed- 
eration of  American  Societies  for  Experimental 
Biology  on  the  basis  of  papers  submitted  by  scien- 
tists under  35  years  of  age  in  the  physiological 
field.  Dr.  Swanson's  subject  was  "Phosphatases  of 
the  Liver."  The  papers  of  award  winners  will  be 
presented  at  the  Congress.  Dr.  Camillo  Artom,  pro- 
fessor of  biochemistry,  will  not  attend  the  Congress, 
but  will  have  a  paper  presented  there. 

Dr.  William  A.  Wolff,  associate  professor  of  clin- 
ical chemistry  and  toxicology;  Dr.  George  T.  Har- 
rell, Jr.,  professor  of  internal  medicine;  and  Dr. 
David  Cayer,  associate  professor  of  internal  medi- 
cine, have  been  recently  elected  to  membership  in 
the  Society  for  Experimental  Biology  and  Medicine. 
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Dr.  Ernest  H.  Yount,  Jr.,  instructor  in  clinical 
medicine,  has  recently  received  a  grant  from  the 
John  and  Mary  R.  Markle  Foundation  for  research 
in  degenerative  and  metabolic  diseases.  The  grant 
of  $25,000  is  to  run  for  five  years. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Drs.  Charles  W.  Hooker,  C.  D.  Van  Cleave,  and 
Arthur  V.  Jensen  attended  the  meeting  of  the  Amer- 
ican Association  of  Anatomists  in  New  Orleans  on 
April  5,  6,  and  7.  A  paper  was  presented  by  Dr. 
Hooker. 

Members  of  the  staff  who  presented  papers  before 
the  Atlantic  City  meetings  of  the  Federation  of 
American  Societies  for  Experimental  Biology,  April 
17-22,  were  Dr.  John  H.  Ferguson  and  Dr.  Jessica 
H.  Lewis,  John  Nichols  and  Dr.  A.  T.  Miller,  and 
Inez  Green  and  Dr.  E.  P.  Hiatt  of  the  Department 
of  Physiology;  Dr.  James  C.  Andrews  and  John  F. 
R.  Kuck,  Robert  L.  Golby  and  Dr.  Granvil  C.  Kyker, 
and  Dr.  Lytt  I.  Gardner  of  the  Department  of  Bio- 
logical Chemistry  and  Nutrition;  and  Drs.  John  B. 
Graham,  George  D.  Penick,  and  K.  M.  Brinkhous 
of  the  Department  of  Pathology. 

Drs.  Charles  W.  Hooker  and  C.  T.  Kaylor  of  the 
Department  of  Anatomy  and  Dr.  Lytt  I.  Gardner 
of  the  Department  of  Biological  Chemistry  and  Nu- 
trition attended  the  forty-first  annual  meeting  of 
The  American  Association  for  Cancer  Research, 
Inc.,  in  Atlantic  City  on  April  16,  17,  and  18.  Dr. 
Hooker,  who  is  secretary-treasurer  of  this  organiza- 
tion, and  Dr.  Gardner  presented  papers. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Samuel  Preston  Martin,  associate  in  medicine, 
has  been  awarded  a  $25,000  grant  by  the  Markle 
Foundation. 

Duke  is  one  of  three  universities  to  receive  Markle 
awards  for  each  of  the  three  years  they  have  been 
established. 

Funds  from  the  grant  will  enable  Dr.  Martin  to 
continue  research  on  resistance  to  infectious  dis- 
eases, especially  tuberculosis  and  diseases  caused 
by  invasion  of  the  blood  by  bacteria.  He  will  also 
study  the  effects  of  the  newer  antibiotic  drugs. 

Dr.  Philip  Handler  has  been  named  professor  of 
|  biochemistry  and  nutrition  and  chairman  of  the  de- 
partment   of   biochemistry   in   the   Duke    University 
School    of   Medicine.    Dr.    Handler,    who    joined    the 
;  Duke  staff  in  1939  as  associate  in  physiology,  nutri- 
tion and  biochemistry,  succeeds  the  late  Dr.  W.  A. 
|  Perlzweig,  who  died  last  December. 

A  native  of  New  York  City,  Dr.  Handler  received 
|  the  B.S.  degree  from  City  College  of  New  York  in 
[1936  and  M.S.  and  Ph.D.  degrees  from  the  Univer- 
sity of  Illinois  in  1937  and  1939. 


Duke  Medical  School  Postgraduate 
Courses 

The  next  Postgraduate  Course  of  the  Duke  Uni- 
Bversity  School  of  Medicine  will  be  held  on  June  12- 
|ll5.  The  program  will  consist  of  formal  lectures  in 

the  morning,  ward  rounds  in  the  afternoon,  and 
ground-table  discussions  in  the  evening.  The  faculty 

of  the  Duke  University  School  of  Medicine  will  serve 

as  instructors  for  the  course. 


Eastern  Surgical  Association 

The  Eastern  Surgical  Association  met  in  Winston- 
Salem  on  March  31  and  April  1,  with  Dr.  W.  H. 
Sprunt  serving  as  host.  Dr.  Cecil  Drinker  of  Boston 
spoke  on  "Clinical  Physiology  of  the  Lung."  Other 
speakers,  all  from  the  Baptist  Hospital  and  the 
Bowman  Gray  School  of  Medicine,  were  Dr.  Sprunt, 
Dr.  Wayne  Cline,  Dr.  Louis  Shaffner,  and  Dr.  Rich- 
ard Myers.  The  program  included  operative  cases 
at  the  Baptist  Hospital  on  Friday  and  Saturday 
mornings,  the  annual  dinner,  and  a  visit  to  Gray- 
lyn,  with  a  demonstration  of  newer  techniques  by 
Dr.  Lloyd  J.  Thompson,  professor  of  neuropsy- 
chiatry. 


Third  District  Medical  Society 

The  Third  District  Medical  Society  held  its  spring 
meeting  at  the  Cape  Fear  Club  in  Wilmington  on 
April  7. 

Guest  speakers  were  Drs.  James  Hendrix  and  Will 
Sealy  of  Duke  Hospital,  who  conducted  a  medical 
and  surgical  conference.  Two  unusual  cases  were 
presented,  with  a  discussion  of  the  problems  in  diag- 
nosis and  surgical  management.  More  than  fifty 
doctors  from  the  southeastern  part  of  North  Caro- 
lina were  present. 

Officers  elected  for  the  coming  year  were  Dr. 
Victor  R.  Small  of  Clinton,  president,  succeeding 
Dr.  A.  McR.  Crouch  of  Wilmington;  Dr.  William 
Turlington  of  Jacksonville,  succeeding  Dr.  DeWitt 
Clark  of  Clarkton  as  vice  president;  and  Dr.  E.  G. 
Goodman  of  Wilmington,  who  was  re-elected  secre- 
tary-treasurer. 


Fifth  District  Medical  Society 

The  spring  meeting  of  the  Fifth  District  Medical 
Society  was  held  at  the  North  Carolina  Sanatorium 
at  McCain  on  April  6. 

Speakers  on  the  afternoon  program  were  Dr. 
J.  S.  Harris  of  Durham,  Drs.  H.  H.  Bradshaw  and 
E.  L.  Alexander,  Jr.,  of  Winston-Salem,  and  Dr. 
J.  P.  Satterwhite  of  McCain.  Dr.  W.  Reece  Berryhill 
of  Chapel  Hill  spoke  at  the  dinner  meeting,  held  in 
the  main  dining  room  of  the   Sanatorium. 


Eighth  District  Medical  Society 

The  Randolph  County  Medical  Society  was  host 
to  the  Eighth  District  Medical  Society  at  a  meeting- 
held  in  Asheboro  on  April  5,  at  the  Sunset  Theatre. 
Speakers  on  the  afternoon  program  were  Dr.  H. 
William  Scott,  Jr.,  of  Baltimore,  Dr.  Ralph  M. 
Tyson  of  Philadelphia,  and  Dr.  Eugene  A.  Stead  of 
Durham.  Their  papers  were  discussed  by  Dr.  H.  H. 
Bradshaw  of  Winston-Salem,  Dr.  Samuel  F.  Ravenel 
of  Greensboro,  and  Dr.  George  T.  Harrell  of  Win- 
ston-Salem. Following  a  social  hour  at  the  home  of 
Dr.  J.  L.  Fritz  and  a  tour  of  the  Randolph  Hospital, 
a  dinner  meeting  was  held  at  the  Kiwanis  Teen 
Age  Building.  Senator  Frank  P.  Graham  gave  the 
address  at  this  meeting. 

Officers  of  the  Eighth  District  Medical  Society 
are  Dr.  B.  F.  Barham,  president;  Dr.  Frank  Edmond- 
son,  vice  president  and  Dr.  William  E.  Woodruff, 
secretary-treasurer.  Dr.  James  H.  McNeill  of  North 
Wilkesboro  is  councilor  of  the  Eighth  District. 


Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  held  a  dinner 
meeting  in  Morganton  on  March  27.  The  program 
consisted  of  papers  bv  Drs.  G.  M.  Billings,  Beverly 
Hairfield,  and  William  Patton,  all  of  Morganton. 
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Edgecombe-Nash  Counties  Medical 
Society 

The  Edgecombe-Nash  Counties  Medical  Society 
held  its  regular  monthly  meeting  on  Wednesday, 
March  8,  1950.  Representatives  of  E.  R.  Squibb  and 
Son  presented  a  movie  entitled,  "The  Administra- 
tion of  Proteins  in  Hospital  Practice." 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  on  March 
13  held  its  regular  monthly  meeting  at  the  More- 
head  City  Hospital.  This  was  a  dinner  meeting,  the 
hospital  acting  as  host. 

C.  L.  Beam,  director  of  the  local  Veteran's  Bureau, 
presented  to  the  society  the  rules  and  regulations 
for  the  hospitalization  of  ex-service  men  and  the 
relationship  between  the  private  practitioner  and  the 
VA.  His  talk  was  freely  discussed  and  it  seemed 
to  be  the  general  opinion  that  the  VA  regulations 
should  be  revised  so  as  to  give  better  and  more 
prompt  medical  and  hospital  service  to  the  ex- 
service  man. 

Dr.  C.  S.  Maxwell  of  Beaufort,  secretary  of  the 
society,  was  nominated  "doctor  of  the  year"  to  rep- 
resent .the  Carteret  County  Medical  Society. 

Dr.  S.  W.  Thompson,  president  of  the  Second  Dis- 
trict Medical  Society,  made  a  progress  report  on 
the  coming  meeting  of  the  society,  to  be  held  in 
Morehead  City:  the  tentative  date  is  set  as  May  24. 

It  was  announced  that  the  speaker  at  the  April 
meeting  will  be  Dr.  H.  S.  Willis,  Superintendent  of 
the  North  Carolina  Sanatoria,  whose  topic  will  be 
"The  Antibiotics  and  Surgery  in  the  Treatment  of 
Pulmonary  Tuberculosis." 

Reported  by  N.  Thomas  Ennett,  M.D. 
Corresponding   Secretary 


North  Carolina  Cerebral  Palsy  Hospital 

A  dedication  ceremony  for  the  North  Carolina 
Cerebral  Palsy  Hospital  in  Durham  was  held  on 
March  30. 


News  Notes 

Dr.  William  Maurice  Fresh  of  Hickory  died  on 
March  5,  at  the  age  of  68,  of  carcinoma  of  the  pros- 
tate, with  multiple  metastases.  Dr.  Fresh  was  an 
honorary  fellow  of  the  State  Medical   Society. 

Dr.  Dan  P.  Boyette  has  moved  from  Kinston  to 
Ahoskie,  North  Carolina. 

Dr.  Andrew  Jackson  Crutchfield,  formerly  assist- 
ant professor  of  medicine  at  the  University  of  Vir- 
ginia, has  opened  offices  at  610  West  Fifth  Street, 
Winston-Salem,  for  the  practice  of  internal  medi- 
cine, with  special  attention  to  cardiovascular  disease. 

Dr.  F.  L.  Gobble,  Jr.,  has  announced  the  opening 
of  his  office  for  the  practice  of  obstetrics  and  gyne- 
cology, at  612  West  Fifth  Street,  Winston-Salem. 


American  Society  for  the  Study  of 
Sterility 

The  sixth  annual  conference  of  the  American  So- 
ciety for  the  Studv  of  Sterility  will  be  held  at  the 
Sir  Francis  Drake  Hotel  in  San  Francisco  on  June 
24  and  25. 


News  Notes  from  the  American  Medical 
Association 

Survey  of  Physicians'  Incomes 

Late  in  April  the  Bureau  of  Medical  Economic 
Research  of  the  American  Medical  Association  and 
the  Office  of  Business  Economics  of  the  U.  S.  De- 
partment of  Commerce  will  jointly  conduct  a  survey 
of  physicians'  incomes. 

The  Bureau  has  been  authorized  by  the  A.M. A. 
Board  of  Trustees  to  cooperate  in  this  survey,  which 
the  Department  of  Commerce  had  planned  to  con- 
duct alone.  It  will  be  the  first  full-scale  survey  by 
the  department  of  physicians'  incomes  since   1941. 

An  analysis  of  the  results  will  be  published  by 
the  Depaitment  of  Commerce  next  fall  in  its  month- 
ly publication,  "Survey  of  Current  Business."  Its 
August,  1949,  and  January,  1950,  issues  had  pub- 
lished similar  analyses  of  surveys  of  incomes  of 
dentists  and  lawyers,  respectively,  made  jointly  with 
the  American  Dental  Association  and  the  American 
Bar  Association. 

There  is  evidence  that  the  national  averages  in 
some  surveys  have  been  too  high  because  physicians 
who  do  not  have  bookkeepers  to  fill  out  question- 
naires do  not  reply  in  sufficient  numbers.  Accord- 
ingly, the  Bureau  emphasizes  the  importance  of  all 
doctors,  esnecially  those  with  a  relatively  small 
practice,  filling  out  the  questionnaires. 

Accurate  postwar  data  on  physicians'  incomes  is 
badly  needed  in  order  to  develop  better  estimates 
of  how  much  the  American  people  pay  to  physicians. 
Every  physician  can  be  assured  that  the  survey 
has  no  relation  whatever  to  the  operations  of  the 
U.  S.  Bureau  of  Internal  Revenue.  There  is  no  way 
bv  which  the  Department  of  Commerce  could  have 
obtained  the  needed  information  from  the  Bureau 
of  Internal  Revenue — hence  the  questionnaire  sur- 
vey. 

*     *     *     * 

A.M.A.   Golf   Tournament— Monday,    June    26 

C.  E.  Shannon,  M.D..  Chicago,  President  of  the 
American  Medical  Golfing  Association,  announces 
that  the  34th  Tournament  will  be  held  on  the  two 
verv  attractive  golf  courses  of  the  Olympic  Golf 
Club.  San  Francisco,  on  Monday,  June  26,  on  the 
opening  day  of  the  1950  A.M.A.  Annual   Session. 

The  detailed  program  of  the  AMGA  Tournament 
will  apnear  in  the  Convention  Number  of  the  AMA 
Journal. 

Applications  for  membership  mav  be  obtained  by 
writing  to  Secretary  Bill  Burns,  2020  Olds  Tower, 
Lansing  8,  Michigan. 

Revised    Edition    of    Motion    Picture    Reviews 
Now   Available 

The  Committee  on  Medical  Motion  Pictures  of  the 
American  Medical  Association  has  completed  the 
second  revised  edition  of  the  booklet  entitled  Re- 
views of  Medical  Motion  Pictures.  This  booklet  now 
contains  225  reviews  of  medical  and  health  films 
reviewed  in  The  Journal  of  the  American  Medical 
Association  to  January  1,  1950.  Each  film  has  been 
indexed  according  to  subject  matter.  The  purpose 
of  these  reviews  is  to  provide  a  brief  description 
and  an  evaluation  of  motion  pictures  which  are 
available  to  the  medical  profession.  Each  film  is  re- 
viewed by  competent  authorities  and  every  effort 
has  been  made  to  publish  frank,  unbiased  comments. 
Copies  are  available  at  a  cost  of  25  cents  each  from: 
Order  Department,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 
(BULLETIN   BOARD   CONTINUED   ON   PAGE    223) 
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We,  the  women  of  the  Auxiliary  to  the 
North  Carolina  Medical  Society,  have  just 
reason  to  be  proud  of  the  wonderful  prog- 
ress which  we  have  made  with  our  programs 
of  helpfulness  since  we  were  first  organized 
on  April  18,  1923. 

In  the  beginning,  the  Auxiliary  was  more 
of  a  social  organization,  our  duties  being  to 
outline  plans  for  the  entertainment  of  doc- 
tors' wives  and  daughters  at  the  annual  and 
district  meetings.  It  was  not  long  before 
we  felt  that  this  was  not  enough  to  be  doing. 
Therefore,  we  began  to  look  for  something 
worthwhile  to  do,  and  from  this  search  our 
first  major  project  was  born,  which  in  later 
years  was  known  as  "The  McCain  Bed." 

It  was  in  1928  that  the  late  Mrs.  R.  S.  Mc- 
Geachy,  a  very  attractive  and  beloved  mem- 
ber, suggested  the  project,  which  was  tn  be 
the  upkeep  of  a  bed  at  the  Sanatorium.  This 
bed  was  to  be  used  for  doctors,  or  members 
of  doctors'  families,  with  second  preference 
given  to  nurses;  if  not  needed  by  these,  the 
bed  was  to  be  used  by  anyone  approved  by 
the  superintendent  of  the  Sanatorium.  A  few 
years  later  the  bed  was  changed  from  an  an- 
nual to  a  permanent  project,  and  named  "The 
McCain  Bed,"  in  honor  of  the  late  Dr.  Paul 
P.  McCain  (who  was  then,  and  until  his  pass- 
ing, superintendent  of  the  Sanatorium)  and 
his  wife,  Sadie  McBrayer  McCain,  organiz- 
ing and  first  president  of  the  Medical  Aux- 
iliary. Since  that  time  we  have  had  doctors, 
doctors'  children,  nurses,  and  several  others 
to  occupy  the  bed.  We  have  now,  as  our  guest 
patient,  a  young  physician,  Dr.  Paul  Toms, 
who  was  admitted  on  December  1,  1949,  and 
is  improving  satisfactorily. 

In  1935,  the  late  Mrs.  J.  B.  Sidbury  was 
instrumental  in  establishing  an  endowment 
fund  for  the  McCain  Bed.  This  fund  has  in- 
creased steadily  through  the  years,  with  con- 
tributions being  sent  from  interested  individ- 
uals and  from  the  county  auxiliaries. 

We  have  always  been  very  ambitious  for 
this  fund,  looking  to  the  future,  when  the 
$10,000.00  McCain  Endowment  Fund  would 
be  paid  in  full,  and  the  interest  used  to  take 
care  of  a  patient's  expenses  in  the  bed.  This 
will  be  a  certain  assurance  that  the  McCain 
Bed  will  live  forever. 


When  Dr.  McCain,  whose  life  was  devoted 
to  the  Sanatorium  and  its  suffering  human- 
ity, left  us  so  suddenly,  we  each  felt  a  per- 
sonal loss,  but  quickly  realized  that  our  loss 
could  not  begin  to  compare  with  that  of  the 
patients  at  the  Sanatorium.  It  was  then  that 
our  president,  Mrs.  Frederick  R.  Taylor,  had 
the  idea  of  completing  the  endowment  fund 
as  a  fitting  memorial  to  one  who  had  given 
so  much  to  his  fellow  man,  and  required  so 
little  in  return.  Each  year  since  this  great 
tragedy  we  have  tried  to  reach  our  goal,  only 
to  fall  short.  This  time  our  hopes  are  high, 
with  but  one  thought — this  year  is  "it,"  and 
we  shall  go  over  the  top.  "We  cannot  fail ;  we 
must  not  fail." 

In  May,  1930,  another  project  was  started, 
known  as  the  "Student  Loan  Fund."  This 
fund  is  for  the  purpose  of  making  loans  to 
North  Carolina  doctors'  children  who  can- 
not, without  this  help,  complete  their  college 
education.  This  loan  is  to  be  made  for  the 
junior  or  senior  year  in  college,  or  for  spe- 
cial work.  The  amount  is  limited  to  $100.00 
a  year  for  a  period  of  two  years  to  one  in- 
dividual. Since  these  funds  have  been  made 
available,  loans  have  been  made  to  several 
boys  and  girls  to  help  them  complete  their 
education.  During  the  past  few  years,  be- 
cause of  the  government's  aid  to  students,  no 
requests  for  loans  have  been  made;  but  one 
is  pending  at  the  present  time. 

After  our  three  projects  were  well  estab- 
lished, our  eyes  turned  this  time  to  the  moun- 
tains, and  a  new  venture  in  the  form  of  an- 
other bed  to  support.  In  1940,  during  the 
administration  of  Mrs.  C.  F.  Strosnider,  it 
was  voted  that  we  maintain  a  bed  in  the 
Western  North  Carolina  Sanatorium,  at 
Black  Mountain.  In  1941,  this  bed  was  named 
the  "Stevens  Bed,"  in  loving  memory  of  Dr. 
Martin  L.  Stevens  of  Asheville,  who  did  so 
much  to  help  the  mountain  people  and  who 
gave  so  much  of  himself  to  fight  the  dreaded 
disease  of  tuberculosis. 

In  1944,  Mrs.  Martin  L.  Stevens  donated 
$1,000.00  to  start  the  Martin  L.  Stevens  En- 
dowment Fund,  in  memory  of  her  late  hus- 
band. At  this  time,  Mrs.  Stevens  requested 
that  this  $1,000.00,  and  like  funds  to  follow, 
be  put  in  United  States  Government  Bonds, 
Series  G,  and  that  the  interest  be  used  for 
the  maintenance  of  the  Stevens  Bed. 

Dr.  W.  G.  Byerly,  a  former  guest  of  the 
bed,   together  with   interested   friends   and 
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county  auxiliaries,  have  made  liberal  contri- 
butions, and  to  date,  over  $8,000.00  has  been 
paid  into  this  fund. 

In  April,  1949,  Dr.  Marcellino  Guzman,  a 
young  Filipino  physician  who  was  the  resi- 
dent surgeon  in  the  Western  North  Carolina 
Sanatorium,  became  ill  from  a  flare-up  of 
tuberculosis,  which  he  had  suffered  before, 
and  was  placed  in  the  Stevens  Bed.  He  is  our 
guest  patient  at  this  time. 

It  seemed  that  our  ambitions  knew  no 
bounds,  and  in  May,  1944,  we  started  on  a 
new  project,  "another  bed" — this  time  in  the 
Eastern  North  Carolina  Sanatorium  at  Wil- 
son, North  Carolina.  A  committee  was  ap- 
pointed to  raise  funds  to  launch  this  new 
project,  and  several  names  were  submitted 
for  the  bed.  The  name  of  Dr.  George  M. 
Cooper  of  Raleigh  was  chosen,  and  the  new 
bed  was  christened,  "The  Cooper  Bed." 

Mrs.  Major  I.  Fleming  of  Rocky  Mount, 
a  very  active  member  of  the  Auxiliary,  was 
selected  as  chairman  for  the  Cooper  Bed 
when  it  was  first  founded,  and  has  remained 
so  ever  since.  Under  her  very  capable  guid- 
ance, this  bed  has  made  marvelous  progress. 
Mrs.  Fleming  is  also  responsible  for  estab- 
lishing a  $10,000.00  endowment  fund  for  the 
future  care  of  the  Cooper  Bed. 

During  the  few  years  since  this  bed  was 
started,  it  has  been  occupied  by  several  doc- 
tors and  nurses,  and  one  other  patient  not  of 
the  profession.  At  the  present  time  we  have 
as  our  guest  in  this  bed  Dr.  H.  E.  Brooks  of 
Clayton,  North  Carolina,  who  was  admitted 
to  the  Eastern  North  Carolina  Sanatorium  on 
April  21,  1949.  Dr.  Brooks  is  in  his  early 
fifties  and  was  a  practicing  physician  in 
Clayton  until  he  was  advised  to  give  up  his 
work  and  go  to  bed.  Since  being  at  the  Sana- 
torium, he  has  made  satisfactory  progress. 

Before  bringing  this  article  to  a  close,  I 
would  like  to  call  attention  to  the  fact  that 
at  this  time  all  three  Sanatoria  Beds  are  oc- 
cupied by  doctors.  It  is  most  gratifying  to 
feel  that  we  have  a  part  in  helping  to  re- 
store health  to  these,  "the  guardians  of  our 
health." 

MRS.  MILLARD  D.  HILL,  Raleigh 
Chairman  of  Activities 
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YOUNG    PHYSICIAN    AVANTED    FOR 
GENERAL  PRACTICE 

The  services  of  a  young  physician  are  desired 
in  Mt.  Olive,  North  Carolina.  Town  of  1.000 
population  and  thriving  surrounding  farm 
area  offer  fine  opportunity  for  location. 
Office  facilities  in  heart  of  business  district 
always  occupied  by  physicians  will  be  offered 
rent  free  until  physician  establishes  himself. 
Mt.  Olive  stands  13th  in  the  state  in  the  num- 
ber of  rural  patrons  served  by  its  postoffice, 
all  of  whom  are  dependent  upon  the  town  for 
its  medical  service.  Interested  parties  should 
get  in  touch  with  Mr.  W.  K.  Lewis,  Mt.  Olive, 
N.  C. 


YOUNG   PHYSICIAN   WANTED 

Wanted:  Young  physician  for  town  of  ap- 
proximately 2,000 — Eastern  part  of  N.  C. — 
Office  furnished.  Interested  parties  contact 
Mr.    W.   A.    Bracey,    Sr.,   Mayor,   Fair    Bluff, 

N.  C. 


LOCUM  TENENS  WANTED 

Locum  tenens  wanted  for  general  practice: 
June  10  to  July  15,  1950.  Remuneration  $75 
weekly  and  50%  of  receipts.  Write  J.  E. 
Wright,  M.D.,  Box  157,  Macclesfield,  North 
Carolina. 


PHYSICIAN  WANTED   FOR  EYE,   EAR, 
NOSE,  AND  THROAT   WORK 

Associate  wanted  in  an  established  eye,  ear, 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


DENTIST    AVANTED 
WANTED:    Dentist   for   town   of   2000    popu- 
lation,  near   Charlotte,   North    Carolina.   New 
office    available.    No    other    dentist    in    town. 

Address  replies  to  "P" 
P.  O.   Box  456 

Winston-Salem,  N.  C. 


ELECTROCARDIOGRAPH   FOR   SALE 

FOR  SALE:  1941  model  "Simpli-Trol" 
Cambridge  Electrocardiograph.  Excellent 
Condition.  $300.00. 

Address  "GH" 

P.  O.  Box  456 

Winston-Salem,  N.  C. 


SMALL  HOTEL  for  CONVALESCENCE  and 
REST.  Quiet,  restful,  fine  food  and  water, 
large  pine  grove.  Surrounded  by  golf  course. 
Patronage  of  doctors  desired.  Three  miles 
south  Raleigh,  accessible,  paved  roads. 
Information  and  credentials  furnished. 
COLONIAL  PINES  HOTEL,  RALEIGH,  N.  C. 
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Postgraduate  Gastroenterology  —  As  Pre- 
sented in  a  Course  Given  Under  the  Spon- 
sorship of  the  American  College  of  Physi- 
cians in  Philadelphia,  December,  1948. 
Edited  by  Henry  L.  Bockus,  M.D.,  Professor 
of  Gastroenterology,  University  of  Penn- 
sylvania Graduate  School  of  Medicine.  670 
pages  with  258  figures.  Price,  $10.00.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1950. 

This  book  is  just  what  its  names  implies — a  post- 
graduate course  in  gastroenterology.  It  is  the  actual 
record  of  a  course  given  under  the  sponsorship  of 
the  American  College  of  Physicians  in  December, 
1948.  The  fact  that  Dr.  Henry  L.  Bockus  directed 
the  course  and  edited  the  book  is  all  the  proof 
needed  of  its  value.  Besides  Dr.  Bockus,  more  than 
fifty  men,  all  authorities  in  their  respective  fields, 
took  part  in  the  teaching  program,  which  covered 
virtually  every  phase  of  gastrointestinal  disease. 
The  panel  discussions,  the  questions  and  answers, 
and  the  presentation  of  actual  cases  illustrating 
various  problems  in  diagnosis  and  treatment  give 
an  air  of  realism  to  the  book  that  makes  one  feel 
that  he  is  actually  a  postgraduate   student. 

The  principal  subject  headings  in  the  book  are: 
The  Esophagus,  Gastric  Secretion,  Gastric  Neo- 
plasms, Peptic  Ulcer,  The  Application  of  Neuro- 
psychiatry to  Gastrointestinal  Problems,  Symposium 
on  Secondary  Gastrointestinal  Disorders,  Sympo- 
sium on  the  Pancreas,  Symposium  on  Abdominal 
Pain,  The  Liver,  Chronic  Non-Specific  Enteritis  and 
Entero-Colitis,  Intestinal  Obstruction,  Current  Prob- 
lems of  Diagnosis  and  Therapy,  Chronic  Ulcerative 
Colitis,  and  Carcinoma  of  the  Colon. 

This  volume  can  be  heartily  recommended  as  a 
comprehensive  review  of  the  field  of  gastroenter- 
ology. 


A  Century  of  Medicine  in  Jacksonville  and 
Duval  County.  By  Webster  Merritt,  M.D. 
Price,  $3.50.  220  pages.  Gainesville,  Florida: 
University  of  Florida  Press,  1949. 

Physicians  and  laymen  alike  will  find  in  this  en- 
gaging narrative  a  most  important  contribution  to 
Florida's  medical  and  historical  lore.  With  the  sure 
and  forthright  touch  of  the  true  historian,  Dr.  Mer- 
ritt presents  in  panoramic  review  the  fascinating 
events,  towering  personalities,  and  progressive 
movements  of  the  entire  nineteenth  century  as  they 
pertain  to  medicine  in  Jacksonville  and  Duval 
County.  His  exhaustive  research  and  painstaking- 
efforts  have  brought  to  light  in  highly  readable 
form  history  long  obscured,  owing  to  loss  of  official 
records  in  the  Jacksonville  fire  of  1901.  In  sifting 
out  the  facts  for  this  entertaining  and  accurate 
account,  he  pictures  the  physician  as  community 
builder  and  harbinger  of  progress  as  well  as  prac- 
titioner of  medicine,  and  his  facile  pen  loses  none  of 
the  drama  of  the  terrifying  yellow  fever  and  other 
epidemics  or  the  gala  events  of  the  times.  With 
equal  skill  he  traces  the  foundation  and  early  history 
of  the  Florida  Medical  Association  and  of  the  Flori- 
da State  Board  of  Health. 


South  Atlantic  Association  of 
obstetricians  and  gynecologists 

The  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  met  at  the  Hotel  Roanoke  in  Roa- 
noke, Virginia,  on  February  9,  10,  and  11.  The 
following  officers  were   elected: 

President  —  Dr.  Lester  A.  Wilson,  Charleston, 
South  Carolina 

President-Elect — Dr.    E.    D.    Colvin,    Atlanta,    Ga. 

Secretary-Treasurer  —  Dr.  John  C.  Burwell,  Jr., 
Greensboro,  North   Carolina 

The  next  annual  meeting  will  be  held  at  the  Or- 
mond  Beach  Hotel  and  Country  Club,  Ormond  Beach, 
Florida,  February  8,  9,  and  10,  1951. 


Veterans  Administration 

Two  of  the  Veterans  Administration's  medical 
facilities  in  North  Carolina  were  represented  on  the 
program  of  a  conference  and  seminar  on  neuro- 
psychiatry held  March  30-April  1  at  the  VA  Hos- 
pital in  Augusta,  Ga. 

Presentation  of  the  complexities  of  neuropsychi- 
atric  hospitalization  in  general  medical  and  surgical 
hospitals  was  made  by  Dr.  John  W.  Turner,  chief 
neuropsychiatrist  of  the  Fayetteville  VA  Hospital. 

Dr.  George  Sutherland,  chief  neuropsychiatrist  of 
the  VA's  Mental  Hygiene  Clinic  in  Durham,  dis- 
cussed the  new  treatment  procedures  and  results 
being  obtained  in  the  mental  hygiene  clinics. 


American  College  of  Chest  Physicians 

The  sixteenth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the  St. 
Francis  Hotel,  San  Francisco,  California,  June  22 
through  25,  1950.  An  interesting  scientific  program 
has  been  arranged  for  the   meeting. 

The  Board  of  Examiners  of  the  American  College 
of  Chest  Physicians  announces  that  the  next  oral 
and  written  examinations  for  Fellowship  will  be 
held  in  San  Francisco,  June  22,  1950.  Candidates 
for  Fellowship  in  the  College  who  would  like  to  take 
the  examinations  should  write  the  Executive  Sec- 
retary, American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois.  Dr. 
Merle  Dumont  Bonner,  Jamestown,  serves  as  the 
Governor  of  the  College  for  the  State  of  North 
Carolina,  and  Dr.  Karl  Schaffle,  Asheville,  is  the 
Regent  for  the  district. 


1950  Biennial  Nursing  Convention 

Plans  have  been  completed  for  the  sixteenth  Bien- 
nial Nursing  Convention,  to  be  held  in  San  Fran- 
cisco May  7-12,  under  joint  sponsorship  of  the 
American  Nurses'  Association,  the  National  League 
of  Nursing  Education,  and  the  American  Organiza- 
tion for  Public  Health  Nursing. 

Eight  thousand  nurses  representing  200,000  pro- 
fessional registered  member  nurses  in  the  United 
States,  Hawaii,  and  Puerto  Rico  are  expected  to 
attend.  Convention  theme  is  "Health — A  Unifying 
World  Influence:   Nursing  Accepts  Its  Role." 
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United  States  Atomic  Energy 
Commission 

Patients  to  be  treated  at  the  Oak  Ridge  Cancer 
Research  Center  to  be  opened  soon  will  be  chosen  for 
admittance  to  the  center  only  by  the  20  Southern 
medical  schools  participating  in  the  project,  accord- 
ing to  Dr.  Marshall  Bracer,  chairman  of  the  Medical 
Division  of  the  Oak  Ridge  Institute  of  Nuclear 
Studies.  The  Institute  is  operating  the  Center  for 
the  Atomic   Energy  Commission. 

Dr.  Brucer  emphasized  that  patients  coming  di- 
rectly to  the  unit  at  Oak  Ridge  could  not  be  ac- 
cepted; it  will  not  be  open  to  the  general  public. 

The  30-bed  hospital  will  be  ready  for  use  around 
the  first  of  May.  Because  of  the  large  number  of 
types  of  cancer,  patients  having  only  certain  types 
will  be  selected  at  any  one  time  by  the  medical 
schools. 

Dr.  Brucer  said  that  much  preliminary  work  was 
required  before  radioactive  materials  other  than 
those  already  tested,  such  as  iodine,  could  be  used 
in  humans.  He  pointed  out  that  the  program  would 
be  primarily  for  research  rather  than  treatment. 
Promising  developments  and  new  knowledge  will  be 
relayed  to  medical  schools  and  hospitals  immedi- 
ately, he  said. 


America's  Future,  Inc. 

To  halt  the  march  toward  socialism  in  the  United 
States  and  to  re-sell  the  merits  of  private  enterprise, 
America's  Future,  Inc.,  is  producing  a  series  of 
weekly  radio  programs  entitled  "Americans,  Speak 
Up!"  which  is  currently  broadcast  coast-to-coast. 

These  programs  are  transcribed  weekly  intei'views 
between  distinguished  Americans  from  many  walks 
of  life  and  Bill  Slater,  nationally  known  radio 
master  of  ceremonies. 

The  list  of  speakers  includes  such  well  known 
men  and  women  as  Lt.  Gen.  Leslie  R.  Groves,  Capt. 
Eddie  Rickenbacker,  Dr.  Norman  Vincent  Peale,  the 
Rev.  Robert  I.  Gannon,  Betty  Betz,  Dr.  Ruth  Alex- 
ander, Senator  Harry  F.  Byrd,  Clarence  Birdseye, 
Roland  Hayes  and  Gene  Tunney.  Industrial  leaders, 
newspaper  publishers,  lawyers,  clergymen,  business 
executives,  college  presidents  and  economic  experts 
are  invited,  as  volunteers,  to  "Speak  Up  For 
America." 

The  program  is  sponsored  over  local  radio  sta- 
tions, as  institutional  advertising  by  industrial  and 
public  utility  plants,  banks,  insurance  underwriters, 
newspapers,  employers'  associations  and  chambers 
of  commerce. 

America's  Future,  Inc.,  the  producer  of  these 
programs,  is  a  non-profit,  non-partisan,  educational 
foundation,  created  for  the  specific  purpose  of  pro- 
tecting America's  future. 


News  Notes  from  Hadassah 

Dr.  E.  M.  Bluestone,  director  of  Montefiore  Hos- 
pital, has  been  honored  by  the  creation  of  a  $5,000 
fellowship  fund  in  hospital  administration  in  his 
name  by  Hadassah,  the  Women's  Zionist  Organiza- 
tion of  America.  The  fund  will  be  used  to  enable 
Israel  students  to  study  in  this  field  in  the  United 
States. 


The  formation  of  a  sixteen-man  Medical  Advisory 
Board  to  give  counsel  and  guidance  to  the  newly- 
established  Hebrew  University-Hadassah  Medical 
School  in  Jerusalem  on  problems  of  curriculum, 
teaching  personnel  and  research,  and  to  the  Hadas- 
sah Medical  Organization  on  its  medical  and  public 
health  work  in  Israel  was  announced  in  a  joint  state- 
ment by  Dr.  Selig  Brodetsky,  president  of  the  He- 
brew University,  and  Mrs.  Samuel  W.  Halprin, 
president  of  Hadassah,  the  Women's  Zionist  Organi- 
zation of  America.  Chairman  of  the  Board  will  be 
Dr.  Harry  Grundfest,  associate  professor  of  neurol- 
ogy, College  of  Physicians  and  Surgeons,  Columbia 
University. 

Comprising  some  of  the  leading  American  medi- 
cal scientists,  teachers,  clinicians  and  administra- 
tors, the  Board  will  be  the  authorized  advisory  body 
of  the  Medical  School  to  deal  with  questions  of  cur- 
riculum, personnel,  supplies  and  research.  The  Board 
will  also  help  formulate  an  expansion  program  for 
the  Jewish  state's  only  medical  school. 


United  States  Civil  Service  Commission 

The  United  States  Civil  Service  Commission  has 
announced  that  it  is  accepting  applications  for 
Medical  Officer  positions  paying  $5,400  and  $6,400 
a  year,  and  for  Medical  Officer  (Specialist)  posi- 
tions paying  $7,600  to  $10,000  a  year.  The  positions 
to  be  filled  are  located  in  various  Federal  agencies 
in  Washington,  D.  C;  in  the  Railroad  Retirement 
Board  in  Chicago,  Illinois;  in  the  U.  S.  Public 
Health  Service,  the  Children's  Bureau,  and  the 
Indian  Service,  located  throughout  the  United  States 
and  in  Alaska;  and  in  the  Panama  Canal  Zone. 

Full  information  regarding  these  positions  is 
given  in  announcement  No.  217  and  in  Examining 
Circular  No.  24.  These  notices  may  be  consulted  at 
most  first-  and  second-class  post  offices,  or  copies 
may  be  secured  from  civil-service  regional  offices 
or  direct  from  the  U.  S.  Civil  Service  Commission, 
Washington  25,  D.  C.  Applications  will  be  accepted 
in  the  Commission's  office. 


Federal  Security  Agency 

Latest  available  figures  show  that  the  average 
length  of  life  of  white  women  in  the  United  States 
has  reached  a  new  high  of  71  years.  The  average  for 
white  men  is  65.5  years.  The  figures  cited  were 
compiled  by  the  Public  Health  Service  and  are  based 
on  1948  death  rates. 

The  average  longevity  of  nonwhites  is  lower — 
58.1  years  for  men  and  62.5  years  for  women,  ac- 
cording to  the  1948  figures.  The  difference  in  aver- 
age longevity  between  whites  and  nonwhites,  how- 
ever, has  decreased  from  about  15  years  in  1900  to 
about  8  years  in  1948. 

On  the  other  hand,  the  difference  in  average 
length  of  life  between  men  and  women  in  the  United 
States  has  steadily  increased  from  less  than  3 
years  in  1900  to  5%  years  according  to  the  latest 
figures. 

More  children  were  born  in  the  United  States  in 
1949  than  in  anv  year  except  1947.  The  estimated 
number  of  registered  live  births  for  1949,  3,581,000, 
exceeded  the  1948  total  of  3,535,068  by  slightly  more 
than  1  per  cent,  but  was  about  3  per  cent  below 
the  number  recorded  for  1947,  the  all-time  high 
year. 
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Each  year  at  this  time  the  one  who  is  about 
to  conclude  his  service  as  president-elect  and 
president  is  accorded  the  privilege  of  a  final 
word  to  the  members  and  the  friends  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina. He  would  do  well  to  use  his  great  fa- 
miliarity with  the  affairs  of  the  Society  in 
an  effort  to  add  to'the  cumulative  knowledge 
of  his  fellow  members.  Having  had  an  un- 
usual opportunity  to  observe  trends  and  mo- 
tivating forces  in  both  medicine  and  politics, 
he  should  attempt  to  elaborate  suggestions 
designed  to  increase  the  effectiveness  and  the 
usefulness  of  the  organization. 

Few  will  deny  that  the  practice  of  medi- 
cine as  it  existed  in  this  country  between 
the  years  1880  and  1934  was  the  most  effi- 
cient and  beneficent  social  instrument  in 
the  history  of  mankind,  outside  of  the 
Church.  Our  predecessors  proclaimed  their 
profession  with  humility  of  purpose  but  with 
pride  of  calling.  We  are  prone  to  identify  our- 
selves as  doctors  of  medicine  with  a  note 
of  defiance.  Can  it  be  that  those  who  follow 
will  admit  with  embarrassment  that  they 
are  physicians? 

Intellectual  freedom  and  the  direct  respon- 
sibility of  doctor  to  patient  were  the  prime 
characteristics  of  the  "Golden  Age  of  Medi- 
cine." The  desire  to  succeed  is  as  laudable 
and  as  understandable  an  incentive  for  the 
physician  as  for  any  other  human  being. 
But  for  him  success  is  measured  least  in 
terms  of  material  things,  more  in  the  respect 
of  his  colleagues,  and  most  by  his  stature  in 
his  community.  As  long  as  he  knows  that 
his  welfare  is  dependent  upon  pleasing  his 
patients,  all  is  well.  The  moment  he  becomes 
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conscious  of  the  fact  that  success  comes  from 
pleasing  a  corporation,  a  board,  a  director 
or  a  bureaucrat,  his  professional  retrogres- 
sion begins. 

The  science  of  medicine  has  kept  pace  with 
a  general  advance  in  knowledge,  but  the  art 
of  medicine  shows  signs  of  a  deterioration 
which  is  alarming  to  those  doctors  who  yearn 
for  the  ultimate  in  service  to  mankind.  The 
threat  of  lay  control,  the  clanger  of  govern- 
mental interference,  and  lack  of  professional 
vigilance  are  all  factors  contributing  to  this 
decline. 

The  Threat  of  Lay  Control 

Throughout  the  land  there  is  a  persistent 
attempt  on  the  part  of  those  outside  the 
profession  to  use  the  practice  of  medicine 
as  a  source  of  income  for  lay  institutions  and 
as  a  means  to  authority  for  men  who  have 
never  taken  the  oath  of  Hippocrates.  The 
drive  by  lay  groups  to  capitalize  upon  the 
professional  efforts  of  physicians  must  be 
resisted  by  every  resource  at  our  command. 
Otherwise,  it  will  destroy  our  medical  liberty 
as  surely  as  some  devilish  scheme  concocted 
in  a  dark  corner  in  the  city  of  Washington. 

Danger  of  Government  Interference 
In  this  country  of  ours  the  adherents  of 
two  opposing  ideologies  are  arrayed  against 
each  other.  One  believes  that  the  welfare  of 
the  individual  is  paramount  and  that  the 
state  should  exist  only  to  protect  the  safety, 
the  property,  and  the  liberty  of  its  citizens. 
Such  is  the  Christian  concept,  the  truly  dem- 
ocratic idea,  the  firm  belief  of  the  Medical 
Society  of  the  State  of  North  Carolina.  The 
other  holds  that  the  welfare  of  the  individual 
must  be  sacrificed  upon  the  altar  of  statism. 
This  is  devastating  socialism  and  the  poli- 
tical   objective    of    those    bureaucrats    who 
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would  ride  to  power  by  using  the  bait  of 
"Something  for  nothing"  or  "More  for  less," 
and  who  attempt  to  capitalize  upon  the  cu- 
pidity and  the  stupidity  of  those  who  do  not 
have  the  capacity  to  think  for  themselves. 

We  must  not  be  deceived.  The  conflict  is 
not  about  medical  care,  but  is  over  the  social- 
ization of  this  nation.  Medicine  is  our  most 
intimate  concern,  but  it  represents  only  one 
small  sector  of  the  battle  to  preserve  our 
freedom.  It  is  absurd  to  speak  of  creating  a 
"welfare  state"  and  leaving  medicine  free,  or 
of  socializing  medicine  and  preserving  our 
constitutional  democracy. 

The  effort  to  enact  a  compulsory  health 
insurance  law  has  been  temporarily  replaced 
by  an  attempt  to  subjugate  medicine  step  by 
step.  If  the  Administration  should  be  suc- 
cessful in  securing  control  of  hospitals,  nur- 
ses' training,  and  medical  education ;  if  it 
should  be  able  to  foist  upon  us  governmental 
medical  care  for  all  school  children  and  sick- 
ness benefits  under  social  security;  if  the 
federal  public  health  program  should  be  ex- 
panded to  include  chronic  degenerative  dis- 
eases, we  would  have  socialized  medicine  as 
truly  as  if  it  had  fallen  upon  us  as  one  great 
catastrophe.  The  avowed  aim  of  each  of  these 
moves  is  so  very  worthy  as  to  make  opposi- 
tion difficult.  And  yet,  as  parts  of  a  scheme, 
they  would  certainly  bring  disaster  in  the 
form  of  centralized  control. 

Lack  of  Professional  Vigilance 
Those  who  arranged  the  program  for  this 
meeting  were  impressed  with  the  urgent  ne- 
cessity of  further  informing  North  Carolina 
physicians  as  to  the  non-scientific  problems 
which  face  the  Society.  Guest  speakers  will 
discuss  more  fully  corporate  practice  and  the 
operations  of  governmental  medicine  here 
and  in  other  countries.  I  would  say  to  you 
that,  beset  as  we  are  by  destructive  forces 
from  without.  I  fear  our  internal  weaknesses 
even  more.  Tenaciously  we  cling  to  the  privi- 
leges and  immunities  which  were  achieved 
with  the  degree  of  Doctor  of  Medicine,  but 
more  and  more  we  evade  the  responsibilities 
pertaining  thereto. 

Tradition,  pride  of  accomplishment,  and, 
above  all,  love  of  humanity  demand  that  we 
make  the  welfare  of  those  we  serve  our  first 
consideration.  It  is  our  responsibility  to  pro- 
vide the  people  of  North  Carolina  with  the 
best  that  science  can  afford,  and  to  do  so 


with  willingness,  with  kindness,  and  with 
due  regard  for  ability  to  pay.  Constant  prac- 
tice of  the  virtues  of  our  medical  forebears 
would  certainly  bring  the  satisfaction  of 
work  well  done  and  would  create  simultane- 
ously the  best  of  all  defenses  against  social- 
ism— a  satisfied  and  loyal  public. 

Medicine  today  is  made  vulnerable  by  a 
lack  of  awareness  and  by  a  willingness  to 
compromise.  It  is  amazing  how  many  doctors 
fail  to  recognize  the  danger,  not  only  from 
government,  but  from  a  diminishing  public 
esteem.  In  his  book.  Compulsory  Medical 
Care  and  the  Welfare  State,  Dr.  Melchior 
Palyi  says : 

"The  source  of  greatest  weakness  in  the  doctors' 
position  is  the  fact  of  their  readiness  to  compromise. 
A  minority  of  them  actually  advocates  compulsion, 
and  even  the  majority  is  willing  to  cooperate,  if 
only  on  its  own  terms.  That  makes  them  suspect,  of 
course.  Instead  of  taking'  the  position  of  principle, 
they  argue  about  technicalities  and  honoraria,  over- 
looking the  public  reaction." 

"The  moral  of  this  story  is  that  in  the  final  analy- 
sis the  doctors  can  blame  themselves  if  they  lose 
out — if  their  incomes  are  reduced  at  once  by  25  c'c 
on  the  average,  as  under  Bevan,  and  their  profes- 
sional standards  lowered  in  an  unmeasurable  fashion 
— just  as  a  nation  can  blame  itself  if  it  foregoes  its 
liberties,  be  it  by  submitting-  to  intimidation  or  by 
letting  itself  be  bribed  into  'collaboration'." 

Many  doctors  do  not  vote.  Many  do  not 
even  register.  Either  medicine  must  enter 
politics  or  politics  will  enter  and  destroy 
medicine.  This  is  not  just  another  election 
year.  This  is  almost  certainly  the  year  in 
which  socialism  will  receive  a  mandate  of  ap- 
proval or  a  rebuff  which  will  determine  the 
course  of  our  civilization.  Lack  of  percep- 
tion, indifference,  and  selfishness  can  de- 
stroy our  professional  greatness  with  the 
same  certainty  as  would  lay  or  state  control. 

Liberty  is  priceless.  It  requires  daring  to 
preserve  it.  In  the  struggle  one  must  dare 
the  risk  of  being  wrong. 

North  Carolina  medicine,  inspired  by  an 
ideal  of  service,  would  be  safe  in  the  hearts 
of  the  people.  North  Carolina  doctors,  in- 
formed and  uncompromising,  could  exercise 
an  unbelievable  influence  in  determining  the 
political  course  of  this  state  and  this  nation. 


We  should  recognize  that  there  is  no  defense 
against  the  atomic  bomb.  There  is  no  defense  against 
ordinary  bombs,  for  that  matter,  as  the  cities  of 
Europe  clearly  attest.  The  old  cliche  that  there  is 
always  a  defense  to  every  weapon  of  offense  should 
be  revised  to  read  "there  is  an  attempted  defense 
to  every  weapon  of  offense." — E.  V.  Condon:  Science 
and  Security.  Science  107:665   (June  25)   1948. 
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MALIGNANT  DISEASE  OF  THE 

STOMACH:    POSSIBLE  METHODS  OF 

INCREASING  THE  NUMBER  OF 

FIVE-YEAR  CURES 

Analysis  of  Fifty-Seven  Cases 

Walter  W.  Vaughan,  M.D. 

and 

Thomas  Worth  Crowell,  M.D. 

Durham 

Carcinoma  of  the  stomach  constitutes  one 
of  the  greatest  problems  in  the  field  of  ma- 
lignant disease  at  the  present  time.  Autopsy- 
figures  indicate  that  6  per  cent  of  all  deaths 
in  men  over  20  years  of  age  are  due  to  gas- 
tric cancer,  and  that  this  incidence  increases 
to  9  per  cent  between  the  ages  of  50  and 
70" '.  Statistics  for  women  are  somewhat 
lower.  Pack  and  Livingston'21  believe  that 
more  deaths  result  from  cancer  of  the  stom- 
ach than  from  all  malignant  tumors  of  the 
lip,  tongue,  cheek,  tonsil,  pharynx,  larynx, 
salivary  glands,  thyroid,  male  and  female 
breast,  ovary,  uterine  cervix,  and  corpus  uteri 
combined. 

The  prognosis  in  gastric  carcinoma  is  ex- 
tremely poor.  Cooper'31  has  stated  that  the 
intensive  efforts  of  the  medical  profession 
in  the  treatment  of  cancer  of  the  stomach 
have  met  with  more  discouraging  results  than 
in  any  other  malignancy,  and  that  it  is  un- 
usual for  a  physician  to  witness  a  cure.  The 
incidence  of  five-year  survivals  varies  from 
2  to  8  per  cent'11.  Boyce'4'  analyzed  1921 
cases  of  carcinoma  of  the  stomach  from  the 
Charity  Hospital  of  Louisiana  in  New  Or- 
leans, and  found  that  only  10  out  of  every 
30  cases  could  be  operated  on,  and  onlv  2  of 
the  10  submitted  to  gastrectomy;  only  one 
of  the  two  left  the  hospital  alive.  Although 
statistics  from  various  clinics  present  much 
more  optimistic  data,  it  is  probable  that  the 
figures  given  by  Boyce  are  more  nearly  ac- 
curate for  the  over-all  picture  in  gastric  car- 
cinoma. 
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The  purpose  of  this  study  is  to  evaluate 
some  of  the  factors  contributing  to  this  poor 
prognosis,  and  to  suggest  remedial  measures. 

The  Importance  of  Early  Diagnosis 
Early  diagnosis  of  gastric  cancer  holds  the 
key  to  improved  prognosis.  However,  the  in- 
sidious onset  of  symptoms  in  65  to  75  per 
cent  of  the  cases  makes  early  diagnosis  ex- 
tremely difficult,  and  the  majority  of  the 
patients  in  this  group  are  admitted  to  the 
hospital  presenting  the  classical  syndrome  of 
emaciation,  starvation,  dehydration,  and  tox- 
emia. In  such  cases  only  symptomatic  treat- 
ment is  indicated.  In  the  remaining  25  to  35 
per  cent,  the  prognosis  is  much  more  hopeful. 
These  patients  present  symptoms  fairly  typ- 
ical of  benign  peptic  ulcer  which,  not  in- 
frequently, extend  over  several  months  or 
years,  as  is  demonstrated  in  table  6  and  case 
1.  All  radiologists  are  familiar  with  the  dan- 
ger of  treating  any  patient  with  chronic  in- 
digestion without  performing  the  studies 
necessary  to  determine  the  cause.  If  the  in- 
itial examinations  are  negative  and  the  pa- 
tient fails  to  respond  to  a  medical  regimen, 
the  studies  should  be  repeated  in  four  to  six 
weeks.  The  importance  of  repeat  examina- 
tions in  patients  with  chronic  indigestion,  as 
well  as  in  patients  with  supposedly  benign 
gastric  ulcers,  cannot  be  overemphasized.  We 
believe  that  cancer  of  the  stomach  rarely  de- 
velops in  a  normal  gastric  mucosa. 

Public  interest  in  the  problem  of  cancer 
has  been  greatly  stimulated  during  the  past 
several  years,  and  the  question  of  mass  sur- 
veys to  discover  gastric  cancers  has  received 
enthusiastic  consideration.  The  practicability 
of  conducting  mass  surveys  by  photofluoro- 
graphic  means  is  being  investigated  at  the 
present  time'5'.  A  preliminary  report  on  such 
a  survey  in  North  Carolina  will  be  made  ap- 
proximately one  year  hence. 

Analysis  of  Cases 
During  the  past  ten  years  57  patients  with 
malignant  disease  of  the  stomach  have  been 
admitted  to  Watts  Hospital.  The  term  "ma- 
lignant disease"  is  used  in  preference  to  "car- 
cinoma," since  4  of  these  lesions  were  lym- 
phomas. This  is  a  relatively  small  series. 
However,  an  analysis  of  it  should  be  of  in- 
terest to  physicians,  inasmuch  as  the  major- 
ity of  these  patients  came  from  small  com- 

.-,.  Roach.  J.  F„  Sloan.  R.  D.,  and  Morgan,  R.  H.:  Detection 
of  Gastric  Carcinoma  bv  Photofluorographic  Methods, 
Am.   J.    Roentgenology   61:133-104    (Feb.)    10  10. 
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Table  1 
Age  and  Sex  Distribution 

Males  Females  Total 

No.    eases  33   (58%)         24   (42%)         57 

Youngest  patient  37  35 

Average    age  60.8  61.7  61.2 

munities  and  are  considered  representative 
of  the  type  of  patient  being  seen  in  general 
practice. 

Table  1  shows  the  age  and  sex  distribution 
of  the  cases  included  in  this  report.  Larger 
series  in  the  literature  generally  indicate  a 
higher  portion  of  male  patients,  in  a  ratio 
of  2  to  1  or  3  to  1.  The  age  distribution  of 
these  patients  is  average.  Carcinoma  of  the 
stomach  under  the  age  of  40  is  uncommon. 

Table  2 
Duration  of  Symptoms  at  the  Time  of  Admission 

No.  Cases  Per  Cent 

No  symptoms                                         1  1.5 

Less  than  1  month                               4  7.0 

1  to     6  months                                    21  37.0 

6  to  12  months                                      0  15.8 


1  to     2  years                                         0 

15.8 

2  to     3  years                                         5 

8.7 

3  years  or  longer                                 8 

14.0 

Table  3 

Incidence  of  More  Common  Symptoms  A 

ssociated 

with   Gastric   Malignancy 

Symptom                                         No.  Cases 

Per  Cent 

Anorexia                                                   50 

88 

Nausea                                                      40 

70 

Vomiting                                                   36 

63 

Symptoms 

Table  2  indicates  the  duration  of  symptoms 
at  the  time  of  admission.  It  is  significant 
that  approximately  half  of  the  patients  had 
symptoms  of  less  than  six  months'  duration, 
and  38.5  per  cent  had  had  symptoms  for  one 
to  five  years.  It  will  be  shown  later  that 
there  is  very  little  correlation  between  the 
duration  of  symptoms  and  the  extent  of  the 
disease. 

Table  3  shows  the  incidence  of  some  of  the 
more  common  symptoms  associated  with  can- 
cer of  the  stomach.  Anorexia  is  by  far  the 
most  prevalent,  and  has  come  to  be  regarded 
as  the  earliest  symptom  of  gastric  carcino- 
ma. Nausea  and  vomiting  generally  occur 
somewhat  later  in  the  course  of  the  illness, 
and  often  are  an  indication  of  obstruction 
However,  both  may  be  present  when  there 
is  no  obstruction,  as  is  indicated  in  case  2. 

The  incidence  and  location  of  the  symptom 
of  pain  are  indicated  in  table  4.  Approxi- 
mately a  fourth  of  the  patients,  including 
some  of  those  with  far  advanced  disease,  had 


Table  4 

Incidence  and  Distribution  of  Pain 

Location                                           No.  Cases  Per  Cent 

None                                                       14  24.6 

Back                                                          2*  3.5 

Epigastric                                              35  61.5 

Substernal                                               8  14.0 

Abdominal                                             10  17.8 
*  One  patient  had  spinal  metastases. 

Table  5 
Indigestion  and  Heartburn* 
No.  Cases 
Negative  9 

Positive  48 


'Any  form  of  indigestion, 
ing  of  excessive   fullness, 


Per  Cent 

15.8 

84.2 

raseous  distention,  heartburn,  feel- 
or  epigastric   distress". 


Table  6 
Incidence  of   Ulcer  Symptoms 


10  cases   (17.8  per  cent) 


6  cases   (  8.9  per  cent) 


had  typical  ulcer  symp- 
toms at  the  time  of  admis- 
sion. 

had  a  history  of  typical 
ulcer  symptoms,  the  char- 
acter of  which  had 
changed. 


no  pain ;  when  present,  it  was  most  often  lo- 
cated in  the  epigastrium.  The  very  low  in- 
cidence of  back  pain  is  perhaps  of  signifi- 
cance, since  this  has  been  a  point  in  the  dif- 
ferential diagnosis  of  pancreatic  disease. 

The  fact  that  84  per  cent  of  these  patients 
had  a  history  of  some  type  of  indigestion  is 
much  less  significant  than  that  16  per  cent 
gave  no  such  history  (table  5) .  It  is  peculiar, 
but  unfortunately  not  too  uncommon,  to  find 
advanced  malignant  disease  of  the  stomach 
in  a  patient  with  essentially  no  upper  abdom- 
inal distress.  The  only  hope  for  a  patient 
with  this  type  of  lesion  is  that  an  early  diag- 
nosis will  be  made  on  a  routine  physical  ex- 
amination. 

Approximately  18  per  cent  of  these  pa- 
tients complained  of  typical  ulcer  symptoms 
at  the  time  of  admission  (table  6).  An  addi- 
tional 9  per  cent  had  a  previous  history  of 
ulcer,  but  no  longer  obtained  relief  from 
food  or  alkalis.  In  fact,  they  said  that  food 
had  recently  tended  to  aggravate  their  symp- 
toms (cases  1  and  2).  Gray,  Priestley,  and 
Walters'6'  reported  a  series  of  patients  with 
cancer  of  the  stomach,  one  third  of  whom  had 
typical  ulcer  symptoms.  The  serious  conse- 
quence is  that  many  of  these  patients  have 
been  placed  on  a  medical  regimen  and  have 
obtained  complete  relief  of  symptoms,  so  that 
the    correct    diagnosis    is   too   long   delayed. 

ii.  Waiters,  W.,  Gray,  H.  K.,  and  Priestley,  J.  T. :  Carcinoma 
and  Other  Malignant  Lesions  of  the  Stomach,  Philadelphia, 
W.   B.  Saunders  Co.,   19i2. 
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Fig.  1  (Case  1).  Gross  specimen.  Note  the 
area  of  ulceration  near  the  pylorus,  which  meas- 
ured 1.5  cm.  in  diameter  and  1  cm.  in  depth. 
The  adjacent  tissue  was  inflamed  and  edema- 
tous. The  microscopic  diagnosis  was  anaplastic 
carcinoma    with   edematous   gastritis. 


Fig.  2  (Case  2).  Gross  specimen.  Note  the  area 
of  ulceration  near  the  lesser  curvature,  which 
measured  2.5  cm.  in  diameter  and  had  an  irregu- 
lar and  acutely  inflamed  floor.  The  margins 
were  edematous  and  indurated.  The  microscopic 
diagnosis    was    adenocarcinoma    with    gastritis. 


More  attention  must  be  devoted  to  this  group 
of  patients  presenting  ulcer  symptoms  in  or- 
der to  improve  our  five-year  cure  rate  in 
malignant  disease  of  the  stomach. 

Associated  findings 

Some  of  the  interesting  associated  findings 
are  outlined  in  table  7.  Nine  patients  had  a 
severe  degree  of  anemia,  and  one  of  these 
had  pernicious  anemia.  The  incidence  of  can- 
cer of  the  stomach  in  pernicious  anemia  is 
relatively  high — approximately  12  per  cent. 
Three  of  the  patients  had  associated  gallblad- 
der disease,  the  symptoms  of  which  confused 
the  clinical  picture.  Three  patients  had  roent- 
gen evidence  of  duodenal  deformity  from  an 
old  ulcer — an  incidence  of  5.3  per  cent,  which 
is  quite  low  in  comparison  with  other  re- 
ports'71. However,  20  per  cent  had  pyloric  ob- 
struction which  prevented  visualization  of 
the  duodenal  bulb  at  fluoroscopy.  The  asso- 
ciation of  duodenal  ulcer  with  cancer  of  the 
stomach  is  more  frequent  than  is  commonly 
believed,  and  too  often  the  attending  physi- 
cian is  prone  to  regard  a  gastric  ulcer  as 
benign  because  an  ulcer  is  also  present  in 
the  duodenum.  Another  common  misconcep- 
tion is  that  duodenal  invasion  by  cancer  in 
the  pyloric  end  of  the  stomach  does  not  oc- 
cur; such  invasion  is  not  at  all  uncommon, 


7.    Smith,  F.  H..  and  Jordan.  S.  M. : 
of    COO    Cases,     Gastroenterology 

194S. 


Gastric  Ulcer;   A  Study 
11:575-597     (November) 


Table  7 
Associated  Findings 
Finding  No.  Cases     Per  Cent 

Anemia  of  marked  degree                 9  15.8 

Palpable  abdominal  mass                   10  17.8 

Gallbladder  disease                                 3  5.3 

Duodenal  deformity  from  ulcer         3  5.3 

and  may  produce  duodenal  deformity  simu- 
lating that  produced  by  an  ulcer18'. 

Unfortunately  our  clinical  and  pathologic 
records  are  not  sufficiently  complete  to  de- 
termine the  incidence  of  associated  gastritis. 
In  the  recent  cases  in  which  this  relationship 
has  been  studied,  gastritis  (fig.  1  and  2) 
has  been  found  in  approximately  70  per  cent. 
In  48  cases  of  gastric  cancer,  Schindler  and 
Smith'"'  found  10  with  normal  gastric  mu- 
cosa, 8  with  superficial  gastritis,  25  with 
atrophic  gastritis,  and  5  with  hypertrophic 
gastritis.  There  is  certainly  a  very  definite 
possibility  that  gastritis  is  a  precursor  of 
carcinoma  of  the  stomach    (case  2). 

Accessory  clinical  findings 

Gastric  analyses  were  done  in  26  of  the  57 
cases  of  this  group,  and  12  were  found  to 
have  essentially  normal  acidity.  This  find- 
ing is  in  keeping  with  the  reports  of  other 
investigators'7',  and  proves  that  one  is  not 

8.  Feldman.  M.:  Clinical  Roentgenology  of  the  Digestive 
Tract,    Baltimore,    Williams  and   Wilkins   Co..    1948. 

9.  Schindler.  R.  and  Smith.  William  M.:  Anacidity  and 
Gastritis  Associated  with  Gastric  Carcinoma,  Am.  J.  Digest. 
Dis.    9:310-342     (Oct.)     1942 
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justified  in  discounting  the  possibility  of  car- 
cinoma of  the  stomach  when  free  acid  is 
present. 

Table  8  indicates  that  the  correct  roentgen- 
ologic diagnosis  was  made  in  82  per  cent  of 
the  patients  who  were  examined.  The  diffi- 
culty of  distinguishing  between  benign  and 


malignant  ulcers  in  the  stomach  (figs.  3  and 
5)  is  well  known.  Many  experienced  radiolo- 
gists feel  that  in  some  cases  it  is  absolutely 
impossible.  It  is  equally  difficult  to  distin- 
guish between  hypertrophic  gastritis  and 
certain  malignant  lesions  such  as  the  lymph- 
omas. The  limitations  of  accuracy  in  roent- 
gen diagnosis  should  receive  careful  consid- 
eration in  the  clinical  evaluation  of  the 
patient. 

Twenty-seven  of  this  group  of  patients 
were  examined  by  the  gastroscope,  and  the 
correct  diagnosis  was  made  in  85.2  per  cent 
of  these  (table  9).  Various  reports  in  the  lit- 
erature indicate  that  the  accuracy  of  gas- 
troscopic  diagnosis  ranges  from  70  to  90  per 
cent.  The  chief  difficulty  is  that  certain  le- 
sions lie  in  the  so-called  blind  spots  of  the 
stomach,  where  they  can  not  be  well  visual- 
ized. Whenever  the  roentgen  and  gastrosco- 
pic  findings  are  equivocal,  the  lesion  should 
be  treated  as  malignant. 

Operative  findings 

In  table  10  the  extent  of  the  lesion  accord- 
ing to  our  surgical  classification  is  correlated 
with  the  duration  of  the  symptoms.  It  is  rec- 
ognized that  these  cases  are  too  few  in  num- 
ber to  be  of  much   statistical   significance. 


Table  10 
Surgical  Classification  of  Lesions  Correlated  with    the   Duration  of  Symptoms 


Table  i 

R 

jentgen 

Dia 

gnoses 

Per    Cent 

of  55 

Cases 

No. 

Cases     Examined 

Malignant  lesion 

45 

82.0 

Benign  ulcer 

5 

9.0 

Equivocal 

3 

5.4 

Gastritis 

1 

1.8 

Negative 

1 

1.8 

Not  done 

2 

— 

Table  i 

Gastroscopic 

Diagnoses 

Per  Cent  of 

27  Cases  in 

Which  a 

Satisfactory 

Examination 

No 

Cases 

Was  Done 

Not  done 

27 

Unsatisfactory 

3 

Malignant   lesion 

23 

85.2 

Benign  ulcer 

1 

3.7 

Gastritis 

2 

7.4 

Equivocal 

1 

3.7 

No. 

Cases 

SURGICAL  CLASSIFICATION 

Duration  of 
Symptoms 

No 

Operation 

Exploration 
Only 

Curative 
Resection 

Palliative 
Resection 

Less  than  1  month 

5 

1    (20%) 

0 

(40rr) 

2 
(407c) 

1-6  months 

21 

6 

(28.6%) 

7 
(33.3%) 

6 
(28.6%) 

2 

(9.5%) 

0-12   months 

9 

0 

5 
(55.4%) 

2 
(22.37c) 

2 
(22.37c) 

1-2  years 

9 

4 
(44.6%) 

3 
(33.17c) 

2 
(22.37c) 

0 

2-3  years 

5 

2 

(40%) 

3 

(60%) 

0 

0 

More  than   3  years 

8 

'2 
(25%) 

2 
(25%) 

2 
(257c) 

2 
(257c) 

Table  11 

S 

urvival  Data 

No. 

Died 
of 

Living  without    Living    w 
Died  of          Evidence  of      Evidence 

ith 
of 

Years  Since  Admission 

Cases 

Cancer 

Other     C 

ause         Cancer 

Cancer 

Unknown 

More   than  3  years 

3fi 

33 

1 

1 

1 

2-3  years 

6 

4 

— 

1 

1 

1-2  years 

4 

i 

— 

Less  than,  1  year 

11 

5 

— 

3 

3 

TOTAL 

57 

46 

1 

4 

5 

1 
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A.     February    15,    1942. 

Fig.  3  (Case  1).  A  series  of  roentgenograms 
showing  a  prepyloric  ulcerating  lesion  followed 
over  six  years  which  proved  to  be  adenocarci- 
noma. 


However,  there  does  seem  to  be  relatively  lit- 
tle correlation  between  the  duration  of  symp- 
toms and  the  extent  of  disease  in  malignant 
lesions  of  the  stomach.  It  is  not  unusual  to 
find  a  patient  whose  symptoms  are  of  very 
short  duration  with  a  large  carcinoma  and 
extensive  metastases. 

It  is  impossible  to  predict  the  operability 
of  a  malignant  lesion  of  the  stomach  on  the 
basis  of  roentgen  examination.  A  report  from 
the  Mayo  Clinic"5'  indicates  that  50  per  cent 
of  a  series  of  cases  thought  to  be  resectable 
on  the  basis  of  the  roentgen  and  clinical  ex- 
amination proved  to  be  entirely  inoperable. 
On  the  other  hand,  38  per  cent  of  those 
thought  to  be  inoperable  or  probably  inop- 
erable were  resected  at  the  time  of  explora- 
tion. This  finding  suggests  that  operation 
should  be  strongly  considered  in  all  patients 
in  order  that  the  true  extent  of  the  disease 
may  be  accurately  established  and  the  patient 
given  every  possible  chance  of  cure. 

Survival  data 

Table  11  demonstrates  the  very  poor  prog- 
nosis of  malignant  disease  of  the  stomach. 
Nine  patients,  or  16  per  cent  of  the  series, 
are  alive,  and  only   4  patients,  or  7.1  per 


February  21,  1948. 


C.  February  22,  1949. 


cent,  are  without  evidence  of  recurrence.  As 
has  been  stated  previously,  about  25  per  cent 
of  all  patients  with  cancer  of  the  stomach 
are  candidates  for  a  potentially  curative  re- 
section. Of  those  on  whom  resection  is  per- 
formed, approximately  20  to  25  per  cent  will 
survive  for  five  years.  It  is  significant  to 
note  that  a  number  of  patients  who  have  a 
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Fig.  4A  (Case  1).  Photomicrograph  of  the  gas- 
tric lesion  (low  power  magnification).  Note  the 
irregular,  atypical  glands  in  the  floor  of  the 
ulcer. 

palliative  resection  survive  for  several  years. 
This  is  especially  true  in  the  older  age  group, 
and  many  surgeons  are  adopting  the  prac- 
tice of  performing  palliative  resection  except 
in  the  most  advanced  cases  where  it  is  tech- 
nically hazardous.  Palliative  resection  often 
makes  the  terminal  course  of  the  disease  less 
painful. 

Case  Reports 
Case  1 

This  white  woman  was  first  admitted  to  the  hos- 
pital on  December  13,  1942,  when  she  was  55  years 
old.  Her  chief  complaints  of  postprandial  pain  and 
vomiting  had  been  present  for  one  month.  These 
symptoms  were  relieved  by  alkalis.  The  patient 
stated  that  she  had  experienced  similar,  but  less 
severe,  symptoms  during'  the  past  five  or  six  years. 
With  the  present  episode  there  had  been  moderate 
weight  loss. 

Roentgen  examination  of  the  stomach  showed  a 
filling  defect  in  the  prepyloric  region,  with  an 
area  of  ulceration  (fig.  3A).  Gastroseopic  examina- 
tion revealed  a  sharply  demarcated,  elliptical  ulcer, 
measuring  approximately  1  by  6  cm.  in  diameter, 
on  the  posterior  wall  in  the  prepyloric  region  near 
the  lesser  curvature.  Marked  edema  of  the  adjacent 
mucosa,  and  hypertrophic  gastritis  were  present.  The 
gastroscopist's  impression  was  benign  prepyloric  ul- 
cer with  associated  edematous  hypertrophic  gastri- 
tis. A  gastric  analysis  on  this  admission  showed  69 
units  of  total  acid  and  32  of  free  hydrochloric. 

The  next  admission,  on  February  11,  1948,  was 
occasioned  by  an  episode  of  nausea  and  vomiting. 
The  patient  had  been  under  treatment  by  her  phy- 
sician in  the  interim  and  had  been  relatively  com- 
fortable on  a  modified  ulcer  regimen.  Re-examina- 
tion of  the  stomach  by  the  roentgenogram  again 
showed  a  prepyloric  filling  defect  with  a  question- 
able area  of  ulceration  (fig.  3B).  Gastroscopy  and 
surgical  consultation  were  refused  by  the  patient. 
She  was   discharged    slightly  improved. 


t'ig.  Hi  (Case  1).  High  power  magnification. 
Note  the  malignant  glands  lined  by  irregular, 
hyperchromatic  cells. 

On  February  19,  1949,  the  patient  was  again  ad- 
mitted to  the  hospital  complaining  of  a  progression 
of  the  symptoms  of  pain,  nausea,  and  vomiting.  The 
pain  was  refractory  to  both  food  and  alkali.  A  third 
roentgen  examination  of  the  stomach  again  showed 
a  prepyloric  filling  defect  with  an  area  of  ulcera- 
tion (fig.  3c).  Gastric  analysis  showed  10  units  of 
total  acid  and  no   free  hydrochloric. 

A  subtotal  gastrectomy  was  done.  The  patholo- 
gist described  an  ulcer  near  the  pylorus  measuring 
1.5  cm.  in  diameter  and  1  cm.  in  depth,  with  ad- 
jacent edematous  gastritis  (fig.  1).  Histologic  stud- 
ies revealed  a  highly  malignant  adenocarcinoma 
(fig.  4). 

Comment 

It  is  improbable  that  the  primary  ulcer 
demonstrated  in  the  prepyloric  region  in  De- 
cember, 1942,  could  have  had  the  malignant 
characteristics  found  in  the  specimen  re- 
sected in  February,  1949  —  more  than  six 
years  later.  Nevertheless,  the  malignant  ul- 
cer was  in  the  same  area.  The  most  likely 
explanation  is  that  a  carcinoma  developed 
in  a  benign  ulcer.  It  is  interesting  to  note  the 
change  in  symptoms  during  the  few  months 
prior  to  operation,  and  the  absence  of  free 
hydrochloric  acid. 

Case  2 

A  48  year  old  white  man  was  admitted  to  the 
hospital  on  March  28,  1949.  His  chief  complaint 
on  admission  was  epigastric  pain  with  a  bloating 
sensation  that  had  become  progressively  worse  dur- 
ing the  past  eight  weeks;  the  patient  stated  that 
he  had  had  gaseous  indigestion  with  epigastric  dis- 
comfort during  the  past  two  and  one-half  years, 
and  that  approximately  two  years  previously  he 
had  vomited  a  moderate  amount  of  blood.  His  indi- 
gestion had  always  been  relieved  by  food  and  alkalis 
until  the  past  eight  weeks,  during  which  time  food 
had  increased  the  pain.  During  the  past  two  weeks 
the  patient  had  had  severe  nausea,  and  had  vomited 
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a  few  times.  He  had  lost  20  to  30  pounds  in  weight. 

Roentgen  examination  of  the  stomach  revealed  a 
large  area  of  ulceration  on  the  posterior  wall  near 
the  lesser  curvature  in  the  pars  media  (fig.  5).  This 
was  thought  to  be  malignant.  Gastric  analysis 
showed  74  degrees  of  total  acid  and  43  of  free  hy- 
drochloric. 

A  subtotal  gastric  resection  was  done.  The  speci- 
men showed  an  area  of  ulceration  measuring  2.5 
cm.  in  diameter,  with  adjacent  hypertrophic  gastritis 
(fig.  2).  Microscopic  section  revealed  an  adenocar- 
cinoma   (fig.   6). 


Fig.  5  (Case  2).  Ulcerating  lesion  in  the  pars 
media  of  the  stomach  on  the  lesser  curvature, 
which  roentgenologically  might  be  either  benign 
or   malignant. 


Comment 

This  patient  gave  a  history  of  chronic  in- 
digestion of  more  than  two  years'  duration, 
with  hematemesis  approximately  two  years 
prior  to  hospitalization.  During  the  eight 
weeks  before  his  admission  there  had  been 
a  rather  marked  change  in  the  type  of  indi- 
gestion, and  it  was  no  longer  relieved  by  al- 
kalis and  food.  Nausea  and  vomiting  devel- 
oped in  spite  of  the  fact  that  this  lesion  was 
in  the  pars  media  of  the  stomach  and  pro- 
duced no  obstruction. 

Although  this  patient  had  had  no  examina- 
tion of  the  upper  gastrointestinal  tract  prior 
to  the  onset  of  his  present  illness,  it  is  prob- 
able that  either  a  benign  gastric  ulcer  or  a 
gastritis  was  present  at  the  time  of  the  onset 
of  his  initial  symptoms,  two  years  prior  to 
hospitalization. 

Discussion 

Statistics  from  the  United  States  Depart- 
ment of  Public  Health  indicate  that  there 
were  156,000  deaths  from  cancer  in  1940, 
and  it  is  predicted  that  there  will  be  203,000 
deaths  in  1950  and  270,000  in  1970.  It  is  also 
predicted  that  by  1980  approximately  40  per 
cent  of  this  country's  population  will  be  more 
than  45  years  of  age111".  This  trend  toward 
an  older  average  age  of  the  general  popula- 

10.  Maimon,  S.  N.  and  Palmer.  W.  L. :  Gastric  Carcinoma: 
Incidence  and  Diagnostic  Procedures,  Surg ,  Gynec.  & 
Obst.    83:572-574    (Nov.)    1946. 


Fig.  6A  (Case  2).  Photomicrograph  of  the  gas- 
tric lesion  (low  power  magnification).  Note  the 
numerous  small,  irregular  glands  adjacent  to 
the  ulcer,  with  some  invasion  of  the  muscularis 
mucosa.  There  is  extensive  chronic  inflamma- 
tion in  the  submucosa. 


Fig.  6B  (Case  2).  High  power  magnification. 
There  are  small  malignant  glands  lined  by  ir- 
regular cells  with  nuclei  varying  in  size,  some 
showing  hyperchromatism. 
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tion  is  the  principal  factor  responsible  for 
the  increasing  incidence  of  malignant  dis- 
ease. It  is  obvious,  therefore,  that  cancer  will 
continue  to  become  increasingly  important 
as  a  public  health  problem.  The  ultimate  so- 
lution will  come  only  with  success  in  the  bi- 
ologic investigations  relative  to  the  cause  of 
cancer.  Until  such  success  has  been  attained, 
we  must  continue  to  concentrate  on  early  di- 
agnosis. So  far  as  the  problem  of  gastric 
carcinoma  is  concerned,  we  feel  that  the 
greatest  promise  lies  in  the  early  diagnosis 
and  curative  treatment  of  that  group  of  25- 
35  per  cent  of  the  cases  with  symptoms  sim- 
ulating benign  ulcers. 

The  danger  of  treating  patients  with 
chronic  indigestion  and  ulcer-like  symptoms 
without  establishing  an  accurate  diagnosis 
cannot  be  overemphasized,  nor  can  the  im- 
portance of  repeat  examinations  in  such  pa- 
tients, regardless  of  whether  an  ulcerating 
gastric  lesion  has  been  demonstrated.  Any 
patient  who  has  had  a  gastric  ulcer  should 
have  a  roentgenologic  examination  every  six 
months  for  at  least  five  years,  and  annually 
thereafter.  The  incidence  of  carcinoma  de- 
veloping in  or  in  conjunction  with  a  benign 
gastric  ulcer  is  still  not  certain,  but  it  is 
probably  much  greater  than  that  found  in 
the  general  population  (case  1,  fig.  1,  3,  4). 
The  patient  with  chronic  indigestion  without 
demonstrable  cause  should  also  have  a  rou- 
tine schedule  of  check-up  examinations,  as 
well  as  all  patients  with  pernicious  anemia 
or  other  diseases  in  which  the  incidence  of 
gastric  carcinoma  is  known  to  be  high. 

Although  our  present  knowledge  relative 
to  the  etiology  and  treatment  of  gastric  can- 
cer is  limited,  we  feel  that  the  percentage  of 
five-year  cures  can  be  greatly  improved  if 
the  attending  physician  will  suspect  cancer 
of  the  stomach  in  each  patient  with  ulcer-like 
symptoms  and  chronic  indigestion  until  the 
correct  diagnosis  has  been  made. 

By  application  of  the  slogan  of  the  Ameri- 
can Cancer  Society — "Early  Suspicion,  Ac- 
curate Diagnosis,  Effective  Treatment" — the 
mortality  from  malignant  disease  of  the 
stomach  can  be  greatly  reduced. 

Summary  and  Conclusions 
1.  The  signs,  symptoms,  and  physical  find- 
ings in  57  cases  of  malignant  disease  of 
the  stomach  are  presented,  as  well  as  the 
roentgenologic,  gastroscopic,  and  opera- 
tive findings  in  the  cases  in  which  these 


procedures  were  done. 

2.  There  has  been  no  significant  improve- 
ment in  the  prognosis  of  gastric  carcino- 
ma during  the  past  twenty-five  years.  The 
over-all  five-year  survival  rate  is  prob- 
ably less  than  5  per  cent. 

3.  The  importance  of  repeat  examinations 
for  patients  with  chronic  gastric  ulcer  or 
chronic  indigestion  is  emphasized. 

4.  Twenty-five  to  thirty-five  per  cent  of  all 
patients  with  carcinoma  of  the  stomach 
present  a  classical  history  of  benign  pep- 
tic ulcer. 

5.  The  incidence  of  carcinoma  seems  to  be 
greater  in  patients  with  chronic  peptic  ul- 
cer or  chronic  gastritis  than  in  the  gen- 
eral population. 

6.  The  prognosis  in  carcinoma  of  the  stom- 
ach can  be  improved  by  more  accurate  di- 
agnosis in  the  patient  with  chronic  indi- 
gestion. 


AMEBIASIS  IN  INFANTS  AND  YOUNG 
CHILDREN 

Leon  J.  Taubenhaus,  M.D. 
Shallotte 

Incidence 

According  to  Craig'11,  the  majority  of 
amebic  infections  occur  in  patients  over  20 
years  of  age.  He  feels  that  the  lower  inci- 
dence of  the  disease  in  children  is  due,  not 
to  immunity,  but  to  the  fact  that  they  have 
had  less  time  to  acquire  the  infection.  A 
case  of  amebiasis  in  a  3  months  old  infant 
has  been  recorded  by  Biggam11'21. 

Reports  from  different  localities  on  the 
incidence  of  amebiasis  in  infants  and  chil- 
dren vary  widely  (tables  1(3)  and  2(4>).  Man- 
son-Bahrl2)  has  never  seen  a  case  in  a  Euro- 
pean child  under  the  age  of  5.  He  attributes 
this  fact  in  part  to  the  care  usually  exercised 
by  the  parents  in  guarding  against  the  source 
of  infection. 

During  the  past  year  spent  in  general  prac- 
tice in  Brunswick  County,  North  Carolina, 
I  have  seen  12  cases  of  amebiasis.  Three  of 

1.  Craig,  C.  F. :  The  Etiology,  Diagnosis,  and  Treatment  of 
Amebiasis,    Baltimore,    Williams    &    Wilkins,    1944. 

2.  Manson-Bahr,  I*.:  The  Dysenteric  Disorders,  ed.  2.  Balti- 
more, Williams  &  Wilkins.    1943. 

3.  Shrapnel,  B.  C,  Johnson.  C.  M.,  and  Sandground,  J.  H. : 
Oral  Emetine  in  Treatment  of  Intestinal  Amebiasis,  Am. 
J.  Trop.  Med.   20:293-310    (May)    1946. 

4.  Beltran,  E.  and  Larenas,  M.  R.:  Investigation  de  proto- 
zoarios  en  materias  fecales  de  ninos  con  "diarrea."  Rev. 
d.  Inst,  salub.  y  enferm.  trop.  (Mexico)  5:23-30  (March) 
1944. 
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Table   1 
Incidence  of  Childhood  Cases   in  Studies  of  Amebic   Dysentery 


Size  of 

Age 

Series 

Limits  of 

Percentage 

(Cases  of 

Childhood 

of  Cases  in 

Author 

Location 

Amebiasis) 

Cases 

Children 

Meleny 

Rural 

0-5  years 

21.9 

and 

Tennessee 

5-9  years 

31.2 

MilamiD 

Shrapnel, 

Panama 

20 

10.0 

Johnson, 

and 

Sandground131 

Manson- 

Europe 

257 

Below 

0.9 

Bahr<2) 

10  years 

these  patients  were  children — an  incidence 
of  25  per  cent.  Thirty-eight  cases  of  diarrhea 
not  associated  with  respiratory  infections 
were  seen  in  children  below  the  age  of  10. 
Of  these,  3  cases  —  approximately  7.6  per 
cent — were  due  to  amebic  infestation. 

Diagnosis  by  Proctoscopic  Examination 
The  diagnosis  of  amebiasis  depends  on 
finding  the  causative  organism.  In  the  ab- 
sence of  adequate  facilities,  examination  of 
the  feces  is  often  unsatisfactory,  and  a  neg- 
ative stool  examination  does  not  rule  out 
the  disease.  Proctoscopy  offers  a  simple,  easy 
method  of  diagnosis.  The  adult  sized  procto- 
scope should  be  used.  The  narrow-gauge 
child's  scope  gives  a  smaller  range  of  visi- 
bility and  is  difficult  to  handle.  When  one 
recalls  the  diameter  of  an  infant's  or  child's 
stool,  it  is  easy  to  see  why  an  adult  sized 
scope,  properly  lubricated,  can  be  passed 
without  difficulty. 

For  examination  the  child  may  be  placed 
in  the  Sims  position,  or  prone  on  the  table 
with  its  legs  hanging  off  the  edge.  After  a 
gentle  digital  examination  to  relax  the 
sphincter,  the  scope  is  passed.  Once  it  is  be- 
yond the  sphincter,  the  obturator  is  removed 


and  the  scope  is  passed  under  direct  vision. 
Any  ulcerative  lesion  seen  in  front  of  the 
scope  should  be  aspirated  or  scraped,  and 
the  specimen  should  be  placed  in  a  saline 
preparation  to  be  examined  for  trophozoites, 
or  mixed  with  half  strength  Lugol's  solution 
to  be  examined  for  cysts. 

Case  Reports 
Case  1(5) 

This  3  year  old  white  boy  had  been  sick  for  three 
months,  with  abdominal  pain,  fever,  and  a  bloody 
diarrhea.  During  this  period  he  had  had  two  rectal 
prolapses  and  had  been  seen  by  several  physicians, 
all  of  whom  advised  operation  for  the  prolapse 
and  ignored  the  bloody  diarrhea.  Proctoscopic  ex- 
amination revealed  the  rectum  to  be  filled  with  a 
mucopurulent,  blood-flecked  discharge.  The  rectal 
mucosa  was  studded  with  numerous  small,  under- 
mined ulcers.  The  area  of  ulcerations  extended  from 
the  origin  of  the  rectal  mucosa  into  the  sigmoid, 
beyond  the  range  of  vision  of  the  proctoscope.  Scrap- 
ings of  the  ulcers  and  specimens  of  the  discharge 
contained  many  trophozoites  of  Endamoeba  histoly- 
tica. 

Treatment  consisted  of  one  tablet  of  Diodoquin 
three  times  a  day  for  three  weeks.  Symptomatic 
improvement  was  rapid.  At  the  end  of  the  course 
of  treatment,  proctoscopic  examination  showed  al- 
most   complete    healing.    There    was    an    occasional 

5.  This  case,  which  was  seen  by  the  author  in  an- 
other locality,  is  presented  for  its  clinical  interest, 
but  is  not  included  in  the  statistics  quoted. 


Table  2 

Incidence  of  Amebiasis  as  the  Causative  Factor  in 

Cases   of   Childhood    and   Infantile   Diarrhea 


Author 

Location 

Size  of  Series 
(Cases  of 
Diarrhea) 

Ages 

Percentage 
of  Cases  Due  to 
Amebiasis 

Pardena111 
Andrews'1' 

Argentina 
Mexico 

505 

Below 

20.0 
16.6 

Perry  and 
Bensted<2» 

Cairo 

7   years 

13.7 

Willetts'-' 

Philippines 

25.0 

Beltrami 

Mexico  City 

1500 

0-  6  montns 
6-12  months 
1-2  years 
3-  6  years 

0.3 

0.5 

16.0 

17.0 
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5Vz   months,  had   been 
six  weeks  previously. 


granular   spot   marking   the   site    of   a   large   ulcer. 
Scrapings  of  these  areas  were  negative.  After  a  week 
of  rest  the  patient  was   given    a   second  course   of 
Diodoquin,  and  then  discharged   in  good  health. 
Case  2 

This  2%  year  old  white  girl,  who  had  previously 
been  in  good  health,  refused  to  eat  supper  one  eve- 
ning, and  that  night  passed  two  loose,  mucoid, 
bloody  stools.  Proctoscopy  revealed  the  rectum  to 
be  studded  with  many  small  ulcers,  scrapings  of 
which  were  positive  for  E.  histolytica. 

Treatment  consisted  of  two  tablets  of  Diodoquin 
three  times  a  day  for  three  weeks.  Improvement  was 
rapid.    This   child   has   been   followed    for   one   year 
and  has  had  no  recurrence. 
Case  3 

This  white  male  infant,  aged  20  months,  had  had 
recurrent  attacks  of  diarrhea  and  fever  for  three 
months.  Each  attack  responded  well  to  symptomatic 
treatment,  but  on  one  occasion  blood  was  found  in 
the  stool.  Proctoscopic  examination  revealed  many 
small  ulcers  on  the  rectal  mucosa,  and  scrapings 
of  these  contained  trophozoites  and  cysts  of  E. 
histolytica. 

Treatment  consisted  of  two  tablets  of  Diodoquin 
three  times  a  day.  Clinical  improvement  was  rapid, 
and  the  patient  has   had  no  recurrence  during  the 
past  seven  months. 
Case  4 

This  colored  female,  aged 
treated   for    simple   diarrhea 

The  mother  then  began  to  have  diarrhea,  and  was 
hospitalized  and  treated  for  amebic  dysentery.  On 
her  return  from  the  hospital,  she  found  the  child 
to  be  suffering  with  a  severe  bloody  diarrhea.  Proc- 
toscopy revealed  the  rectal  mucosa  to  be  inflamed 
and  studded  with  small  ulcers,  scrapings  of  which 
contained  E.  histolytica.  Diodoquin  in  doses  of  two 
tablets  three  times  a  day  was  prescribed,  and  be- 
cause of  the  inflamed  mucosa  an  insoluble  sulfona- 
mide was  also  given,  to  be  administei'ed  every  four 
hours. 

Two  days  later  the  patient  returned  critically  ill, 
having  vomited  continually  during  this  interval.  Ex- 
treme dehydration  was  present,  and  the  child  was 
immediately  hospitalized.  Treatment  consisted  of  a 
daily  hypodermic  injection  of  emetine  hydrochloride 
(1/15  grain),  streptomycin  given  orally,  and  fluid 
replacement  by  hypodermoclysis  and  transfusion. 
After  two  days  in  the  hospital  her  condition  im- 
proved, and  Diodoquin  was  resumed.  Vomiting  im- 
mediately recurred.  Diodoquin  was  again  discontin- 
ued and  vomiting  ceased. 

Because  of  an  unexplained  elevation  of  tempera- 
ture fluoroscopic  examination  was  done,  and  a  slight 
bulge  was  noted  at  the  apex  of  the  right  lobe  of 
the  liver.  This  was  considered  to  be  a  subsiding 
amebic  involvement.  Emetine  was  continued  for  ten 
days,  and  the  baby  was  then  discharged  as  well. 
She  has  been  followed  for  six  months  and  has  had 
no  recurrence. 

Comment 
All  of  these  patients  had  a  bloody  diarrhea. 
However,  case  3  illustrates  the  fact  that  ame- 
bic diarrhea  may  occur  at  times  without 
blood.  It  is  my  practice  to  perform  a  proc- 
toscopic examination  on  every  child  who 
gives  a  history  of  bloody  or  recurrent  attacks 
of  diarrhea.  I  have  never  seen  a  case  of 
asymptomatic  amebiasis  in  a  child,  but  such 
cases  probably  do  exist. 


Treatment 

Adequate  therapy  with  any  of  the  accepted 
amebacides  should  be  effective.  It  appears 
that  children  respond  more  favorably  to 
treatment  than  do  adults — possibly  because 
children  have  harbored  the  infection  for  a 
shorter  period  of  time  and  the  amebae  are 
therefore  less  securely  entrenched  in  the  host. 
I  consider  diiodo-hydroxyquinolin  (Diodo- 
quin) as  the  drug  of  choice  for  the  treatment 
of  amebiasis  in  children,  This  product  is  rel- 
atively non-toxic  and  non-absorbable.  For 
this  reason  it  can  be  given  to  children  in 
larger  doses  than  a  more  absorbable  or  toxic 
amebacide.  Sensitivity  to  the  drug  can  occur, 
as  it  did  in  case  4.  In  this  case  emetine  was 
substituted. 

In  most  cases  of  amebiasis  proctoscopy 
reveals  a  normal  rectal  mucosa  between  the 
ulcers.  Inflammation  of  the  intervening  mu- 
cosa is  usually  due  to  a  secondary  pathogen 
other  than  the  ameba.  In  such  cases  it  is 
advisable  to  give  an  insoluble  sulfonamide  or 
streptomycin  in  addition  to  the  amebacide. 
Combatting  the  secondary  bowel  infection 
in  this  manner  enhances  the  effectiveness  of 
the  specific  amebacide. 

Summary 

1.  Amebiasis  does  occur  in  children.  Dur- 
ing a  one  year  period  25  per  cent  of  the  cases 
of  amebiasis  seen  by  a  general  practitioner 
in  Brunswick  County,  North  Carolina,  oc- 
curred in  young  children.  During  this  same 
period  7.6  per  cent  of  the  cases  of  enteric 
diarrhea  seen  in  children  could  be  attributed 
to  amebiasis. 

2.  In  the  absence  of  adequate  facilities  for 
stool  examination,  proctoscopy  offers  a  sim- 
ple and  quick  means  of  diagnosis.  The  tech- 
nique of  proctoscopic  diagnosis  is  described. 

3.  Four  cases  of  amebiasis  in  infants  and 
young  children  are  presented. 

4.  Diiodo-hydroxyquinoline  (Diodoquin) 
is  the  amebacide  preferred  for  children.  Be- 
ing relatively  non-absorbable  and  non-toxic, 
it  can  be  given  in  larger  proportionate  doses. 


Bowel  wash-outs  or  colon  lavage  .  .  .  are  the  stock- 
in-trade  for  the  treatment  of  mucous  colitis  at  many 
fashionable  clinics  and  spas  .  .  .  That  they  have  their 
uses  1  will  not  deny,  but  there  is  no  doubt  in  my 
mind  that  they  usually  do  more  harm  than  good  if 
only  because  they  tend  to  make  the  patient  more 
bowel  conscious  than  he  already  is.  The  habit  once 
formed  is  very  difficult  to  break,  and  serves  to  stress 
the  importance  of  anxiety  and  worry  in  the  aetiology 
of  diarrhoea. — W.  Lindsay  Lamb:  The  Investigation 
of  Chronic  Diarrhoea  in  Adults,  Edinburgh  M.  J. 
55:206  (April)   1948. 


May,  1950 


CONGENITAL    TUBERCULOSIS— BURGESS 


239 


CONGENITAL  TUBERCULOSIS 

Report  of  a.  Case  and  Review  of  the 
Literature 

John  R.  Burgess,  Jr.,  M.D. 

Lexington,  Kentucky 

As  late  as  1927,  Scheer"'  reported  that  5 
per  cent  of  the  cases  of  tuberculosis  in  in- 
fancy were  congenital  in  origin.  It  has  be- 
come apparent,  however,  that  this  figure  is 
much  too  high,  and  that  early  postpartum 
contact  infection  was  responsible  for  many 
of  the  reported  cases  of  congenital  tubercu- 
losis. 

There  have  been  various  theories  as  to  the 
source  of  tuberculous  infection  in  infancy'21. 
One  of  the  earlier  concepts  was  that  of  a 
germinal  transmission  via  ovum  or  sperma- 
tozoon. This  concept  has  been  criticized 
widely,  since  tuberculous  infection  of  either 
would  presumably  lead  to  early  fetal  death. 
However,  it  has  been  demonstrated  in  experi- 
mental animals'3'  that  the  male  may  transmit 
the  disease  to  the  fetus.  When  tubercle  ba- 
cilli are  injected  into  the  vas  of  rabbits  and 
mating  takes  place  within  four  to  six  days, 
tuberculous  embryos  are  produced  in  non-in- 
fected females  within  seven  days.  Whitman 
and  Greene'21  described  two  patients  with  tu- 
berculosis of  infancy  who  had  healthy  moth- 
ers and  infected  fathers.  There  apparently 
was  limited  postpartum  contact  with  the 
fathers  or  with  any  other  known  tuberculous 
patients.  Loewenstein'41,  however,  in  his  re- 
view of  the  literature,  found  no  authenticated 
cases  of  germinal  transmission. 

Hippocrates  apparently  believed  that  all 
cases  of  tuberculosis  were  inherited,  and  it 
was  not  until  recent  years  that  this  concept 
was  completely  abandoned.  Rich15'  reported 
Debres'  experiences  with  1,369  children  of 
tuberculous  mothers  who  were  separated 
from  their  parents  at  birth.  After  four  years 


From  the  Departments'  of  Pediatrics  and  Pathology,  Duke 
University  School  of  Medicine  and  Duke  Hospital,  Durham, 
North  Carolina. 

1.  Scheer,  K. :  Beitrage  zur  kongenitalen  Tuberkulose. 
Monatschr.  f.  Kinderh.  36:285-300,  1927;  cited  by  Struth- 
ers  and  Mitchell(7). 

2.  Whitman,  R.  C.  and  Greene.  L.  W. :  Disseminated  Miliary 
Tuberculosis  in  Still-Born  Fetus,  Arch.  Int.  Med.  29:261- 
273    (Feb.)    1922. 

3.  Friedmann,  F.  F. :  Experimentelle  Beitrage  zur  Frage 
kongenitaler  Tuherkelbazillenubertragung  und  kongeni- 
taler  Tuberkulose,  Virchows  Arch.  f.  path.  Anat.  181:150- 
179,  1905. 

■1.  Loewenstein,  E. :  Congenital  Tuberculosis:  Its  Clinical 
Importance.    Am.    Rev.    Tuberc.    51:225-230    (March)    1945. 

5.  Rich,  A.  R.:  The  Pathogenesis  of  Tuberculosis,  Spring- 
field, Illinois,  Charles  C  Thomas,  1914. 


only  12  of  these  children  had  positive  tuber- 
culin reactions,  and  in  all  these  cases  breaks 
had  occurred  in  the  routine.  This  report  sup- 
ported the  present  day  concept  that  tuber- 
culosis is  transmitted  by  direct  contact. 

However,  a  relatively  small  percentage  of 
the  cases  of  tuberculosis  in  infancy  are  con- 
genital in  origin.  In  these  cases  infection 
occurs  in  one  of  two  ways:  (1)  from  tear- 
ing of  a  placental  tubercle,  the  organisms 
passing  via  the  umbilical  vein  to  the  fetal 
liver,  which  becomes  the  primary  site  of  dis- 
ease; or  (2)  by  ingestion  into  the  gastroin- 
testinal tract  or  aspiration  into  the  lungs  of 
bacilli  from  infected  amniotic  fluid,  with  re- 
sultant primary  infection  at  these  sites. 

Rich'3'  is  of  the  opinion  that  the  relative 
rarity  of  fetal  tuberculosis  is  due  to  the  resis- 
tance of  the  fetus  to  the  bacilli.  It  is  known 
that  iso-immune  bodies  are  present  in  the 
maternal  blood  stream  and  may  be  passed 
across  the  placental  barrier.  Since  antibodies 
bear  a  great  similarity  to  the  immune  bodies 
which  might  be  produced  by  the  infant,  they 
will  not  be  eliminated  rapidly  by  the  fetus. 
Therefore,  some  authorities  believe  that  a 
partial  immunity  may  exist  for  years  which 
does  not  destroy  the  bacilli,  but  merely  holds 
them  in  check. 

Vorwald"5',  in  investigating  the  resistance 
of  the  fetal  guinea  pig  to  bacilli  injected  di- 
rectly into  the  fetus  in  utero,  thought  that 
the  resistance  was  due,  at  least  in  part,  to 
the  low  oxygen  tension  of  the  fetal  blood. 
Rich  used  this  theory  to  explain  the  predom- 
inance of  pulmonary  lesions  in  infants  dying 
of  tuberculosis  a  few  months  after  birth.  In 
stillborn  infants  with  tuberculous  infection, 
the  lesions  are  predominantly  hepatic,  while 
children  a  month  or  two  old  usually  show 
more  evidence  of  pulmonary  infection.  Rich 
attributes  this  finding  to  the  fact  that  in  ex- 
trauterine life  the  blood  supply  to  the  liver 
is  mostly  venous  and  the  oxygen  supply  to 
the  sinusoids  is  decreased  by  the  high  oxygen 
consumption  of  the  liver  cells.  Thus,  by  the 
time  of  death,  the  pulmonary  lesions  have 
developed  to  a  greater  degree  than  the  hepa- 
tic ones. 

The  first  authentic  case  of  congenital  tu- 
berculosis was  reported  by  Schmurl  and 
Birch-Herschfeld  in  1891'7'.  Since  then  sev- 

6.  Vorwald,  A.  J.:  Experimental  Tuberculous  Infection  in 
Guinea  Pig  Foetus  Compared  with  That  in  Adult.  Am. 
Rev.  Tuberc.  35:260-275   (Feb.)   1937. 

7.  Struthers,  R.  R.  and  Mitchell.  H.  G. :  Congenital  Tuber- 
culosis; Report  of  Case,  Canad.  M.A.J.  21:297-300  (Sept.) 
1929. 
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eral  other  reviews  of  the  literature  and  case 
reports  have  been  published'8*. 

SiegellSa)  analyzed  38  cases  that  he  col- 
lected from  the  literature.  He  found  that 
the  organs  predominantly  involved  were,  in 
order  of  frequency,  the  lungs,  liver,  spleen, 
gastrointestinal  tract,  and  kidneys.  The  brain 
and  meninges  were  involved  in  only  3  in- 
stances. This  fact  is  of  interest,  for  a  high 
percentage  of  children  with  acquired  tuber- 
culosis die  of  tuberculous  leptomeningitis.  In 
all  the  38  cases  reported  by  Siegel,  death 
occurred  before  31/2  months  of  age  —  prob- 
ably too  early  for  the  infection  to  spread  to 
the  subarachnoid  space.  Rich  and  McCor- 
dock11"  believe  that  not  enough  bacilli  enter 
the  subarachnoid  space  by  way  of  the  vas- 
cular system  to  produce  acute  leptomeningi- 
tis, and  that  such  involvement  results  only 
from  rupture  of  a  caseous  tuberculous  area 
of  the  brain  or  meninges. 

The  highest  incidence  of  congenital  tuber- 
culosis was  reported  by  Loewenstein"1,  who 
cited  Waissman's  findings.  Eleven  cases  of 
congenital  tuberculosis  occurred  among  737 
infants  born  of  tuberculous  mothers — an  in- 
cidence of  1.46  per  cent. 

The  following  is  a  report  of  an  additional 
case  of  congenital  tuberculosis,  which  appar- 
ently resulted  from  hematogenous  transmis- 
sion of  the  bacilli  across  the  placental  bar- 
rier. 

Case  Report 

A  2(i  year  old  colored  woman  in  her  seventh  preg- 
nancy had  had  an  uncomplicated  course  until  three 
weeks  before  delivery.  At  this  time  she  developed 
pain  in  the  lower  abdomen.  It  was  not  severe,  but 
was  sufficient  to  confine  her  to  bed.  There  was  no 
history  of  chronic  cough,  expectoration,  night  sweats, 
or  weight  loss.  She  stated  that  her  mother  had  died 
four  years  previously  of  tuberculosis  and  that  one 
living  sister  was  ill  with  this  disease. 

She  was  delivered  of  a  premature  female  infant. 
It  was  noted  at  the  time  of  birth  that  the  infant 
had  respiratory  difficulty  and  a  distended  abdomen. 
The  placenta,  which  was  delivered  intact,  showed 
numerous  nodular  white  or  greyish  yellow  lesions 
scattered  over  both  surfaces  and  within  the  tissue 

8.  (a)  Siegel,  M. :  Pathological  Findings  and  Pathogenesis  of 
Congenital  Tuberculosis,  Am.  Rev.  Tuberc.  29:297-309 
(March)  1934.  (h)  Beitzke,  H.:  Ueber die  angeborene tuber- 
kulcise  Infektion,  Ergebn.  d.  ges.  Tuberk.-Forsch.  7:1-30, 
1933;  cited  by  Whitman  and  Greene(2).  (c)  Conrad.  C  E.: 
Review  of  Literature  of  Congenital  Tuberculosis,  with 
Report  of  Case,  South.  M.  J.  32:109-173  (Feb.)  1939.  (d) 
Reichle.  H.  S.  and  Wheelock,  M.  C. :  Aspiration  Type  of 
Congenital  Tuberculosis,  Arch.  Path.  28:799-807  (Dec.) 
1939.  (c)  Davin-Power,  M. :  Transplacental  Tuberculous 
Infection,  Brit.  M.  J.  1:13-11  (Jan.  4)  1941.  (f)  Voss- 
kuhler,  r.:  Ein  Weiterer  Beitrag  zur  Fiiihtuberkulose  des 
Siiuglings,    Deutsches    Tuberk.-Bl.    15:101-107     (July)     1941. 

9.  Rich,  A.  R.  and  McCordock,  H.  A.:  Enquiry  Concerning 
Role  of  Allergy,  Immunity,  and  Other  Factors  of  Impor- 
tance in  Pathogenesis  of  Human  Tuberculosis,  Bull.  Johns 
Hopkins    Hosp.    44:273-442    (May)    1929. 


itself.  Microscopically,  acid-fast  organisms  were 
found  within  the  cytoplasm  of  the  large  mononuclear 
cells  of  these  nodules.  Routine  section  of  the  umbili- 
cal  cord  revealed  no   lesions. 

Microscopic  study  revealed  the  usual  architecture 
of  the  decidua  and  chorionic  villi,  with  small 
focal  lesions  characterized  by  necrosis  and  dense 
infiltration  of  large  and  small  mononuclear  cells 
and  a  few  polymorphonuclear  cells.  These  areas  were 
abscess-like  in  character  and  revealed  large  num- 
bers of  acid-fast  bacilli. 

The  mother's  course  in  the  hospital  was  very 
stormy.  Physical  examination  of  the  chest  was  nega- 
tive until  the  seventh  postpartum  day,  when  occa- 
sional dry  rales  were  heard.  On  the  ninth  day  roent- 
gen examination  of  the  chest  showed  a  soft,  mottled 
infiltration    extending   from   the   apex   to   the    base 


Fig.  1.  The  top  photograph  shows  small  white 
tubercles  on  the  under  surface  of  the  liver  and 
within  the  body  of  the  spleen. 
The  lower  photograph  reveals  lesions  on  the 
lung  surface;  a  caseous  node  can  be  seen  in 
the  hilar  area. 
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bilaterally.  The  process  seemed  to  be  fresh  and  was 
thought  to  represent  a  miliary  infection,  even  though 
some  of  the  lesions  seemed  quite  large  for  a  blood 
stream  infection.  A  smear  of  material  taken  from 
the  uterus  on  the  eleventh  day  was  negative  for 
tubercle  bacilli,  but  guinea-pig  inoculation  was  posi- 
tive. After  a  progressively  downhill  course,  with  a 
rising  temperature  and  increasing  delirium,  the 
mother  expired  on  the  twelfth  hospital  day.  Autopsy 
revealed  "pulmonary  tuberculosis  (primary  caseous 
tubercle,  left  lung) ;  with  generalized  disseminated 
tubercles  found  in  the  endocardium,  kidneys,  brain, 
meninges,  endometrium  and  myometrium." 

The  infant  lived  only  five  hours,  and  postmortem 
examination  revealed  numerous  small  papular  struc- 
tures, approximately  1  mm.  in  diameter,  yellowish 
white  in  color,  and  rather  soft  in  consistency,  scat- 
tered over  the  entire  surface  of  the  lungs.  The  hilar 
nodes  were  enlarged  and  appeared  caseous.  Micro- 
scopically the  lungs  and  hilar  nodes  showed  a  necro- 
tizing lesion,  with  infiltration  of  round  cells  and  a 
few  polymorphonuclear  cells.  No  fibrosis  was  seen. 
These  lesions  were  typical  of  tubercles  and  were 
diagnosed  anatomically  as  such. 

The  liver  was  covered  with  lesions  similar  to  those 
described  in  the  lungs.  On  cut  section  numerous 
small  areas  grossly  similar  to  those  described  on 
the  parietal  surface  of  the  lung  were  seen.  Micro- 
scopically these  lesions  were  similar  to  those  found 
in  the  lungs.  The  spleen  and  left  kidney  were  like- 
wise involved,  as  were  the  thymus  and  pancreas. 

The  mesenteric  nodes  were  markedly  enlarged, 
and  some  appeared  in  a  state  of  suppuration.  The 
mediastinal  nodes  were  also  enlarged  and  caseous. 
Again  microscopic  examination  confirmed  the  gross 
findings.  There  was  no  involvement  of  the  heart, 
adrenals,  gastrointestinal  tract,  or  brain. 

The  anatomic  diagnosis  was  "acute  congenital  dis- 
seminated tuberculosis  involving  the  liver,  lungs, 
spleen,  mesenteric,  mediastinal  and  hilar  nodes,  and 
the  kidneys." 


Every  case  of  tuberculous  meningitis  in  childhood 

should  be  regarded  as  a  pointer  to  a  dangerous  open 
case  of  respiratory  tuberculosis  in  the  immediate 
entourage  of  the  sick  infant;  this  case  should  at 
once  be  sought  and  the  appropriate  action  taken  when 
found.— C.  O.  Stallybrass,  M.D.,  Brit.  Med.  J.,  Feb. 
5,  1949. 


What  of  the  future?  There  is  no  preventive  for 
tuberculosis  such  as  medical  science  has  provided  in 
toxoid  for  diphtheria  and  vaccine  for  smallpox,  nor 
is  there  any  specific  cure.  We  must  carry  on  and 
intensify  our  present  program  of  cure  and  preven- 
tion, utilizing  to  the  fullest  extent  the  resources 
that  have  already  proved  to  be  so  effective. — Rep. 
Comm.  on  Tbc,  N.  H.  Med.  Soc,  N.  E.  Jour.  Med., 
Sept.  26,  1946. 


The   most   important   of   all   case-finding   agencies 

....  in  the  fight  against  tuberculosis  continues  to  be 
the  practicing  physicians.  It  is  almost  always  true 
that  the  family  physician  has  the  first  opportunity 
not  only  to  ascertain  the  presence  of  active  pul- 
monary tuberculosis  but  also  to  give  battle  for  the 
cure  of  the  afflicted  and  the  safeguarding  of  the 
other  members  of  the  family  from  the  tubercle 
bacillus.  It  is  the  family  physician  to  whom  most 
people  go  when  troubled  by  signs  of  ill  health. 
—Comm.  on  Tbc,  N.H.  Med.  Soc,  N.E.  Jour.  Med., 
Oct.  23,  1947. 


MEGACOLON 

A  Review  of  the  Literature 

and 

Report  of  a.  Case  in  the  Aged 

Bennett  Creech,  M.D. 

Durham 

The  disease  known  as  megacolon  was  first 
reported  in  the  United  States  in  1867,  al- 
though, according  to  Finney1",  it  was  de- 
scribed in  Europe  as  early  as  1825.  Bartle'1' 
reported  that  a  typical  case  was  recorded  in 
the  medical  literature  of  the  seventeenth  cen- 
tury. Hirschsprung's  classical  description'1', 
published  in  1888,  renewed  interest  in  the 
diagnosis  and  treatment  of  this  disorder, 
which  still  presents  a  great  challenge  to  the 
medical  profession  today. 

Megacolon  is  a  rare  disease  in  this  coun- 
try. It  occurs  most  frequently  in  infants  and 
children,  and  is  more  common  in  males.  It 
is  usually  thought  of  as  being  congenital  in 
origin,  but  cases  have  been  reported  in  all 
age  groups.  Many  of  these  may  be  cases  of 
pseudomegacolon;  it  appears,  however,  that 
true  megacolon  may  occur  in  adults  of  ad- 
vanced age.  Lowenstein  collected  88  cases 
which  he  diagnosed  as  megacolon;  in  55  of 
these,  symptoms  were  present  from  birth; 
in  13  they  developed  in  the  first  year  of 
life;  in  11,  between  the  ages  of  1  and  20;  in 
9,  after  the  twentieth  year;  and  in  2,  after 
the  age  of  70"'.  Etzel1-',  who  stated  that  the 
disease  is  very  common  in  certain  areas  of 
Brazil,  reviewed  629  cases  in  which  the  ages 
ranged  from  2  to  79  years.  The  majority  of 
these  patients  were  under  the  age  of  40,  and 
over  75  per  cent  were  between  15  and  25 
years  of  age.  Smithy  and  Kredel'31  recently 
reported  2  cases  in  patients  above  the  ag'e 
of  60. 

True  megacolon  may  be  defined  as  dilata- 
tion and  hypertrophy  of  a  portion  of  the 
colon,  or  of  the  entire  colon,  occurring  with- 
out a  pathologically  demonstrable  obstruc- 
tive lesion.   Dilatation  and  hypertrophy  of 

J™  'I'6  ^P^ents  °f Pathology  and  Surgical  Pathology. 
Norfolk  General  Hospital,   Norfolk.   Virginia. 

1.  Quoted  by  Buckstein,  J.:  Functional  Disorders  of  the 
Large  Intestine  and  Their  Treatment,  New  York  and  Lon- 
don,  Harper  and   Bros.,   1932,  ch.    11. 

2.  Etzel.  E. :  May  tl.e  Disease  Complex  That  Includes  Mega- 
Esophagus  (Cardiospasm).  Megacolon  and  Mega-Ureter 
Be  Caused  by  Chronic  Vitamin  Bl  Deficiency?  Am.  J.  M. 
Sc.   203:87-100    (Jan.)    1942. 

3.  Smithy,  H.  G.  and  Kredel,  F.  E.:  Localized  Acquired 
Megacolon  Treated  by  Sympathectomy,  Surgerv  22:259- 
270   (Aug.)    1917. 
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the  colon  (partial  or  complete)  resulting 
from  obstructive  lesions  may  be  considered 
pseudo  m  egacolon. 

Etiology 

The  subject  of  megacolon  is  one  of  great 
confusion  and  controversy,  particularly  as 
concerns  its  etiology  and  classification. 

The  cause  of  true  megacolon  is  not  defi- 
nitely known.  Prior  to  1895,  the  lesion  was 
thought  to  be  due  to  inflammation  of  the 
colon,  mechanical  obstructions,  congenital 
aplasia  of  muscular  tissue,  or  enlargement 
of  the  colon.  Langley  and  Anderson14',  in  that 
year,  proposed  the  neurogenic  theory,  based 
on  the  observation  that  stimulation  of  the 
lumbar  sympathetic  ganglia  inhibited  colonic 
peristalsis,  and  produced  dilatation.  Fen- 
wick'41  suggested  the  developmental  theory, 
based  on  the  belief  that  the  condition  was  as- 
sociated with  atresias  or  valves  in  the  rec- 
tum and  anus  which  produced  obstruction. 
Hurst'""  advocated  the  theory  of  anal  achala- 
sia (failure  of  the  sphincter  to  relax)  due 
to  an  imbalance  of  function  in  the  autonomic 
nerve  supply  to  the  rectum  and  the  anal 
sphincter.  Scott  and  Serenati"11  believe  that 
megacolon  is  a  symptom  complex  rather  than 
a  disease  entity,  and  recognize  four  etiologic 
mechanisms :  congenital  organic  obstruction, 
neurogenic  dysfunction,  functional  obstruc- 
tion from  extreme  redundancy  (dolieho- 
colon),  and  extrinsic  metabolic  factors  such 
as  avitaminosis  or  malnutrition  and  hypo- 
thyroidism. 

Etzel'2'  has  presented  evidence  that  mega- 
colon is  a  part  of  the  disease  complex  which 
includes  mega-esophagus  and  mega-ureter, 
and  he  suggested  that  the  cause,  especially 
in  adult  patients,  may  be  a  thiamin  deficiency 
which  brings  about  degeneration  of  the  plex- 
us of  Auerbach.  He  noted  electrocardiogra- 
phic changes  in  over  70  per  cent  of  his  cases, 
which  he  interpreted  as  also  being  the  result 
of  a  deficiency  of  thiamin.  Ramos  and  Oria17' 
agree  that  megacolon  and  mega-esophagus 
are  probably  of  common  origin,   and  they 

1.  Quoted  by  Martin,  J.  D..  Jr.  and  Ward,  C.  S. :  Megacolon 
Associated  with  Volvulus  of  Transverse  Colon.  Am.  J 
Sun:.  64:412-416   (June)    1941. 

5.  Hurst,  A.  F. :  Anal  Achalasia  and  Megacolon,  Guy's 
Hosp.  Rep.  84:317,  1934;  abstr.  in  Internat.  Abst.  Surg. 
611:221-222   (March)    1935. 

1).  Scott,  W.  J.  M.  and  Serenati,  Q.  J.:  Megacolon,  Mechan- 
ism* and  Choice  of  Treatment.  Surgery  20:603-618  (Nov.) 
1946. 

7.  Ramos,  J.  and  Oria.  J.:  Symptomatology  and  Histopath- 
ology  of  the  Heart  in  Patients  with  Mega-Esophagus  and 
Megacolon,  Arq.  de  cirurg.  clin.  e  exper.  4:363,  1940; 
abstr.  in   Internat.   Abst.   Surg.   73:297-298    (Sept.)    1941. 


have  found  both  electrocardiographic  ab- 
normalities and  histologically  visible  degen- 
eration of  the  intracardiac  sympathetic  plex- 
us in  some  of  their  cases. 

OppenheimerlR'  pointed  out  that  constipa- 
tion and  some  degree  of  colonic  dilatation 
occur  in  acromegaly  and  in  other  conditions 
in  which  the  pituitary  function  is  modified ; 
he  has  observed  that  the  injection  of  Pitocin 
brings  about  mass  peristalsis  and  relief  of 
the  constipation  in  certain  patients.  This 
finding  suggests  that  in  some  instances  meg- 
acolon may  be  due,  at  least  in  part,  to  pitui- 
tary dysfunction. 

Whatever  the  pathologic  basis  may  be, 
there  is  little  doubt  that  the  direct  cause  is 
an  imbalance  in  the  function  of  the  autono- 
mic nervous  system,  although  it  has  not  been 
proven  whether  the  parasympathetic  com- 
ponent is  deficient  or  the  sympathetic  inner- 
vation is  hyperactive.  The  weight  of  evidence 
at  the  present  time,  however,  seems  to  indi- 
cate that  parasympathetic  deficiency  is  the 
fundamental  factor.  It  is  not  known  whether 
the  origin  of  the  imbalance  is  central  or  peri- 
pheral. 

Swenson  and  Bill'"'  recently  reported  stu- 
dies on  20  children  with  congenital  mega- 
colon, from  which  they  concluded  that  the 
disease  is  due  to  an  area  of  localized  spasm 
low  in  the  sigmoid,  and  not  to  spasm  or  acha- 
lasia of  the  anal  sphincter.  This  conclusion 
correlates  well  with  the  basic  theory  of  auto- 
nomic functional  imbalance. 

Classification  of  Cases 
The  classification  of  this  disease  as  pre- 
sented in  the  literature  is  incomplete  and 
leaves  much  to  be  desired.  Most  authors  clas- 
sify megacolon  as  either  congenital  or  ac- 
quired, idiopathic  or  secondary.  Wetherell'10' 
divides  the  cases  into  those  in  which  the 
mesentery  of  the  colon  is  long  (dolichocolon) 
and  those  in  which  it  is  normal  in  length 
(Hirschsprung's  disease). 

On  the  basis  of  present  etiologic  concepts, 
and  with  the  hope  that  it  will  bring  about  a 
more  complete  understanding  of  the  disease, 
the  following  classification  of  megacolon 
(chronic  dilatation  and  hypertrophy  of  thej 
colon,  complete  or  partial)  is  suggested : 

8.  Oppenheimer.  A.:  Pseudo-Megacolon,  Ann.  Int.  Med.  13:1 
2128-2133    (May)    1940. 

9.  Swenson.  0.  and  Bill.  A.  H.,  Jr.:  Resection  of  Rectum | 
and  Rectosigmoid  witli  Preservation  of  Sphincter  fori 
Benign  Spastic  Lesions  Producing  Megacolon ;  Experi-I 
mental    Study,    Surgery   24:212-220    (July)    1948. 

10.    Wetherell.    F.    S. :    Sympathectomy    in    Megacolon    (Hirsch-I 
sprung's  Disease),  Am.  J.   Surg.  46:68-69    (Oct.)    1939. 
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II. 


TRUE  MEGACOLON— due  to  imbal- 
ance in  the  function  of  the  autonomic 
nervous  system,  without  obstructive 
lesions. 

A.  Congenital — due  to  imperfect  I 
neurogenesis  (Hirschsprung's  > 
disease) 

B.  Acquired — due  to  neural  degener- 

ation, probably  produced  by  me- 1 
tabolic  factors 

1.  Vitamin  deficiency  and  malnu-  I 
trition   (thiamin?)  | 

2.  Hypothyroidism 

3.  Pituitary  disorders   (?) 

PSEUDOMEGACOLON  —  due  to  ob- 
structive lesions 

A.  Congenital — due     to     atresia     or  i 

stenosis 

B.  Acquired  "] 

1.  Due  to  extreme  redundancy  | 
(dolichocolon),  producing  | 
functional  obstruction 

2.  Due    to   tumors,    volvulus,    ad-  i 
hesions,   extrinsic   pressure  on 
the  bowel,  inflammatory  sten- 
sis   and   other   conditions   pro-  I 
ducing  mechanical  obstruction 


Children 

or 

young 

adults 


Adults 

of 

varying 

age 

Children? 


Children 


Children 

and 

adults 

of 

varying 

age 
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This  classification  is  a  logical  one,  although 
it  must  be  admitted  that  at  the  present  time, 
without  definite  proof  and  general  accep- 
tance of  the  theorv  of  neural  degeneration, 
cases  of  acauired  true  megacolon  which  oc- 
cur in  middle  and  late  life  must  still  be  of- 
ficially designated  as  acquired  megacolon  of 
unknown  etiology. 

Pathology  and  Pathologic  Physiology 
Pathologically,  dilatation  and  hynertronhv 
of  a  portion  of  the  colon  or  of  the  entire 
colon  are  the  outstanding  features  of  the 
disease.  Only  the  siermoid  may  be  involved ; 
or,  if  the  case  is  more  advanced,  the  descend- 
ing, transverse,  ascending,  and  cecal  seg- 
ments may  be  affected.  In  a  very  few  cases, 
there  may  even  be  mega-ileum  and  mega- 
rectum.  The  dilatation  may  be  enormous, 
causing  extreme  abdominal  distention :  in 
some  cases  the  colon  measures  as  much  as 
20  cm.  in  diameter.  The  bowel  wall  is  some- 
times found  to  be  12-15  mm.  in  thickness, 
with  hypertrophy  of  the  mucous  and  sub- 
mucous layers  as  well  as  of  the  thick  circu- 
lar muscle  layer.  In  a  very  few  cases  the 
wall  of  the  intestine  is  very  thin.  The  serosal 
surface  is  thickened  and  rough,  and  the  haus- 
trations  are  largely  or  completely  lost.  The 
bowel  lumen  is  filled  with  great  masses  of 
feces,  some  of  which  are  firm  and  solid. 
There  is  usually  much  gas.  The  mucosa  shows 


catarrhal  inflammation,  and  there  are  often 
superficial  ulcers,  caused  by  continued  pres- 
sure of  the  firm  fecal  masses,  and  possibly 
due  to  ischemia  of  the  hypertrophied  intes- 
tinal wall. 

The  microscopic  examination  adds  little  to 
the  gross  findings.  Etzel'21  stated  that  he  has 
demonstrated  degenerative  changes  in  the 
nerve  cells  of  the  plexus  of  Auerbach,  but 
he  has  little  support  in  this  assertion.  Other 
workers  have  reported  microscopic  evidence 
of  imperfect  nerve  and  ganglion  cell  forma- 
tion in  the  plexus  of"  Auerbach  in  congenital 
cases. 

The  pathologic  physiology  of  the  disease 
has  been  the  subject  of  considerable  study. 

It  has  been  shown  that  the  nerve  supply 
to  the  pelvic  colon,  the  rectum,  and  the  in- 
ternal anal  sphincter  is  a  double  one:  sym- 
pathetic, from  the  second,  third,  and  fourth 
lumbar  ganglia;  and  parasympathetic,  from 
the  second,  third,  and  fourth  sacral  roots. 
On  this  anatomic  foundation.  Hurst'51  has 
provided  a  theoretically  acceptable  explana- 
tion for  the  chain  of  events  and  the  final 
results  seen  in  cases  of  megacolon.  He  has 
demonstrated  that,  in  normal  individuals,  fe- 
cal matter  accumulates  in  the  nelvic  colon  im- 
mediately prior  to  the  act  of  defecation.  As 
defecation  bee-ins,  peristaltic  waves  travel 
down  the  pelvic  colon  and  rectum,  moving 
the  feces  into  the  rectum  as  thev  o-o.  Then 
the  snhincters  ani  relax  and  the  fecal  ma- 
terial nasses  from  the  body,  this  nassaere  be- 
insr  aided  by  the  pressure  of  the  voluntary 
straining  movements. 

Evidently  failure  of  the  sphincters  to  relax 
(anal  achalasia") .  due  to  underactivity  of  the 
parasympathetic  innervation,  is  an  important 
factor  in  the  nathogenesis  of  manv  cases 
of  megacolon.  If  the  sphincters  do  not  relax, 
the  intestine  attempts  to  overcome  the  resis- 
tance of  the  closed  anus  by  increased  peri- 
staltic activity;  gradual  hynertronhv  of  the 
walls  of  the  rectum  and  pelvic  colon,  and 
even  of  the  entire  colon,  results.  Chronic 
snasm  of  the  sphincter  mav  be  associated 
with  achalasia.  Localized  snasm  mav  occur 
in  the  sigmoid  or  apparently  in  anv  segment 
of  the  colon,  producing-  identical  chancres  in 
the  bowel  proximal  to  the  involved  area.  Dis- 
tention and  dilatation  slowly  become  more 
and  more  pronounced,  and  fhe  colon  increases 
in  length  as  well  as  in  diameter. 
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Diagnosis 
Most  cases  of  megacolon  occur  in  infants 
and  children,  and  are  clearly  congenital ;  the 
diagnosis  in  these  cases  is  not  difficult.  How- 
ever, it  should  be  remembered  that  children 
may  also  have  a  congenital  pseudomegacolon, 
brought  about  by  atresia  or  stenosis  of  a 
portion  of  the  colon ;  and  that  some  un- 
doubtedly have  acquired  pseudomegacolon 
due  to  redundancy  or  organic  obstructive  le- 
sions. Though  it  can  not  be  proven  by  pres- 
ent diagnostic  methods,  it  is  possible  that 
an  occasional  case  of  true  megacolon  in 
childhood  is  due  to  an  acquired  degenerative 
process  of  the  autonomic  nervous  system. 

In  adults  the  diagnosis  offers  more  diffi- 
culty. In  both  children  and  adults  pseudo- 
megacolon, either  congenital  or  acquired, 
should  first  be  ruled  out.  If  no  obstructive  le- 
sions can  be  demonstrated,  the  diagnosis  of 
true  megacolon  becomes  tenable. 

The  clinical  picture  in  children  and  adults 
is  essentially  the  same.  There  is  a  history  of 
gradually  increasing  enlargement  of  the  ab- 
domen, and  obstinate,  severe  constipation. 
The  patient  may  go  several  weeks  or  even 
months  without  having  a  bowel  movement. 
Fecal  impactions  are  common,  and  attacks 
of  colicky  abdominal  pain  are  sometimes  en- 
countered. Periods  of  watery  diarrhea  may 
occur.  Vomiting  is  infrequent  except  with 
acute  obstruction.  Cathartics  are  ineffective, 
and  enemas  produce  only  slight  relief  of  the 
distention.  The  breath  may  have  a  fetid  odor. 
In  advanced  cases,  anorexia,  malnutrition, 
and  lassitude  are  the  rule.  The  tremendous 
abdominal  distention  may  cause  respiratory 
and  cardiac  embarrassment,  producing  defi- 
nite dyspnea. 

Examination  of  the  patient  discloses  a 
markedly  protuberant  abdomen,  over  which 
the  skin  is  taut,  thin,  and  shiny.  The  super- 
ficial abdominal  veins  may  be  dilated.  If 
diastasis  recti  has  occurred,  peristaltic  move- 
ments in  large  loops  of  intestine  may  be 
seen.  Explosive  borborygmus  is  an  important 
sign.  By  palpation  one  may  be  able  to  out- 
line the  enlarged,  thickened  colon,  which  of- 
ten has  a  doughy  consistency.  In  severe  cases 
the  legs  may  be  edematous,  but  the  signs  of 
ascites  are  absent.  Rectal  examination  re- 
veals no  obstructive  lesions,  but  the  rectum 
often  contains  masses  of  impacted  feces.  The 
presence  of  the  various  symptoms  and  signs 
depends,  of  course,  on  the  severity  of  the 
case. 


Roentgenograms  offer  a  valuable  aid.  A 
plain  film  reveals  a  markedly  dilated  colon. 
Barium  enemas  (cautiously  employed)  show 
no  obstructive  lesions,  but  the  greatly  en- 
larged colon  is  clearly  outlined.  A  postevacu- 
ation  film  should  be  taken  to  show  the  abil- 
ity of  the  colon  to  empty  itself.  Swenson  and 
Bill1'"  have  demonstrated  areas  of  spasm  in 
the  low  sigmoid  by  use  of  the  roentgenogram. 
Hurst1  r"  has  stressed  the  presence  of  an  ele- 
vated diaphragm  on  the  left,  and  often  on 
both  sides,  as  being  suggestive  of  this  condi- 
tion. 

Proctoscopic  and  sigmoidoscope  examina- 
tions should  be  carried  out  in  order  to  inspect 
the  bowel  mucosa  and  to  rule  out  obstructive 
lesions. 

Treatment 
Conservative 

Many  patients  with  megacolon  are  able 
to  live  a  useful  and  active  life  through  the 
conscientious  use  of  conservative  therapy.  A 
low  residue,  high  caloric  diet,  the  admin- 
istration of  laxatives  and  cathartics,  and 
regular  enemas  may  suffice  for  many  years 
in  some  patients.  Combined  with  this  regi- 
men, heavy  massage  of  the  abdomen  to  help 
expel  the  impacted  feces  may  be  cautiously 
tried.  Daily  use  of  a  bougie  or  of  a  rectal 
tube  has  been  suggested.  Removal  of  fecal 
material  through  a  sigmoidoscope  is  of  value 
in  certain  cases.  The  regular  use  of  anal  di- 
lators is  beneficial  in  an  occasional  case,  and 
should  be  tried  for  a  few  weeks  in  all  pa- 
tients1111. Drugs  such  as  physostigmine  have 
been  employed,  but  the  results  have  been  dis- 
appointing. Choline  derivatives  (Mecholyl, 
Mecholyl  Bromide,  and  Doryl)  are  more 
promising  in  their  effects,  as  is  Syntropan, 
a  derivative  of  tropic  acid.  Spinal  anesthesia 
causes  immediate  evacuation  of  the  intes- 
tine in  many  subjects,  and,  in  obstinate 
cases,  Pitressin  is  said  to  be  an  adjunct 
worthy  of  consideration'12'. 

A  sufficient  trial  of  these  conservative 
methods  seems  justified,  but  in  a  large  per- 
centage of  cases  they  afford  only  temporary 
relief  and  do  not  provide  a  permanent  cure. 

Surgical 

At  the  present  time  surgery,  alone  or  com- 
bined with  conservative  therapy,  offers  the 
most  satisfactory  method  of  treatment.    The 

11.  Ladd.  W.  E.,  and  Gross.  R.  E.:  Abdominal  Surgery  of 
Infancy  and  Childhood.  Philadelphia  and  London,  W.  B. 
Saunders  Company,    1941,   ch.    11. 

12.  \osik,  W.  A.,  and  Crile.  G.,  Jr.:  Hirschsprung's  Disease. 
S.   Clin.  North   America   19:1168-1169    (Oct.)    1930. 
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patient  is  seldom,  if  ever,  restored  to  a  state 
of  normal  health,  however,  although  his  bow- 
el function  and  his  general  health  can  be 
greatly  improved.  Patients  vary  in  their  re- 
sponse to  different  operative  procedures,  and 
keen  surgical  judgment  and  diagnostic  abil- 
ity are  necessary  in  choosing  the  most  effi- 
cacious procedure  for  each  patient.  From 
the  therapeutic  standpoint,  each  case  must 
be  considered  as  a  separate  entity. 

The  majority  of  present-day  writers  favor 
sympathectomy  as  the  operation  of  choice  in 
most  cases,  since  the  best  results  have  been 
reported  following  this  procedure.  Some  pa- 
tients are  not  benefited  by  this  operation, 
however,  and  there  is  not  yet  an  adequate 
method  of  determining  which  ones  will  be 
in  this  group.  De  Takats"'"  has  advocated  in- 
jections of  acetylcholine  to  determine  wheth- 
er the  bowel  wall  contains  muscle  or  whether 
it  is  thin  and  fibrous  and  will  not  respond 
to  the  action  of  the  drug.  The  latter  cases 
obviously  cannot  be  greatly  helped  by  sym- 
pathectomy. 

In  cases  in  which  the  megacolon  is  segmen- 
tal, or  in  which  sympathectomy  and  medical 
treatment  have  failed,  subtotal  colectomy  is 
the  procedure  of  choice.  If  chronic  intestinal 
obstruction  is  present,  colostomy,  ileosig- 
moidostomy,  or  ileoproctostomy  is  frequent- 
ly employed'121.  If  all  other  forms  of  therapy 
have  failed  and  the  bowel  is  extremely  thick- 
ened and  dilated,  resection  of  the  entire  colon 
may  be  justified*111. 

Swenson  and  Bill'91,  who  believe  that  the 
disease  is  caused  by  a  localized  spasm  of  the 
low  sigmoid,  have  successfully  treated  3  chil- 
dren by  resecting  the  spastic  area  and  pre- 
serving the  sphincter.  Though  the  follow-up 
period  is  not  yet  sufficient  to  warrant  gen- 
eral acceptance  of  this  theory,  it  may  possibly 
revolutionize  the  management  of  this  disor- 
der. 

Preoperative  preparation  of  these  patients 
is  important,  for  they  are  often  dehydrated 
and  suffering  from  malnutrition  and  hypo- 
vitaminosis.  Whitehouse,  Bargen,  and  Dix- 
on'141 suggested  the  following  regimen  of  pre- 
operative management.  If  the  patient  is  in 
good  condition,  a  residue-free  diet  and  car- 
bohydrates (especially  candy)  by  mouth  are 
sufficient.  If  the  general  condition  is  poor, 

13.  De  Takats,  G. :  Acetylcholine  as  a  Diagnostic  Test  in 
Cases'  of  Congenita]  Megacolon,  Surg.,  Gvnec.  &  Obst.  (lit : 
762-763    (Dec.)    19.19. 

11.  Whitehouse.  F..  Barren,  J.  A.,  and  Dixon,  C.  F. :  Con- 
genital Megacolon:  Favorable  F.nd  Results  of  Treatment 
by  Resection,   Gastroenterology   1:922-937    (Oct.)    1943. 


a  low-residue  diet,  followed  later  by  a  resi- 
due-free diet,  is  necessary.  Saline  laxatives, 
and  in  obstinate  cases  castor  oil,  should  be 
given  once  or  twice  daily,  and  saline  enemas 
should  be  administered  twice  a  day.  The  col- 
onic contents  should  be  aspirated  per  rectum 
on  the  day  before  the  operation.  Although 
these  authors  do  not  specifically  mention 
fluid  replacement,  it  seems  reasonable  that 
the  judicious  use  of  intravenous  fluids,  plas- 
ma, oral  and  intravenous  amino  acids  and 
protein,  and  blood  transfusions  should  be  of 
great  value. 

One  may  occasionally  see  a  patient  with 
megacolon  in  a  state  which  requires  emer- 
gency treatment.  The  presence  of  atelectasis 
necessitates  immediate  relief  of  the  abdom- 
inal distention,  insofar  as  this  is  possible. 
Acute  obstruction,  most  often  due  to  volvu- 
lus, may  occur.  The  distended  intestine  is 
very  thin  in  some  advanced  cases,  and  may 
perforate  and  cause  acute  peritonitis. 

When  severe  atelectasis  and  acute  massive 
retention  of  feces  are  present,  cecostomy  may 
be  life-saving.  Establishment  of  an  opening 
in  the  cecum  permits  more  rapid  deflation 
of  the  colon,  and  affords  another  route  for 
administration  of  laxatives  and  enema  solu- 
tions. It  is  not  necessary  that  the  opening 
be  permanent. 

When  acute  obstruction  or  acute  peritoni- 
tis is  encountered,  the  usual  surgical  proce- 
dures employed  in  these  conditions  are  car- 
ried out. 

Report  of  Case 

A  72  year  old  colored  man  was  admitted  to  the 
Norfolk  'General  Hospital  on  March  8,  1949,  com- 
plaining of  progressive  enlargement  of  the  abdo- 
men for  about  two  years.  During  the  year  before 
admission  he  had  had  alternating  episodes  of  severe 
constipation  and  diarrhea,  and  intermittent,  colicky 
abdominal  pain.  There  had  been  one  episode  of  mel- 
ena.  He  managed  to  have  a  small  bowel  movement 
practically  every  day  by  the  frequent  use  of  enemas. 
The  physical  examination  disclosed  a  cachectic,  de- 
hydrated elderly  colored  man.  The  blood  pressure 
was  170  systolic,  120  diastolic,  the  temperature  99 
F.  The  diaphragm  was  elevated  bilaterally,  and  atel- 
ectatic rales  were  heard  in  the  bases  of  the  lungs. 
The  heart  was  shifted  superiorly,  but  the  sounds 
were  normal.  The  abdomen  was  enormously  en- 
larged and  distended.  Shifting  dullness  was  present 
in  both  flanks.  There  was  a  hard,  fixed  mass  in 
the  lower  abdomen.  The  rectal  examination  revealed 
a  hard  fecal  mass  impacted  high  in  the  rectum. 
Moderate  pitting  edema  of  the  feet  and  ankles  was 
present. 

Accessory  clinical  studies  revealed  a  hemoglobin  of 
60  per  cent,  3,010,000  red  blood  cells,  and  5,200  white 
cells,  with  a  normal  differential.  Urinalysis  was 
negative.  The  serum  proteins  were  6.2  Gm.  per  100 
cc.    A   plain   roentgenogram   showed   a  tremendous 
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distention  of  the  entire  colon,  with  evidence  of  ob- 
struction in  the  rectum.  A  diagnosis  of  carcinoma 
of  the  rectosigmoid,  with  partial  intestinal  obstruc- 
tion, was  made. 

Treatment  consisted  of  repeated  enemas;  the  in- 
travenous administration  of  glucose,  saline,  vita- 
mins, and  amino  acids;  Wangensteen  suction;  and 
starvation.  The  patient  died  on  March  11,  1949,  his 
fourth  hospital  day,  about  one  hour  after  receiving 
an  intravenous  infusion  of  amino  acids. 

Autopsy   findings 

The  body  was  that  of  an  elderly,  poorly  nourished 
colored  male.  The  abdomen  was  tense  and  greatly 
distended,  and  there  was  slight  edema  of  the  ankles. 
Large  bilateral  inguinal  hernias  were  present.  The 
peritoneal  cavity  contained  800  cc.  of  serous  fluid, 
and  some  non-obstructive  fibrous  adhesions  were 
seen.  The  diaphragm  was  elevated  bilaterally.  Bi- 
lateral hydrothorax  and  extensive  pulmonary  atelec- 
tasis were  present.  The  tracheobronchial,  aortic,  and 
mesenteric  lymph  nodes  were  greatly  enlarged  as 
a  result  of  "healed"  tuberculosis.  The  entire  colon 
was  greatly  hypertrophied  and  distended  with  much 
gas  and  more  than  4  liters  of  fecal  material.  The 
colon  measured  12  to  15  cm.  in  diameter.  A  hard, 
impacted  fecal  mass  was  present  in  the  low  sigmoid, 
and  near  this  there  were  two  superficial  ulcers  of 
the   mucosa. 

The  primary  pathologic  diagnoses  were:  acquired 
megacolon  of  unknown  etiology  (possibly  due  to  de- 
generation of  the  plexus  of  Auerbach) ;  massive 
pulmonary  atelectasis;  ascites  and  bilateral  hydro- 
thorax;  bilateral  inguinal  hernias;  "healed"  tuber- 
culosis of  the  lungs  and  lymph  nodes;  malnutrition; 
and    anemia. 

Comment 

An  erroneous  clinical  diagnosis  of  carci- 
noma of  the  rectosigmoid  with  large  bowel 
obstruction  was  made  in  this  case.  On  the 
basis  of  statistics  and  the  clinical  studies 
available  in  the  patient's  brief  hospital 
course,  this  diagnosis  was  justified,  since 
true  megacolon  in  a  72  year  old  patient  is 
extremely  rare.  The  patient  was  in  poor 
physical  condition  on  admission,  and  an  ef- 
fort was  made  to  prepare  him  for  cecostomy 
by  a  regimen  of  enemas,  starvation,  and  in- 
travenous infusions  of  glucose,  vitamins,  and 
amino  acids.  The  fact  that  the  patient  ex- 
pired after  receiving  an  infusion  of  amino 
acids  raised  the  question  as  to  whether  the 
infusion  was  the  cause  of  death.  According 
to  the  anatomic  findings,  death  was  due  to 
massive  pulmonary  atelectasis  and  cardiac 
and  respiratory  embarrassment. 

It  is  interesting  to  note  that,  although  sev- 
eral peritoneal  adhesions  and  bilateral  in- 
guinal hernias  were  present,  neither  of  these 
conditions  had  caused  obstruction.  Another 
interesting  point  is  that,  although  it  was 
"healed,"  tuberculosis  was  present  in  the 
lungs  and  in  the  mesenteric,  aortic,  and  me- 
diastinal lymph  nodes.  The  superficial  ulcers 


in  the  sigmoid  colon  were  undoubtedly 
caused  by  continued  pressure  of  the  impacted 
fecal  masses. 

Summary 

1.  A  general  review  of  the  literature  con- 
cerning megacolon  is  presented,  and  the 
terms  megacolon  and  pseudomegacolon  are 
defined. 

2.  Recent  etiologic  concepts  are  reviewed 
and  a  new,  more  complete  classification  is 
suggested,  with  the  hope  that  its  use  may 
lead  to  a  more  rational  and  more  scientific 
understanding  of  the  basic  pathologic  phys- 
iology. 

3.  The  pathology  and  pathologic  physiolo- 
gy of  megacolon,  the  clinical  picture,  and  ac- 
cessory diagnostic  procedures  are  reviewed. 

4.  A  discussion  of  conservative  and  opera- 
tive therapy  is  presented. 

5.  A  case  of  megacolon  (acquired)  in  a 
72  year  old  colored  man  is  reported,  and  the 
clinical  and  anatomic  findings  are  given. 

Conclusion 
From  the  evidence  available  at  the  pres- 
ent time,  the  conclusion  is  justified  that  meg- 
acolon is  based  on  a  fundamental  dysfunc- 
tion of  the  autonomic  nervous  system.  Some 
cases  are  apparently  due  to  imperfect  neuro- 
genesis, and  others  are  probably  due  to  neu- 
ral degeneration.  Either  of  these  conditions 
may  produce  an  imbalance  of  function,  with 
spasm  or  achalasia  of  the  internal  anal 
sphincter,  or  localized  spasm  of  the  low  sig- 
moid or  of  any  part  of  the  colon. 


Anal  fistulas  and  tuberculosis. — The  old  idea  that 
most  anal  fistulas  are  tuberculous  is  once  again 
refuted  by  a  study  that  Jackman  and  Buie  carried 
out  in  600  patients  with  anal  fistula.  Of  these  only 
11.5  per  cent  showed  evidence  of  tuberculosis  any- 
where in  the  body,  and  in  only  7  or  8  per  cent  was 
the  fistula  itself  proved  to  be  tuberculous.  These 
authors  consider  the  guinea-pig  inoculation  with 
material  from  the  fistula  to  be  the  best  test  of  the 
nature  of  the  fistula,  though  they  admit  that  con- 
tamination of  the  area  could  occur  from  higher 
up  in  cases  in  which  the  histology  of  the  fistula  is 
negative  for  tubei-culosis. — E.  Parker  Hayden:  Proc- 
tology, New  England  J.  Med.  239:401  (Sept.  9)  1948. 


Advertisers  in  our  journal  are  carefully  selected. 
Only  those  meeting  our  advertising  standards  may 
use  the  facilities  of  our  pages.  No  advertisement 
will  be  accepted  which,  either  by  intent  or  inference, 
would  result  in  misleading  the  reader.  May  we  sug- 
gest that  you  review  the  ads  in  each  issue  of  our 
journal  and,  when  occasion  arises  to  prescribe  prod- 
ucts featured  or  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  the  North  Carolina  Medical 
Journal. 
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TALC  GRANULOMA 

r.  w.  postlethwait,  m.d. 

Charleston,  South  Carolina 

Lockert  B.  Mason,  M.D. 

Winston-Salem 

and 

Robert  P.  Morehead,  M.D. 

Winston-Salem 

Although  the  use  of  talc  as  a  surgical  glove 
lubricant  has  for  a  number  of  years  been 
recognized  as  a  dangerous  practice,  talc  is 
still  employed  in  numerous  operating  rooms. 
The  purpose  of  this  paper  is  to  re-emphasize 
the  frequency  with  which  talc  becomes  im- 
planted in  tissues  at  operation — a  fact  pre- 
viously demonstrated  but  still  ignored  by 
many  surgeons. 

Several  cases  of  complications  due  to  talc 
granuloma  were  reported  between  1933  and 
1943m.  In  recent  years,  the  publications  of 
Seelig  and  his  co-workers'21  have  clone  much 
to  clarify  the  problem  and  have  led  the 
search  for  a  satisfactory  substitute  for  talc. 
In  1946  Lichtman,  McDonald,  Dixon  and 
Mann'3'  contributed  an  important  and  de- 
tailed study  concerning  the  pathogenesis  of 
talc  granuloma.  Douglas'41  in  1947  studied  a 
series  of  old  healed  abdominal  scars  removed 
at  secondary  operations,  and  found  that  all 
showed  lesions  containing  talc.  Eiseman, 
Seelig  and  Womack'r"  have  reported  37  cases 
of  serious  complications  due  to  talc ;  2  term- 
inated fatally.  Two  deaths  due  directly  to  in- 
tra-abdominal implantation  of  talc  were  re- 


From  the  Department  of  Surgery  and  Pathology.  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  College,  Winston- 
Salem,  North  Carolina. 

1.  (a)  Antopol,  W.:  Lycopodium  Granuloma.  Arch.  Path. 
16:326-331  (Sept.)  1033.  (b)  Erb,  I.  H.:  Lycopodium  Granu- 
loma. Surg..  Gynec.  &  Obst.  60:40-44  (Jan.)  1935.  (c)  Owen, 
M. :  Peritoneal  Response  to  Glove  Powder,  Texas  State 
J.  Med.  32:482-485  (Nov.)  1936.  (d)  Fienberg.  P..:  Talcum 
Powder  Granuloma.  Arch.  Path.  24:36-42  (July)  1937.  (e) 
Ramsey.  T.  L.:  Magnesium  Silicate  Granuloma.  Am.  J. 
Clin.  Path.  12:553-558  (Nov.)  1942.  (f)  German.  W.  M.: 
Dusting  Powder  Granulomas  Following  Surgery.  Surg.. 
Gvnec.  &  Obst.   76:501-507    (April)    1943. 

2.  (a)  Seelig.  M.  G..  Verda,  D.  J.,  and  Kidd.  F.  H. :  The 
Talcum  Powder  Problem  in  Surgery  and  Its  Solution, 
J.A.M.A.  123:950-954  (Dec.  11)  1943.  (b)  Seelig.  M.  G.: 
Abdominal  Silicosis  Due  to  Talcum  Powder  and  Cancer, 
S.  Clin.  North  America,  23:1162-1171  (Oct.)  1944.  (c)  See'i?. 
M.  G.,  and  Verda,  D.  J.:  Talcum  Powder  Problem.  J.  Mt. 
Sinai  Hosp.  12:055-666  (May-June)  1945.  (d)  Seelig.  M.  G. : 
Talcum  as  an  Operating  Room  Hazard.  South.  M.  J.  38:470- 
472  (July)    1945. 

3.  Lichtman,  A.  L„  McDonald.  J.  R.,  Dixon,  C.  F..  and 
Mann.  F.  C. :  Talc  Granuloma.  Surg..  Gvnec.  &  Obst.  S3: 
531-546    (Oct.)    1946. 

4.  Douglass.  F.  M. :  The  Problem  of  Talcum  Glove  Powder 
and  Contraindications  for  Its  Employment.  Am.  J.  Obst. 
&  Gvnec.  55:500-504   (March)    1947. 

5.  Eiseman.  B..  Seelig.  M.  G.,  and  Womack,  N.  A.:  Talcum 
Powder  Granuloma:  A  Frequent  and  Serious  Postoperative 
Complication,    Ann.    Surg.    126:820-832    (Nov.)    1947. 


ported  in  1948"I>. 

The  most  frequent  complications  of  talc 
granuloma  are  persistent  draining  sinuses, 
intestinal  obstruction,  and  single  or  multiple 
masses  in  the  wound.  Sinuses  develop  most 
frequently  after  abdominal  operations,  but 
have  also  followed  thoracotomy,  thyroidec- 
tomy, and  most  other  common  procedures. 
Intestinal  obstruction  has  been  produced  by 
dense  intraperitoneal  adhesions,  stenosis  of 
the  anastomosis,  or  an  intra-abdominal  mass. 
The  size  of  the  mass  in  scars  has  varied  from 
a  tiny  nodule  or  nodules  to  a  growth  10  cm. 
in  diameter. 

Microscopically,  the  picture  of  talc  granu- 
loma is  that  of  a  chronic  granulomatous  in- 
flammatory process  which  is  characterized 
by  epithelial  proliferation,  giant  cell  forma- 
tion, mononuclear  infiltration,  and  produc- 
tive fibrosis.  The  inflammatory  reaction  is 
seen  about  the  talc  crystals.  These  crystals 
are  surrounded  and  engulfed  by  the  giant 
cells,  and  necrosis  is  absent.  With  polarized 
light,  the  talc  crystals  are  birefringent  and 
easily  identified. 

During  a  period  of  six  months,  surgeons 
at  the  North  Carolina  Baptist  Hospital  were 
requested  to  send  to  the  Pathology  Depart- 
ment any  scars  from  previous  operations  ex- 
cised at  the  time  of  secondary  procedures. 
Over  the  same  period,  the  surgical  patholo- 
gist was  asked  to  save  any  section  showing 
a  foreign  body  granuloma.  Histologic  sec- 
tions on  36  patients  were  obtained  from  these 
two  sources,  and  talc  granuloma  was  found 
in  28.  In  the  majority  of  these  the  presence 
of  talc  granuloma  was  probably  incidental, 
but  in  others  the  talc  was  at  least  partly  re- 
sponsible for  the  complications  which  neces- 
sitated a  second  operation. 

The  following  cases  were  selected  as  rep- 
resentative. 

Case  Reports 

Case  1.  On  routine  examination  of  a  61  year  old 
white  woman  a  mass  was  found  in  the  region  of 
the  thyroid.  Partial  thyroidectomy  for  nontoxic  goi- 
ter had  been  done  thirty  years  previously.  At  opera- 
tion, the  old  scar  was  excised  and  a  fetal  adenoma 
was  removed.  Microscopic  examination  of  the  ex- 
cised scar  showed  talc  crystals  surrounded  by  mon- 
onuclear cells  and  macrophages  in  the  subcutaneous 
fibrous  tissue. 

Case  2.     A  48  year  old  woman  had  a  cholecystec- 

6.  (a)  Swingle.  A.  J.:  Morbidity  and  Mortality  in  Talc 
Granuloma:  Report  of  a  Fatal  Cas*,  Ann.  Surg.  128:144- 
152  (July)  1948.  (b)  Ross.  W.  B..  and  Lubitz.  J.  M.:  Talc 
Granuloma — A  Survey  of  Its  Incidence  and  Significance. 
presented  before  the  Forum  on  Fundamental  Surgical 
Problems,  Clinical  Congress  of  the  American  College  of 
Surgeons,   Los   Angeles,    October,    1948. 
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Fig.  1.  Photomicrograph  of  talc  granuloma.  On  the  left  is  the  dense  sear  tissue  containing  macrophages 
and  foreign-body  giant  cells.  On  the  right  is  the  same  field  under  partially  polarized  light.  Talc  crys- 
tals are  readily  visible  in  the  areas  of  cellular  reaction. 


tomy  for  g'allstones.  Several  months  later  she  began1 
to  have  recurrent  episodes  of  mild  epigastric  pain 
and  occasional  vomiting.  Two  years  following'  the 
initial  operation  a  second  laparotomy  was  done  for 
severe  epigastric  pain  and  vomiting.  At  operation, 
many  adhesions  to  the  old  scar  and  to  the  under 
surface  of  the  liver  were  found.  These  were  freed. 
Microscopic  examination  of  the  old  scar  showed 
nests  of  talc  surrounded  by  mononuclear  cells,  mac- 
rophages, and  rare   neutrophils. 

Case  3.  A  41  year  old  man  had  an  acute  per- 
foration of  a  peptic  ulcer,  which  was  repaired  at 
operation.  A  year  later  a  partial  gastrectomy  was 
done  because  of  high  obstruction.  There  was  much 
scarring-  around  the  pylorus  and  duodenum.  Micro- 
scopic study  of  the  excised  stomach  and  duodenum 
showed  talc  crystals  surrounded  by  lymphocytes  and 
macrophages  in  the  fibrous  tissue  adjacent  to  the 
gastric  wall.  Similar  findings  were  noted  in  the  sub- 
cutaneous fibrous  tissue  from  the  old  scar. 

Case  4.  Aberrant  pancreatic  tissue  was  excised 
from  the  first  portion  of  the  duodenum  in  a  39  year 
old  man  who  had  ulcer  symptoms.  Epigastric  pain 
recurred  and  became  sevei'e.  At  subtotal  gastrectomy, 
done  six  months  after  the  initial  operation,  many 
adhesions  were  found  about  the  duodenum  and  at- 
tached to  the  old  abdominal  scar.  Microscopic  ex- 
amination of  a  portion  of  excised  adherent  omentum 
showed  talc  crystals  surrounded  by  mononuclear 
cells. 

Case  5.  A  59  year  old  woman  received  a  lacera- 
tion of  the  left  cheek  in  an  automobile  accident.  The 
laceration  was  sutured,  but  an  unsightly  scar  devel- 
oped. Three  months  later  a  revision  of  the  scar  was 
done.  The  scar  remained  indurated,  raised  and  slight- 
ly tender,  and  six  months  following  the  initial  injury 
it  was  excised.  No  foreign  body  was  found,  but  mi- 


croscopic examination  revealed  extensive  deposits  of 
collagenous  connective  tissue,  and  granulomatous 
areas  containing  giant  cells.  Talc  crystals  were 
found  in  many  of  the  giant  cells. 

Case  6.  Eighteen  months  following  appendec- 
tomy a  44  year  old  woman  noticed  pain  in  the  in- 
cision. On  examination,  a  mass  4  cm.  in  diameter 
was  found  beneath  the  lower  portion  of  the  right 
rectus  scar.  At  operation,  an  abscess  under  the  an- 
terior fascial  sheath  was  incised.  Paracolon  bacilli 
were  cultured  from  the  pus.  On  microscopic  study 
of  a  portion  of  abscess  wall,  talc  crystals  sur- 
rounded by  macrophages  were  found  in  addition  to 
the  acute  and  chronic  inflammation.  Sections  of  the 
old  scar  showed  many  talc  granules  associated  with 
mononuclear  cells,  giant  cells,  and  neutrophils. 

Case  7.  Constriction  of  the  colostomy  occurred  in 
a  40  year  old  woman  who  had  had  a  combined  ab- 
domino-perineal  resection  fifteen  months  previously. 
A  circular  band  of  tissue  around  the  stoma  was 
excised  and  the  colostomy  was  revised.  Microscopic 
examination  showed  talc  crystals  sui'rounded  by 
mononuclear  cells  in  the  subcutaneous  fibrous  tis- 
sue. 

Summary 

In  this  study,  the  frequency  of  tale  granu- 
toma  was  confirmed.  Sections  of  tissue  rep- 
resenting scar  or  a  chronic  granuloma  were 
obtained  from  36  patients,  and  talc  granulo- 
ma was  found  in  28  cases.  No  attempt  was 
made  to  assess  the  relative  importance  of 
the  talc  as  a  factor  contributing  to  the  com- 
plications in  each  case.  It  is  obvious,  how- 
ever, that  the  use  of  talc  as  a  surgical  glove 
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lubricant  is  a  dangerous  source  of  postoper- 
ative complications  which  can  be  prevented 
only  by  abolishing  talc  from  the  operating 
room.  No  excuse  exists  for  continuing  the 
use  of  talc,  as  a  satisfactory  substitute  is 
now  available'71. 

7.  (a)  Lee.  C.  M..  Jr.,  and  Lehman,  E.  P.:  Experiments  with 
Nonirritating  (Hove  Powder,  Surf?.,  Gynec.  &  Obst.  si: 
689-695  (April)  HUT.  (h)  MacQuiddy,  E.  L.  and  T  •"nm-i. 
J,  P.:  Observations  on  an  Absorbable  Powder  to  B,1p,ann 
Talc,  Surgery  23:786-793  (Mar)  lots.  (■■>  Pnst'eMiwait. 
H.  W.,  Howard.  U.  L.,  and  Seha.nher,  P.  W. :  Comr.n^snn 
of  Tissue  Reaction  to  Talc  and  Modified  Starch  Glove 
Powder,  Surgery  85:22-29  (Jan.)' 1949.  (d)  Post'ethwait. 
R.  W.,  and  others:  Absorbable  Starch  Glove  Powder,  Am. 
J.  Surg.,   in   press. 


THE  EFFECT  OF  TOBACCO  SMOKING 
UPON  GASTRIC  ACIDITY 

Horace  H.  Hodges,  M.D.,  F.A.C.P. 
and 

Monroe  T.  Gilmour,  M.D.,  F.A.C.P. 
Charlotte 

The  question  as  to  whether  tobacco  exerts 
a  deleterious  effect  on  peptic  ulcer  has  not 
been  conclusively  answered.  The  amount  of 
experimental  work  done  on  this  subject  seems 
small  in  proportion  to  its  popular  interest 
and  clinical  importance.  Most  of  the  investi- 
gative effort  has  been  directed  toward  the 
effect  of  tobacco  smoking  or  nicotine  on  gas- 
tric acidity,  although  it  must  be  admitted 
that  tobacco  or  nicotine  may  affect  the  course 
of  peptic  ulcer  by  some  other  action. 

Two  of  the  best  and  most  recent  studies 
on  this  subject  have  led  the  workers  to  vary- 
ing conclusions.  Schnedorf  and  Ivy111,  on  the 
basis  of  investigations  using  human  and  ca- 
nine subjects,  concluded  that  the  gastric  se- 
cretion of  the  habitual  smoker,  with  or  with- 
out a  peptic  ulcer,  was  relatively  unaffected 
by  cigaret  smoking  within  the  limits  of  tol- 
erance. When  tolerance  was  exceeded,  they 
generally  observed  a  tendency  toward  inhi- 
bition of  gastric  secretion.  Their  technique 
involved  the  continuous  aspiration  of  gastric 
secretion.  After  the  level  of  basal  gastric  se- 
cretion was  established,  their  subjects 
smoked  four  to  seven  cigarets,  and  the  gas- 
tric secretions  were  collected  for  a  further 
period  of  time. 

From  the  Gilmour-Hodges  Clinic,   Charlotte,   North   Carolina. 

These  studies  were  initiated  in  the  Gastrointestinal  Section 
of  the  Medical  Clinic  (Kinsey-Thomas  Foundation),  Hospital 
of  the   University  of  Pennsylvania. 


1.  Schnedorf,  J.  G.  and  Ivy,  A.  C. 
Smoking:  on  Alimentary  Tract. 
(March   11)    1039. 


The    Effect   of   Tobacco 
J. A.M. A.      112:898-901 


Ehrenfeld  and  Sturtevant'-',  using  a  dif- 
ferent method,  arrived  at  opposite  conclu- 
sions. Suggesting  that  Schnedorf  and  Ivy  had 
had  their  subjects  smoke  too  many  cigarets 
(four  to  seven) ,  these  workers  compared  the 
results  of  fractional  gastric  analyses  ob- 
tained when  the  subject  had  not  been  smok- 
ing to  the  results  obtained  the  following  day, 
after  the  smoking  of  two  cigarets.  They  re- 
ported that  87  per  cent  of  their  patients  with 
peptic  ulcer  responded  with  an  increase  in 
gastric  acidity. 

We  have  performed  a  set  of  experiments 
using  continuous  gastric  suction,  believed  to 
be  more  accurate  than  duplicate  fractional 
gastric  analyses ;  but  in  order  to  avoid  the 
objection  raised  by  Ehrenfeld  and  Sturte- 
vant, we  have  had  our  subjects  smoke  only 
two  cigarets. 

Materials  and  Methods 
Observations  were  made  on  26  adult  hu- 
man subjects,  only  3  of  whom  were  women. 
All  were  habitual  smokers.  Twenty-two  were 
used  as  "test  subjects,"  16  of  these  having 
a  duodenal  ulcer  and  6  having  no  peptic  ul- 
cer. Four  subjects,  2  with  duodenal  ulcer  and 
2  without,  were  used  as  "controls." 

The  tip  of  a  soft  rubber  tube  was  intro- 
duced into  the  antrum  of  the  stomach  under 
fluoroscopic  guidance.  All  saliva  was  expec- 
torated. With  continuous  suction,  specimens 
of  gastric  secretion  were  collected  for  30  to 
45  minutes,  following  which  the  test  subjects 
smoked  two  cigarets  in  succession.  The  col- 
lection of  specimens  was  continued  for  90  to 
120  minutes.  The  procedure  with  regard  to 
the  controls  was  identical,  except  that  the 
smoking  was  omitted.  The  tests  were  per- 
formed in  the  morning,  after  the  subject  had 
not  had  food,  drink,  or  tobacco  for  nine  to 
twelve  hours. 

The  specimens  were  titrated  in  the  con- 
ventional manner,  using  Topfer's  reagent 
and  phenolphthalein  as  indicators. 

Results 

Of  the  16  test  subjects  (table  1)  with  duo- 
denal ulcer,  8  exhibited  no  significant  change 
in  gastric  acidity  after  smoking.  Five  showed 
an  increase,  and  3,  a  decrease.  In  only  1  in- 
stance was  the  acidity  greatly  increased. 

The  6  test  subjects  without  ulcer  exhibited 
the    same     response.    The    gastric     acidity 

2.  Ehrenfeld,  I.  and  Sturtevant.  M.:  The  Effect  of  Smoking 
Tobacco  on  Gastric  Acidity,  Am.  J.  M.  Sc.  201:81-86  (Jan.) 
1941. 
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Table  1 
The   Effect    of   Tobacco   Smoking   on   Gastric 
Acidity 
Subjects  Increase       Decrease      No  Effect 

Duodenal   ulcer,  5  3  8 

smoking— 16  (31%)  (19%)  (50%) 

No  ulcer,  2  13 

smoking— 6  (33%)  (17%)  (50%) 

Duodenal  ulcer,  10  1 

no  smoking— 2  (50%)  (50%) 

No  ulcer,  0  0  2 

no  smoking— 2  (100%) 

showed  no  change  in  3,  an  increase  in  2,  and 
a  decrease  in  1. 

The  4  controls  demonstrated  that  the  level 
of  gastric  acidity  was  relatively  constant 
throughout  a  two  to  three  hour  period  under 
the  same  conditions  which  obtained  for  the 
test  subjects. 

The  volume  of  gastric  secretion  and  the 
combined  acidity  in  general  followed  closely 
the  level  of  free  hydrochloric  acid. 

Comment 

Our  observations  agree  with  those  of 
Schnedorf  and  Ivy,  that  smoking  within  tol- 
erance has  little  effect  in  general  upon  gas- 
tric secretion.  This  finding  does  not  justify 
the  conclusion,  however,  that  tobacco  exerts 
no  harmful  effect  upon  the  gastrointestinal 
tract.  Many  careful  observers,  admittedly 
without  scientific  proof,  are  convinced  that 
smoking  is  harmful  to  the  patient  with  pep- 
tic ulcer  or  other  digestive  disturbances.  It 
is  indeed  possible  that  tobacco  may  influence 
aspects  of  gastrointestinal  physiology  other 
than  gastric  secretion.  Furthermore,  some 
constituent  of  tobacco  other  than  nicotine 
may  be  the  primary  noxious  substance.  The 
problem  remains  unsettled  and  merits  fur- 
ther investigation. 

Meantime,  advice  to  the  patient  with  pep- 
tic ulcer  regarding  smoking  cannot  be  sus- 
tained by  factual  scientific  data.  Many  pa- 
tients seem  to  respond  well  to  discontinuance 
of  smoking.  In  others,  efforts  to  stop  smok- 
ing serve  merely  to  increase  nervous  tension. 
In  the  latter  patients,  it  is  reasonable  to  as- 
sume that  the  excessive  use  of  tobacco  is  the 
result  of  some  intangible  factors  which  have 
caused  the  nervous  tension  primarily  and 
have  contributed  to  the  development  or  main- 
tenance of  the  ulcer. 

Summary 

The  effect  of  tobacco  smoking  on  gastric 
secretion  in  22  patients  has  been  observed. 
Eight  of  16  habitual  smokers  with  duodenal 
ulcer  exhibited  no  change.  Five  showed  an 


increase  in  gastric  acidity,  and  3  showed  a 
decrease.  Three  of  6  habitual  smokers  with- 
out ulcer  responded  with  no  change.  Two 
showed  an  increase  and  one  showed  a  de- 


crease. 

1351   Durwood  Drive 


THE  LEGALITY  OF   HUMAN 
STERILIZATION  IN  NORTH  CAROLINA 

John  S.  Bradway,  LL.B.* 
Durham 

Some  physicians  in  North  Carolina  seem 
to  be  of  the  opinion  that  human  steriliza- 
tion may  be  illegal.  A  review  of  the  law  on 
the  subject  may  help  to  clarify  this  point. 

There  are  two  sorts  of  sterilization  inso- 
far as  the  patient  is  concerned — voluntary 
and  involuntary.  The  only  statute  law  in  the 
state  specifically  referring  to  the  matter  ap- 
pears to  be  an  act  of  1933  (c.  224) .  This  act 
has  been  of  enough  interest  to  the  legisla- 
ture to  warrant  slight  amendments  in  1935, 
1937,  1945,  and  1947.  The  material  is  col- 
lected in  General  Statutes  of  North  Carolina 
194-3,  Chapters  35  and  36.  It  does  not  appear 
that  the  constitutionality  of  this  act  has  been 
presented  squarely  to  the  courts.  A  previous 
act  of  1929  was  held  unconstitutional  in  the 
case  of  Brewer  v.  Valk  (204  N.  C.  186)  on 
the  ground  that  it  did  not  provide  for  giving 
notice  and  a  hearing  to  a  person  ordered  to 
be  sterilized,  and  did  not  afford  him  the 
right  to  appeal  to  the  courts.  This  defect  was 
the  occasion  for  the  passage  of  the  1933  act, 
in  which  it  was  remedied. 

Involuntary  Sterilization 
The  present  law  relates  to  involuntary 
sterilization  of  mental  defectives  both  inside 
and  outside  state  institutions.  It  provides 
that  proceedings  may  be  started  by  the  head 
of  any  penal  or  charitable  institution  of  the 
state,  by  the  superintendent  of  public  wel- 
fare of  a  county,  or  by  the  next  of  kin  or  the 
legal  guardian  of  the  patient.  A  petition  is 
presented  to  the  Eugenics  Board  of  North 
Carolina,  which  is  composed  of  "The  Com- 
missioner of  Public  Welfare  of  North  Caro- 
lina, the  Secretary  of  the  State  Board  of 
Health  of  North  Carolina,  the  chief  medical 
officer  of  an  institution  for  the  feebleminded 
or  insane  of  the  state  of  North  Carolina,  not 
located  in  Raleigh,  the  chief  medical  officer 


*Director,  Duke  University  Legal  Aid  Clinic,  Durham,  North 
Carolina. 
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of  the  State  Hospital  at  Raleigh,  the  At- 
torney General  of  the  state  of  North  Caro- 
lina."' 

Proceedings  shall  be  begun  when  the  head 
of  an  institution  or  a  county  superintendent 
believes  that  sterilization  of  a  mentally  dis- 
eased, feeble-minded  or  epileptic  person  is 
"for  the  best  interest  of  the  mental,  moral, 
or  physical  improvement  of  the  patient,"  or 
"for  the  public  good,"  or  is  needed  to  pre- 
vent the  probable  procreation  "of  a  child  or 
children  who  would  have  a  tendency  to  se- 
rious physical,  mental  or  nervous  disease  or 
deficiency."  The  next  of  kin  or  legal  guar- 
dian may  also  make  a  written  request  for 
sterilization  of  such  a  patient. 

If  the  Eugenics  Board  is  satisfied  that 
one  or  more  of  the  above  named  reasons  ex- 
ists, it  may  order  "an  operation  of  asexuali- 
zation or  sterilization."  Notice  of  this  order 
must  be  delivered  "by  registered  mail,  return 
receipt  demanded,  to  all  parties  in  the  case, 
including  the  legal  guardian,  the  solicitor  and 
the  next  of  kin  of  the  inmate,  patient  or  in- 
dividual resident." 

The  patient  or  someone  in  his  behalf  "may 
within  fifteen  days  from  the  date  of  such 
order  have  an  appeal  of  right  to  the  Superior 
Court."  "Upon  such  appeal  the  said  Superior 
Court  may  affirm,  revise,  or  reverse  the  or- 
ders of  the  said  board  appealed  from  and 
may  enter  such  order  as  it  deems  just  and 
right  and  which  it  shall  certify  to  said 
board."  "Any  party  to  such  appeal  to  the 
superior  court  may  within  ten  days  after 
the  date  of  the  first  order  therein,  apply  for 
an  appeal  to  the  Supreme  Court.  .  .  ." 

Two  provisions  of  the  act  are  of  particular 
interest  to  physicians : 

Section  16 :  "Neither  the  said  petitioner 
nor  any  other  person  legally  participating  in 
the  execution  of  the  provisions  of  this  ar- 
ticle shall  be  liable,  either  civilly  or  crimin- 
ally, on  account  of  such  participation,  except 
in  case  of  negligence  in  the  performance  of 
said  operation." 

Section  17:  "Nothing  contained  in  this  ar- 
ticle shall  be  construed  so  as  to  prevent  the 
medical  or  surgical  treatment  for  sound  ther- 
apeutic reasons  of  any  person  in  this  state, 
by  a  physician  or  surgeon  licensed  in  this 
state,  which  treatment  may  incidentally  in- 
volve the  nullification  or  destruction  of  the 
reproductive  functions." 


Voluntary  Sterilization 

Thus  far  the  discussion  relates  to  invol- 
untary sterilization.  For  voluntary  steriliza- 
tion there  appears  to  be  no  statute  in  North 
Carolina.  An  example  of  a  case  involving  vol- 
untary sterilization  occurs  when  a  mentally 
normal  adult  walks  into  a  doctor's  office  and 
asks  that  the  operation  be  performed.  Here 
a  different  set  of  questions  arise.  Certainly 
in  all  such  cases  the  physician  should  require 
a  signed  release  or  a  signed  contract  and 
should  preserve  it  carefully  with  his  records 
of  the  case,  so  that  no  lapse  of  memory  on 
the  part  of  the  patient  can  cause  trouble. 
The  legal  question  involved  here  is  whether 
the  release  or  contract  will  be  recognized  by 
a  court  as  a  legally  effective  bar  to  later 
action  against  the  physician. 

Since  there  is  no  statute  in  North  Carolina 
giving  physicians  protection  in  such  cases, 
we  seek  information  from  the  rules  of  Eng- 
lish common  law,  from  which  much  North 
Carolina  law  is  derived.  In  English  common 
law  there  was  a  criminal  offense  known  as 
mayhem.  This  offense  was  in  the  nature  of 
aggravated  assault  because  it  rendered  the 
victim  less  able  to  fight,  annoy  his  enemy, 
or  defend  himself.  Castration,  as  one  form 
of  mayhem,  became  in  most  of  the  states  of 
the  United  States  a  felony. 

In  North  Carolina  there  are  three  offenses 
in  this  field:  malicious  castration  (G.  S.  Sec. 
14-28),  castration  or  other  maiming  without 
malice  aforethought  (G.  S.  14-29),  and  ma- 
licious maiming  (G.  S.  14-30). 

A  phrase  which  occurs  in  the  definitions 
of  each  of  these  acts  is  pertinent  to  this  dis- 
cussion :  "With  intent  to  murder,  maim,  dis- 
figure, disable  or  render  impotent"  is  the 
way  it  is  set  forth  in  the  definition  of  ma- 
licious castration.  This  intent  is  an  impor- 
tant element  of  the  crime. 

A  physician  who  in  good  faith  performs 
an  operation  on  a  patient  may  very  reason- 
ably argue  that  the  penalty  of  the  statute 
does  not  apply  to  him,  because  he  had  no 
criminal  intent  to  murder,  maim,  disfigure, 
disable,  or  render  impotent  the  patient. 
There  seem  to  be  no  cases  decided  by  the 
courts  of  North  Carolina  on  this  subject  of 
the  effect  of  the  physician's  good  faith  in 
sterilization  cases. 

The  general  law  was  discussed  by  Miller 
and  Dean  in  an  article,  "Liability  of  Physi- 
cians   for  Sterilization   Operations,"   which 
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appeared  in  the  Journal  of  the  American  Bar 
Association  in  1930.  Discussing  the  matter  of 
criminal  liability  under  English  common  law 
and  modern  statutes,  these  authors  stated: 

"If  the  consent  of  the  person  were  given,  it  is 
probable  under  present  day  statutes  that  there  would 
be  no  liability  for  mayhem,  for  consent  given  would 
usually  warrant  the  conclusion  that  malice,  a  neces- 
sary element  of  the  crime,  was  not  present  in  the 
mind  of  the  physician.  This  would  not  necessarily 
follow,  however,  for  malice  on  the  part  of  the  op- 
erator may  exist  concurrently  with  consent  on  the 
part  of  the  patient." 

Concerning  the  matter  of  civil  liability 
they  had  this  to  say : 

"In  those  states  in  which  there  is  no  penal  provis- 
ion prohibiting  a  sterilization  operation  by  the  mod- 
ern methods,  the  general  rule  of  tort  law  would 
seem  to  apply  and  the  consent  of  the  party  to  submit 
to  the  operation  should  be  a  complete  shield  against 
civil  liability  on  the  part  of  the  operating  physician, 
provided  the  operation  was  performed  without  neg- 
ligence." 

They  found  exceptions  to  this  reasonable 
point  of  view  in  particular  classes  of  cases: 

1.  When  the  patient  is  rendered  sterile  by 
unauthorized  liberties  taken  by  the  physi- 
cian. 

2.  When  the  patient  has  submitted  to  the 
operation,  but  is  legally  incapable  of  giving 
a  binding  legal  consent.  In  the  case  of  a 
minor  (a  person  less  than  21  years  of  age), 
at  least  the  consent  of  the  parent  or  guar- 
dian should  be  required.  In  the  case  of  a  mar- 
ried man  or  woman,  the  consent  of  the  spouse 
should  be  required  to  prevent  the  spouse  from 
bringing  an  action  for  damages  against  the 
physician. 

Case  Reports 

Among  the  cases  in  which  the  courts  have 
dealt  with  the  subject,  two  may  be  men- 
tioned. 

In  the  case  of  Buck  v.  Bell  (274  U.  S.  200 
(1927))  the  Supreme  Court  of  the  United 
States  upheld  the  constitutionality  of  the 
Virginia  sterilization  law.  Justice  Holmes, 
speaking  for  the  court,  said  : 

"In  view  of  the  general  declarations  of  the  legis- 
lature and  the  specific  findings  of  the  court  ob- 
viously we  cannot  say  as  matter  of  law  that  the 
grounds  do  not  exist,  and  if  they  exist  they  justify 
the  result.  We  have  seen  more  than  once  that  the 
public  welfare  may  call  upon  the  best  citizens  for 
their  lives.  It  would  be  strange  if  it  could  not  call 
upon  those  who  already  sap  the  strength  of  the 
state  for  those  lesser  sacrifices,  often  not  felt  to 
be  such  by  those  concerned,  in  order  to  prevent  our 
being  swamped  with  incompetence.  It  is  better  for 
all  the  world,  if  instead  of  waiting  to  execute  degen- 
erate offspring  for  crime,  or  to  let  them  starve  for 
their  imbecility,  society  can  prevent  those  who  are 
manifestly  unfit  from  continuing  their  kind.  The 
principle   that    sustains    compulsory    vaccination    is 


broad  enough  to  cover  cutting  the  Fallopian  tubes  -  - 
three  generations  of  imbeciles  is  enough." 

In  the  case  of  Christensen  v.  Thornby 
(255  N.  W.  620  (1934))  the  physician,  to 
protect  the  health  of  the  wife,  performed 
a  vasectomy  on  the  husband,  at  his  request. 
It  was  unsuccessful  and  the  husband  sued 
the  doctor,  who  insisted  that  the  operation 
was  in  pursuance  of  a  contract.  The  issue 
in  the  case  then  turned  upon  the  question  as 
to  whether  a  contract  on  a  matter  of  this 
sort  was  against  public  policy.  The  Minne- 
sota Supreme  Court  said : 

"Plaintiff  was  married  and  presumably  would 
remain  married  to  his  present  wife,  who  had  been 
competently  advised  of  the  danger  of  further  preg- 
nancy. The  operation  of  sterilization  upon  a  man 
is  a  simple  one,  accompanied  by  very  slight  hazard, 
whereas  that  upon  a  woman  is  more  serious  and  re- 
quires a  greater  degree  of  skill  on  the  part  of  the 
physician.  It  entails  hospitalization.  It  is  frequently 
performed  upon  women  who  habitually  miscarry  or 
abort.  As  far  as  pregnancy  is  concerned,  the  results 
to  this  married  couple  would  be  the  same  were  ef- 
fective sterilization  performed  upon  either.  There- 
fore, in  our  opinion,  it  was  entirely  justifiable  for 
them  to  take  the  simpler  and  less  dangerous  alterna- 
tive and  have  the  husband  sterilized.  Such  an  opera- 
tion does  not  impair  but  frequently  improves  the 
health  and  vigor  of  the  patient.  Except  for  his  in- 
ability to  have  children,  he  is  in  every  respect  as 
capable  physically  and  mentally  as  before.  It  does 
not  render  the  patient  impotent  or  unable  'to  fight 
for  the  king'  as  was  the  case  in  mayhem  or  maim- 
ing. We  therefore  hold  that  under  the  circumstances 
of  this  case  the  contract  to  perform  sterilization 
was  not  void  as  against  public  policy,  nor  was  the 
performance  of  the  operation  illegal  on  that  ac- 
count." 

Summary 

Involuntary  sterilization  of  the  insane  or 
mentally  deficient  is  provided  for  by  a  North 
Carolina  statute  after  the  case  has  received 
the  approval  of  the  Eugenics  Board.  Those 
participating  in  the  procedure  are  exempted 
from  liability  except  in  case  of  negligence. 

No  other  law  affecting  sterilization  ap- 
pears on  the  North  Carolina  statute  books. 
Those  who  have  studied  the  subject  believe 
that  a  doctor  may  protect  himself  from  fi- 
nancial liability  in  cases  of  voluntary  sterili- 
zation by  the  use  of  a  properly  drawn  release 
or  contract.  They  also  believe  that  there  is 
no  criminal  liability  on  the  ground  that  ster- 
ilization might  be  considered  to  be  mayhem. 
No  case  bearing  directly  on  this  matter  has 
been  tried  in  the  North  Carolina  courts. 

There  is  reason  to  urge  that  the  Medical 
Society  of  the  State  of  North  Carolina, 
through  its  Legislative  Committee,  give  con- 
sideration to  the  desirability  of  a  new  law 
to  remove  any  existing  doubts  on  the  sub- 
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ject.  A  properly  drawn  statute  prescribing 
the  conditions  and  safeguards  under  which 
voluntary  sterilization  may  be  performed 
would  be  helpful  to  both  physician  and  pa- 
tient. 
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PHYSICIANS  OF  NORTH  CAROLINA 

Mrs.  J.  C.  Trent,  Editor 

Durham 

V 

EPHRAIM  BREVARD 

While  the  cultural  opportunities  in  eigh- 
teenth-century North  Carolina  were  much 
greater  in  the  coastal  towns  because  of  con- 
tacts with  England,  there  were  trading  cen- 
ters, saw  mills  and  flour  mills  in  the  western 
part  of  the  colony,  and  early  title  deeds  show 
that  weavers,  joiners,  coopers,  wagon-mak- 
ers, wheelwrights,  wine-makers,  surveyors, 
fullers,  teachers  and  merchants  were  among 
the  early  settlers111.  Literary  and  oratorical 
skills,  as  well  as  abilities  in  statesmanship, 
were  developed  also,  as  was  demonstrated  in 
the  careers  of  men  like  Ephraim  Brevard. 
Henderson1-1  says  that  his  library  must  have 
been  rich  in  the  works  of  medicine,  science, 
history  and  government,  as  a  result  of  the 
"production  of  his  pen." 

Brevard  was  descended  from  a  French  Hu- 
guenot who  had  escaped  to  Northern  Ireland 
following  the  revocation  of  the  Edict  of 
Nantes.  From  there  he  emigrated  to  Mary- 
land. One  of  the  members  of  his  family,  John 
Brevard,  was  the  father  of  Ephraim,  about 
whose  birth  date  there  is  some  question.  It 
is  known  that  he  was  born  about  1750,  the 
eldest  of  eight  sons,  and  that  his  early  home 
was  in  the  area  which  after  1767  became 
Mecklenburg  County.  He  had  the  misfortune 
of  losing  the  sight  of  one  eye  in  his  boyhood, 
but  he  never  allowed  this  to  interfere  with 
his  career. 

Education  in  North  Carolina  had  been 
given  an  impetus  with  the  coming  of  the 
Scotch-Irish,  and  as  their  settlements  were 
built,  the  church  and  schoolhouse  became 
centers  of  interest.  Brevard's  family  shared 

1.  Groome,  B.  T. :  Mecklenburg  in  the  Revolution.  17  10-1783, 
Charlotte,    1931,   p.    12. 

2.  Henderson,  A.:  North  Carolina;  The  Old  North  State  and 
the  New,  Chicago,  Lewis  Publishing  Co.,  19+1,  v.  1,  pp.  590- 
592. 


this  keen  interest  in  education,  and  in  prep- 
aration for  Princeton,  Ephraim  was  sent  to 
grammar  school  in  Prince-Edward,  Virginia, 
at  the  close  of  the  Indian  war.  Then,  follow- 
ing further  schooling  in  Iredell  County  and 
graduation  from  Princeton  in  1768,  he  taught 
in  Maryland.  He  was  thus  enabled  to  study 
medicine  with  Dr.  David  Ramsay':",  who  was 
practicing  there.  About  the  time  Ramsay 
moved  to  Charleston,  South  Carolina,  Bre- 
vard established  himself  as  a  physician  in 
Charlotte,  North  Carolina.  Tompkins'4'  says 
that  "he  certainly  began  the  practice  of  his 
profession  as  early  as  1772,  when  he  began 
to  have  accounts  against  several  estates  for 
'medicines  and  visits'." 

Events  moved  swiftly  during  the  year  of 
1774,  and  feeling  against  England  was  mount- 
ing. Rowan  County  organized  a  committee 
of  safety  on  August  1  of  that  year,  and  nine 
months  later  Mecklenburg  followed  with  a 
similar  group.  The  village  of  Charlotte  con- 
tained the  courthouse  of  Mecklenburg  Coun- 
ty, and  was  the  seat  of  a  young  literary  in- 
stitution known  as  Queen's  Museum,  which 
was  the  center  of  great  political  interest  all 
through  the  spring  of  1775.  Party  lines  were 
sharply  drawn,  and  groups  of  patriotic  citi- 
zens held  meetings  in  the  hall  of  the  college, 
discussing  the  state  of  the  colonies  and  airing 
grievances  regarding  oppression  by  the 
Crown.  Ephraim  Brevard  was  the  leader  of 
many  of  these  debates.  Governor  Martin  had 
relied  on  these  western  counties  in  the  days 
of  crisis,  and  had  written  Lord  Sandwich: 
"I  have  no  doubt  that  I  could  command  their 
best  services  at  a  word  in  any  emergency.  I 
consider  I  have  the  means  in  my  own  hands 
to  maintain  the  sovereignty  of  this  country 
to  my  royal  master  in  all  events."'""  His  opti- 
mism was  short-lived. 

On  the  first  of  May,  1775,  Richard  Cas- 
well, while  on  his  way  to  the  Continental  Con- 
gress as  a  delegate  from  North  Carolina,  met 
a  New  England  courier  hurrying  southward 
with  the  news  of  the  Battle  of  Lexington, 
April  19'°'.  Eighteen  days  later  the  courier 
reached  Charlotte,  and  a  month  following  the 
"shot  heard  'round  the  world,"  the  aroused 
people  of  that  town  appointed  a  committee 

3.    Dr.   David  Ramsay,   famous  patriot  and   historian   of   the 

Revolution. 
1.    Tompkins.  D.    \. :  History  of  Mecklenburg  Countv  and  the 

City   of   Charlotte,   Charlotte,    1903,   p.    80. 
5.    Moore,  J.  W. :  History  of  North  Carolina,   Raleigh,   Alfred 

Williams,    1880.    pp.    1S0-187. 
0.    Wheeler,    J.    H. :    Reminiscences    and    Memoirs    of    North 

Carolina  and  Eminent  North  Carolinians,   Columbus,   Ohio. 

1881,  p.  23S. 
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to  draw  up  suitable  resolutions  regarding  this 
emergency.  The  cause  of  Massachusetts  was 
also  theirs;  and  to  Brevard  was  given  the 
task  of  framing  the  sentiments  of  these  meet- 
ings'"". The  prolonged  controversy  over  the 
Mecklenburg  Declaration  of  May  20,  1775,  for 
almost  a  century  and  a  half  has  tended  to 
obscure  and  minimize  the  other  notable  con- 
tributions to  political  literature  made  by  pub- 
lic leaders  of  these  western  counties  in  1775 
and  1776<2). 

On  May  31,  1775,  Brevard  was  secretary 
for  the  county  meeting  which  prepared  a  se- 
ries of  twenty  resolutions  declaring  the  ex- 
isting government  dissolved,  branding  as 
traitor  all  those  accepting  orders  from  the 
Crown,  establishing  a  new  administration  for 
the  county,  and  calling  for  a  unity  among 
the  people  to  maintain  their  rights.  These 
were  sent  to  the  North  Carolina  delegates 
to  the  Provincial  Congress,  and  were  printed 
in  the  South  Carolina  Gazette  on  June  13, 
1775,  and  in  the  North  Carolina  Gazette  three 
clays  later.  Governor  Wright  of  Georg:a  wrote 
to  a  state  official  in  England  on  June  20, 
"By  the  enclosed  paper  your  lordship  will 
see  the  extraordinary  resolves  by  the  people 
in  Charlotte  town  in  North  Carolina,  and  I 
should  not  be  surprised  if  the  same  should 
be  done  everywhere  else  .  .  ."'7l  Since  the 
resolutions  were  indubitably  drafted  by  a 
lawyer  or  someone  acquainted  with  the  in- 
tricacies of  government,  Brevard's  intellec- 
tual eminence  does  not  rest  upon  these  but 
on  his  instructions  to  the  delegates  from  his 
county  to  the  Provincial  Congress  of  Novem- 
ber, 1776.  The  manuscript  is  in  Brevard's 
hand  and  exhibits  the  author's  profound  com- 
prehension of  the  great  imponderables  for 
which  the  colonies  were  staking  their  all: 
"democracy,  equal  representation,  the  exten- 
sion of  suffrage,  security  of  property  rights, 
individual,  political  and  religious  liberty,  un- 
alterable opposition  to  any  form  of  church 
establishment  and  the  irrevocable  divorce  of 
church  and  state."'21  The  hall  of  Queen's  Mu- 
seum, which  had  fallen  into  decay  by  the  end 
of  the  Revolution,  "has  been  fittingly  called 
by  Lossing  the  'Faneuil  Hall  of  North  Caro- 
lina'."^ 

The  interior  communities  of  the  Carolinas 
were  isolated  from  the  seaboard,  and  at  first 
took  but  a  small  part  in  the  war  because  of 
a   "distrust  of   tidewater  Whig  politicians, 


7.    Groome  (1),  p.  84. 


several  of  whom  had  supported  the  royal 
governor  against  the  Regulars."'*1  The  set- 
tlements were  remote  from  each  other,  and 
for  a  long  time  the  only  road  that  reached 
Mecklenburg  County  from  the  outside  was 
an  old  buffalo  trail  that  crossed  the  Yadkin 
River  at  Salisbury  and  ran  through  to  the 
Catawba  nation  south  of  Charlotte.  Differ- 
ences in  political  traditions  existed  between 
foreign  groups  who  had  settled  inland,  but 
there  were  many  Scotch-Irish  who  had  suf- 
fered from  religious  and  economic  hardships 
in  Ireland,  and  "their  Presbyterian  clergy 
commonly  held  Puritan  ideas  about  the  right 
to  resist  tyrannical  rulers."'*1  As  a  Presby- 
terian dissenter,  Brevard  strongly  opposed 
the  establishment  of  a  national  church. 

"Among  the  Scotch-Irish  who  took  an  early 
part  in  the  Revolution  were  those  of  Meck- 
lenburg and  adjoining  counties ;  and  in  the 
end,  the  back  country  of  the  lower  South 
became  the  scene  of  peculiarly  ruthless  bor- 
der warfare."191  In  the  summer  of  1776,  Gen- 
eral Rutherford  was  engaged  in  a  campaign 
against  the  Cherokee  Indians.  Dr.  Brevard 
served  in  the  company  under  Captain  Charles 
Polk.  He  returned  home  following  the  sign- 
ing of  a  peace  treaty,  but  on  the  death  of 
his  youthful  wife,  he  again  entered  the  army 
as  a  surgeon.  His  seven  brothers  were  sol- 
diers also,  and  because  of  this  record,  their 
mother's  home  was  burned  by  a  detachment 
from  Cornwallis'  army.  Ephraim  was  taken 
prisoner  at  the  surrender  of  Charleston  on 
May  12,  1780,  but  his  confinement  and  un- 
wholesome food  made  him  so  ill  that  he  was 
eventually  released  and  permitted  to  return 
home.  He  went  first  to  the  house  of  his 
friend,  John  McNitt  Alexander;  and  his 
health  was  so  broken  that  he  was  unable  to 
leave.  He  died  there  in  1783. 

Brevard's  name  is  firmly  established  in 
the  annals  of  North  Carolina  as  a  medical 
man  of  the  Revolution,  a  distinguished  or- 
ator, and  a  leader  in  democratic  thought. 

Henderson  says  that  "in  depth  and  vision, 
Brevard's  instructions  surpass  any  of  Pat- 
rick Henry's  political  writings  and  rank  Bre- 
vard with  the  best  political  essayists  on  the 
structure  and  purpose  of  democracy."'21 

M.  B.  T. 

S.  Greene,  E.  B. :  The  Revolutionary  Generation.  1768-1790, 
New  York,  The  Macniillan   Co.,   1945,   pp.   223-224. 

9.  Conner,  R.  D.  W.:  History  of  North  Carolina.  Chicago, 
1019,  v.  1,  p.  225. 


-^ 


May,  1950 


EDITORIALS 


255 


North  Carolina  Medical  Journal 

Owned  and  published  by 

The  Medical  Society  of  the  State  of  North  Carolina, 

under  the  direction  of  its  Editorial   Board. 

EDITORIAL  BOARD 
Wingate  M.  Johnson,  M.D.,  Winston-Salem 

Editor 
Miss  Catherine  Johnson,  Winston-Salem 

Assistant  Editor 
Mr.  James  T.  Barnes,  Raleigh 

Business  Manager 
Paul  H.  Ringer,  M.D.,  Asheville,  Chairman 
Ernest  W.  Furgurson,  M.D.,  Plymouth 
John  Borden  Graham,  M.D.,  Chapel  Hill 
George  T.  Harrell,  Jr.,  M.D.,  Winston-Salem 
William   M.  Nicholson,  M.D.,  Durham 
Hubert  A.  Royster,  M.D.,  Raleigh 

Address  manuscripts  and  communications  regarding 

editorial  matter  to  the 

NORTH   CAROLINA   MEDICAL  JOURNAL 

300  South  Hawthorne  Road,  Winston-Salem  7,  N.  C. 

Questions  relating  to  subscription  rates,  advertising, 

etc.,  should  be  addressed  to  the  Business  Manager, 

203  Capital  Club  Building,  Raleigh,  N.  C. 

All  advertisements  are  accepted  subject  to  the  ap- 
proval of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 
Annual  subscription,  $3.00        Single  copies,  50<t 

Publication  office:  Carmichael  Printing  Co.,  118 
West  Third  Street,  Winston-Salem  1,  N.  C. 

May,  1950 


THE   NINETY-SIXTH  ANNUAL 
SESSION 

The  atmosphere  of  the  ninety-sixth  an- 
nual session  of  the  Medical  Society  of  the 
State  of  North  Carolina  was  quite  different 
from  that  of  the  Sesquicentennial  meeting 
held  last  year.  Then  the  main  address,  aside 
from  President  Robertson's,  was  frankly 
critical  of  the  American  Medical  Associa- 
tion. This  year  the  parent  organization  was 
ably  represented  by  Dr.  George  Lull,  its 
secretary  and  general  manager,  who  spoke 
at  the  Officers'  Breakfast  and  at  the  First 
General  Session;  by  Dr.  Thomas  G.  Hull, 
director  of  the  scientific  exhibit  of  the 
A.M. A.  since  1930,  who  presented  an  exhibit 
on  cosmetic  dermatitis ;  by  Mr.  George 
Cooley  of  the  Council  on  Medical  Service, 
who  had  an  exhibit  on  voluntary  health  in- 
surance; by  Dr.  Frank  Wilson,  deputy  medi- 
cal director  of  the  Washington  office  of  the 
A.M. A.,  who  spoke  at  the  Second  General 
Session;  and  by  Dr.  Elmer  Hess,  of  Erie, 


Pennsylvania.  The  impression  created  by 
each  of  these  men  was  most  favorable,  and 
did  much  to  strengthen  the  bonds  between 
our  State  Society  and  the  American  Medical 
Association. 

The  address  of  President  Murphy  met 
with  general  approbation,  and  well  deserves 
the  leading  position  in  this  month's  issue  of 
the  North  Carolina  Medical  Journal.  Mr. 
John  McPherrin,  editor  of  the  American 
Druggist,  followed  Dr.  Murphy  at  the  Presi- 
dent's Dinner.  Mr.  McPherrin  spoke  on  the 
British  National  Health  Insurance  Scheme, 
basing  his  address  on  personal  interviews 
with  all  sorts  of  people  during  a  six  weeks' 
visit  to  England.  Those  interviewed  included 
Minister  of  Health  Aneurin  Bevan,  profes- 
sors, doctors,  and  druggists,  but  for  the  most 
part  were  from  the  mass  of  people  en- 
countered in  the  British  "pubs."  The  strik- 
ing contrast  between  Mr.  McPherrin's  ad- 
dress and  that  of  Dr.  Morgan  last  year  was 
apparent  to  all  who  were  present  on  both 
occasions.  It  was  evident  that  the  difference 
was  pleasing  to  nearly  everyone. 

The  work  of  the  House  of  Delegates  was 
made  easier  by  the  fact  that  the  Executive 
Council  reviewed  the  reports  of  the  various 
committees  the  day  before ;  and,  in  turn, 
both  the  Executive  Council  and  the  House 
were  greatly  helped  by  having  had  conies 
of  most  of  the  committee  reports  in  their 
hands  two  weeks  before  the  Annual  Session. 
Had  it  not  been  for  the  inevitable  discussion 
of  the  final  proposal  of  the  Hart  Committee 
for  a  Prepaid  Medical  Insurance  Plan,  the 
House  would  have  adjourned  by  a  very  early 
bedtime.  As  it  was,  President  Murphy  ac- 
complished the  unprecedented  feat  of  finish- 
ing the  afternoon  session  an  hour  ahead  of 
schedule. 

It  is  doubtful  if  more  important  measures 
have  ever  been  enacted  at  any  one  annual 
session.  Dr.  Roscoe  McMillan's  Committee 
to  Revise  the  Constitution  and  By-Laws 
made  some  important  and  constructive 
changes.  Among  the  most  important  are  the 
following : 

1.  Two  new  classes  of  members  are  to  be 
admitted:  (a)  students  (including  under- 
graduates who  have  successfully  passed  the 
first  two  years  of  the  course  in  an  approved 
medical  school,  and  graduates  who  are  house 
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officers)  ;  and  (b)  affiliate  members,  in- 
cluding doctors  who  are  engaged  in  teach- 
ing, research,  public  health,  or  other  salaried 
positions  whose  total  professional  income 
does  not  exceed  an  amount  to  be  set  from 
time  to  time  by  the  Executive  Council.  Stu- 
dent members  are  to  pay  only  $3  annual 
dues;  affiliate  members,  one  half  the  reg- 
ular annual  dues. 

2.  Provision  is  made  for  a  speaker  and 
a  vice  speaker  of  the  House  of  Delegates. 

3.  The  Council  described  in  Chapter  VIII 
of  the  old  By-Laws  is  to  be  merged  with  the 
Executive  Committee  described  in  Chapter 
IX,  and  the  new  group  is  to  be  called  the 
Executive  Council.  The  two  groups  have 
been  so  nearly  identical  that  there  was  no 
excuse  for  both. 

4.  Provision  is  made  for  a  Reference 
Committee  on  Resolutions  and  on  Reports  of 
Officers,  and  for  such  other  reference  com- 
mittees as  the  Speaker  of  the  House  may 
deem  necessary. 

5.  Hereafter  the  Nominating  Committee 
shall  be  selected  a  year  in  advance,  so  that 
there  will  be  ample  time  for  due  considera- 
tion of  the  nominees.  No  member  of  this 
committee  shall  hold  any  elective  office  in 
the  Society,  and  the  committee  shall  nomi- 
nate none  of  its  members  for  any  office  in 
the  Society. 

Following  the  example  of  Colorado,  Okla- 
homa, and  a  number  of  other  states,  the 
House  of  Delegates  voted  to  set  up  a  Griev- 
ance Committee  for  the  state,  and  to  give  its 
establishment  "full  publicity  so  that  the 
people  of  the  state  may  be  made  aware  of  its 
functions." 

Perhaps  the  most  important  action  taken 
by  the  House  was  the  adoption,  by  unani- 
mous vote,  of  the  resolution  offered  by  Dr. 
V.  K.  Hart  on  behalf  of  his  committee,  to 
set  up  a  prepaid  medical  service  plan.  This 
plan  is  to  be  administered  by  a  non-profit 
organization  composed  of  both  doctors  and 
laymen,  but  with  the  provision  that  a  ma- 
jority of  the  members  shall  be  doctors.  Only 
medical  and  surgical  care  is  included  in  the 
plan,  and  hospital  costs  will  not  be  covered. 
The  resolution  and  further  information 
about  the  plan  will  be  published  later. 

Out  of  the  many  names  presented  to  it, 
the  Committee  to  select  North  Carolina's 
candidate  for  the  General  Practitioner 
Award  selected  three  to  be  voted  on  by  the 


House.  Dr.  Roscoe  McMillan  received  the 
highest  number  of  votes  and  in  addition  to 
being  elevated  to  the  presidency  of  the  So- 
ciety at  this  meeting,  he  has  the  honor  of 
being  North  Carolina's  candidate  for  the 
General  Practitioner  Award  in  1951. 

The  new  Board  of  Medical  Examiners  was 
elected  at  the  second  General  Session,  on 
Wednesday  morning.  For  the  first  time  since 
many  old  timers  can  remember,  all  seven 
members  were  elected  on  the  first  ballot. 
These  were  Dr.  Amos  N.  Johnson,  Garland; 
Dr.  N.  P.  Battle,  Rocky  Mount:  Dr.  L.  R. 
Doffermyre,  Dunn ;  Dr.  Joseph  J.  Combs, 
Raleigh;  Dr.  H.  C.  Thompson,  Shelby;  Dr. 
J.  P.  Rousseau,  Winston-Salem;  and  Dr.  C. 
M.  Hedrick,  Lenoir. 

The  choice  of  Dr.  Fred  Hubbard  of  North 
Wilkesboro  for  president-elect  met  with 
hearty  approval.  For  many  years  Dr.  Hub- 
bard has  given  freely  of  his  time  and  ability 
in  serving  the  Society,  and  he  well  deserves 
the  honor.  The  nominating  committee 
showed  good  judgment  in  selecting  other 
officers  of  the  Society :  Dr.  Joseph  A.  Elliott, 
Charlotte,  first  vice  president,  and  Dr.  Hen- 
derson Irwin,  Eureka,  second  vice  president. 

The  final  General  Session  was  marked  by 
the  installation  of  Dr.  Roscoe  McMillan  as 
president,  succeeding  Dr.  Westbrook  Mur- 
phy. Few  men  have  done  more  for  the  So- 
ciety than  has  Roscoe,  and  no  man  has  ever 
more  clearly  earned  the  right  to  be  its 
leader.  The  best  wishes  of  all  his  friends 
go  with  him  as  he  assumes  his  responsible 
role. 

Nearly  everyone  who  attended  the  ses- 
sions of  the  House  of  Delegates  and  the 
President's  Dinner  must  have  come  away 
with  the  impression  that  the  members  of  the 
medical  profession  of  North  Carolina  and 
of  the  United  States  are  more  united  than 
ever  before  in  their  opposition  to  compulsory 
health  insurance  as  the  first  long  step  to- 
ward complete  socialization  of  the  country. 
Although  there  is  little  clanger  that  a  na- 
tional health  insurance  bill  will  be  passed 
by  this  Congress,  there  will  be  no  letup  in 
the  efforts  of  the  present  administration  to 
force  socialism  on  the  country.  The  medical 
profession  will  have  to  bear  much  of  the 
brunt  of  the  fighting  for  a  long  time  to  come. 
The  indications  at  Pinehurst  were  that 
North  Carolina  doctors  will  do  their  share. 
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EDITORIAL  NOTES 

The  attendance  this  year  was  slightly  less 
than  at  last  year's  record-breaking  Sesqui- 
centennial  Session.  Approximately  900  doc- 
tors registered.  The  Auxiliary  had  about 
350  members  present,  and  from  all  available 
evidence  the  ladies,  in  the  old  phrase,  "en- 
joyed themselves." 

There  were  an  unusual  number  of  guest 
speakers.  Besides  the  guests  of  the  Society, 
Dr.  Eugene  Pendergrass  of  Philadelphia  was 
the  guest  of  the  Section  on  Radiology,  and 
Dr.  J.  Warrick  Thomas  of  Richmond,  of 
the  Section  on  General  Practice.  Both  of 
these  men  spoke  in  General  Sessions,  and 
both  made  excellent  contributions.  Dr.  Pen- 
dergrass spoke  on  "The  Diagnosis  of  Breast 
Carcinoma,"  and  Dr.  Thomas  on  "Gastro- 
intestinal and  Food  Allergy." 

Dr.  Elmer  Hess,  who  spoke  before  the 
First  General  Session,  was  chairman  of  the 
Committee  on  Hospitals  and  the  Practice  of 
Medicine  in  the  Chicago  meeting  of  the 
A.M. A.  in  1948.  The  report  of  this  commit- 
tee, now  widely  known  as  the  "Hess  Report," 
has  done  much  to  clarify  the  position  of  the 
medical  profession  on  the  practice  of  medi- 
cine by  hospitals.  Dr.  Hess  spoke  on  "The 
Corporate  Practice  of  Medicine  in  the  Rela- 
tionship of  Hospitals  and  the  Profession." 

The  fact  that  Dr.  George  Lull's  son,  also 
a  doctor,  is  now  living  at  Fort  Bragg,  where 
he  is  with  the  Medical  Corps  as  a  radiologist, 
gives  us  additional  interest  in  the  genial  sec- 
retary of  the  American  Medical  Association. 

Mr.  LeRoy  H.  Cox,  the  newly  elected  di- 
rector of  public  relations,  spoke  at  the  Of- 
ficers' Breakfast  and  also  before  the  House 
of  Delegates.  He  made  a  very  favorable  im- 
pression, both  as  a  public  speaker  and  as  an 
individual.  It  seems  that  our  Society  has 
been  unusually  fortunate  in  its  choice  of  lay 
executives. 

The  news  of  Senator  Pepper's  defeat  in 
Florida  was  received  with  unrestrained  en- 
thusiasm, and  blended  well  with  the  ad- 
dresses of  President  Murphy,  Dr.  George 
Lull,  Dr.  Frank  Wilson,  and  Mr.  McPherrin. 


Less  than  a  minute  was  required  to  re- 
elect Drs.  Hubert  Royster  and  George  Har- 
rell  as  members  of  the  Editorial  Board  of  the 
North  Carolina  Medical  Journal,  to 
serve  for  another  four  years. 

There  is  little  doubt  but  that  most  of  those 
who  heard  Dr.  George  Lull's  explanation  of 
the  A.M.A.'s  $25  dues  will  pay  this  tribute 
to  the  parent  organization  much  more  cheer- 
fully than  might  have  been  the  case  other- 
wise. The  money  is  being  expended  wisely, 
and  every  effort  is  made  to  keep  the  pay- 
ment from  working  a  hardship  on  any 
member. 


TABLETS  OR  TUBS? 

For  a  long  time  the  writers  of  advertising 
copy  have  done  much  to  take  the  joy  out  of 
living  by  stressing  the  horrible  results  of 
halitosis,  "B.O.,"  and  unclean  lingerie.  Those 
guilty  of  "offending"  have  been  threatened 
with  dire  consequences,  ranging  from  being 
a  wallflower  at  dances  to  losing  a  job  or  a 
matrimonial  prospect.  The  effectiveness  of 
such  advertising  must  have  been  greatly  en- 
hanced in  New  York  by  the  current  water 
shortage.  It  is  quite  fitting,  therefore,  that 
an  antidote  for  all  unpleasant  odors  is  de- 
scribed in  the  New  York  State  Journal  of 
Medicine  for  March  15m.  This  is  a  chloro- 
phyll preparation  which,  taken  daily  in  a 
100  mg.  tablet,  is  "effective  in  neutralizing 
the  obnoxious  odors  of  the  body  from  pers- 
piration .  .  .  for  eighteen  or  more  hours."  It 
also  "effectively  neutralizes  obnoxious  odors 
in  the  mouth  from  foods,  beverages,  tobacco, 
and  metabolic  changes  (halitosis)." 

The  possibilities  of  such  medication  would 
seem  almost  limitless.  Instead  of  taking  a 
time-consuming  bath,  one  need  only  swallow 
a  tablet.  The  dentist  may  be  needed  to  clean 
and  fill  one's  teeth  occasionally  —  but  no 
longer  will  he  have  the  unpleasant  duty  of 
warning  Mary  that  she  will  lose  John  unless 
she  changes  toothpastes. 

Now  it  remains  for  some  genius  to  dis- 
cover a  tablet  that  will  remove  the  5  o'clock 
shadow  quickly  and  without  effort. 

1.  Westcott.  F.  H.:  Oral  Chlorophyll  Fractions  for  Body  and 
Breath  Deodorization,  New  York  State  ,T.  Med.  50:69*-, on 
(March   15)    1950. 
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THE  WORLD  MEDICAL  ASSOCIATION 
BOOSTS  THE  GENERAL  PRACTITIONER 

The  leading  editorial  of  the  World  Medical 
Association  Bulletin  for  January.  1950,  is 
devoted  to  "The  General  Practitioner  and 
Medical  Progress."  This  editorial  says  in 
part: 

A  most  important  discussion  during  the  meeting 
of  the  .World  Medical  Association,  held  in  London 
in  October,  1949,  concerned  the  status  of  the  general 
practitioner  in  various  nations  of  the  world.  A  spe- 
cial committee  on  postgraduate  medical  education 
was  headed  by  Dr.  J.  A.  Pridham  of  England  and 
included  also  representatives  from  Cuba,  Austria, 
France  and  India.  ...  Of  the  general  practitioner, 
the  committee  reported: 

"Lip  service  is  paid  to  him  as  the  backbone  of 
medicine,  and  it  is  true  that  he  should  be.  There  is 
a  danger,  however,  that  he  may  become  relegated 
to  the  position  of  one  who  sorts  out  patients  for 
reference  to  a  particular  specialist.  Yet  the  develop- 
ment of  medicine  is  giving  the  general  practitioner 
an  ever  more  important  role.  As  specialties  multiply 
and  become  more  complex  and  their  techniques  more 
difficult,  there  is  increasing  need  for  the  highly 
educated  doctor  with  a  wide  outlook  and  wide  knowl- 
edge, who  knows  his  patient  from  observation  oyer 
years,  knows  his  environment,  knows  his  family 
background,  and  can  view  his  case  as  a  whole.  He 
will  know  when  to  call  in  the  aid  of  a  specialist,  and 
will  be  able  to  assess  the  advice.  There  is  danger 
to  the  patient  who  chooses  his  own  specialist,  and 
he  often  wanders  from  one  to  the  other,  with  no 
family  doctor  to  help   him." 

Especially  significant  was  the  recommendation 
that  hospitals  should  welcome  visits  from  general 
practitioners.  Posts  as  clinical  assistantships  should 
be  created  and  made  available  for  general  practi- 
tioners. Moreover,  the  committee  recommended  that 
hospitals  for  use  by  general  practitioners  should  be 
made  available  wherever  possible  or  that  beds  should 
be  assigned  to  use  by  general  practitioners  in  ordi- 
nary hospitals  where  the  general  practitioner  may 
attend  his  own  cases  and  where  he  may  have  avail- 
able the  help  of  specialists.  The  committee  urged 
that  all  national  medical  associations  should  give 
these  questions  consideration  and  take  appropriate 
action. 

In  the  discussion  of  the  report,  delegates 
from  all  over  the  world  agreed  that  the  gen- 
eral practitioner  is  the  backbone  of  the  medi- 
cal profession,  and  "that  the  general  practi- 
tioner should  be  ranked  as  highly  as  any  spe- 
cialist." 

Finally,  a  resolution  introduced  by  Dr. 
John  Cline  of  California  was  amended  slight- 
ly and  adopted  as  follows: 

Hospitals  should  welcome  visits  from  general  prac- 
titioners. Posts  should  be  made  available  to  them 
where  possible.  Such  posts  are  of  benefit  both  to 
the  specialist  and  the  general  practitioner.  There 
should  be  general  practitioner  beds  in  hospitals,  and 
general  practitioners  should  be  integrated  into  the 
hospital  service.  In  this  manner  a  general  practi- 
tioner will  become  a  better  doctor  and  have  more 
interest  in  his  work. 


LET  THE  PEOPLE  DECIDE 

Recently  Congressional  representatives 
from  three  states  have  conducted  polls  to 
determine  the  views  of  their  constituents  on 
various  political  issues.  One  of  the  items  in- 
cluded in  all  three  of  the  questionnaires  was 
concerning  socialized  medicine. 

Representative  J.  Harry  McGregor  of  Ohio 
found  that  only  10  per  cent  of  2000  people 
replying  answered  "yes"  to  the  question,  "Do 
you  favor  any  type  of  federal  legislation 
placing  the  medical  and  dental  profession 
and  operation  of  our  hospitals  under  Federal 
control?"  Representative  Thomas  E.  Martin 
of  Iowa  received  more  than  4000  replies  to 
his  questionnaire ;  only  14  per  cent  of  those 
replying  stated  that  they  favored  socialized 
medicine.  Representative  Henry  J.  Latham 
of  New  York  has  received  20,000  replies,  of 
which  only  5000  have  been  tabulated ;  13  per 
cent  of  these  gave  an  affirmative  answer  to 
the  question,  "Do  you  favor  socialized  medi- 
cine?" 

Apparently  the  more  the  people  learn 
about  compulsory  health  insurance,  the  less 
they  want  it. 

COLUMNAR  CALUMNY 

Representative  Thurmond  Chatham  needs 
no  defense  from  the  malicious  attack  made 
upon  him  by  columnist  Drew  Pearson  re- 
garding the  number  of  roll  calls  he  answered 
in  the  last  Congress.  His  legion  of  friends 
have  no  doubt  of  his  integrity,  and  it  will 
take  a  better  man  than  Drew  Pearson  to 
succeed  in  hurting  him  politically  by  at- 
tempting to  show  that  he  is  merely  a  play- 
boy. 

The  friends  of  Congressman  Chatham  re- 
sent deeply  the  fact  that  Mr.  Pearson  made 
no  attempt  to  learn  the  true  story.  The  only 
time  that  Mr.  Chatham  was  absent  from 
Washington  for  any  length  of  time  while 
Congress  was  in  session,  except  when  he  was 
on  an  official  trip  to  Europe,  was  during 
his  wife's  last  illness. 

It  is  unfortunate  that  such  a  diligent 
"specialist  in  other  people's  duties"  (to  quote 
H.  L.  Mencken)  feels  called  upon  to  spend 
so  much  time  in  muckraking.  Fortunately, 
Thurmond  Chatham  is  much  more  favorably 
known  in  these  parts  than  is  Drew  Pearson. 
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Boioman  Gray  School  of  Medicine  of  Wake 
Forest  College 

A  34  year  old  male  mill  worker  was  first 
seen  in  the  emergency  room  of  the  North 
Carolina  Baptist  Hospital  at  9:15  p.m.  on 
March  4,  1949.  He  stated  that  he  had  been 
in  his  usual  good  health  until  three  weeks 
prior  to  admission.  At  this  time,  while  work- 
ing in  the  mill,  he  had  a  sudden  severe  pain 
in  his  chest  (the  patient  pointed  to  the  area 
just  below  the  jugular  notch),  which  lasted 
for  only  two  or  three  minutes.  He  did  not 
stop  work  or  otherwise  interrupt  his  routine, 
and  did  not  see  a  physician.  A  week  later  he 
had  a  similar  pain  in  the  same  location ;  this 
also  lasted  only  a  few  minutes,  and  occurred 
while  he  was  at  work  in  the  mill.  He  became 
frightened  and  went  home  in  a  taxi,  but  im- 
mediately felt  well  again  and  did  not  see 
a  physician  or  lose  time  from  work.  He  de- 
clared that  he  had  no  further  symptoms 
until  6  or  6:30  p.m.  on  the  day  of  admission, 
when  he  was  shooting  pool  with  some  friends. 
The  severe  pain  just  below  the  jugular  notch 
recurred  suddenly,  and  soon  radiated  into  the 
back  of  the  chest,  and  down  the  lumbar  re- 
gion to  the  base  of  the  spine.  After  fifteen 
minutes  or  so,  the  pain  more  or  less  sub- 
sided. 

At  the  time  of  admission  he  declared  that 
he  was  having  no  pain  at  all.  He  denied  spe- 
cifically having  pain  in  his  back,  arms,  head, 
or  neck.  His  chief  complaint  on  being  seen 
in  the  emergency  room  was  a  numb,  queer, 
useless  feeling  of  the  left  leg.  He  stated  that 
he  could  use  his  leg  satisfactorily,  but  that 
it  felt  weak  and  that  if  he  used  it  very 
much  he  began  to  have  pain  in  the  calf  and 
thigh. 

The  past  history  contributed  little.  The  pa- 
tient stated  that  he  had  never  had  a  heart 
attack  or  high  blood  pressure.  He  admitted 
having  "growing  pains"  in  his  youth,  but 
evidently  these  were  not  very  severe  and  had 
never  required  his  going  to  bed.  His  only 
operation  was  an  appendectomy  one  year 
prior  to  admission.  For  a  "long  time"  he  had 
had  a  little  cough  and  phlegm  which  he 
thought  were  associated  with  the  use  of  cig- 
arettes. There  had  been  no  hemoptysis,  tu- 
berculosis, or  pneumonia.  His  appetite,  diges- 
tion, and  bowel  habits  had  always  been  nor- 
mal, and  he  had  never  been  jaundiced.  He 


denied  venereal  disease  and  complained  of 
no  allergies  or  neuromuscular  disease.  The 
family  and  marital  histories  were  irrelevant. 

Physical  examination:  The  temperature 
was  99  F.,  the  pulse  70,  blood  pressure  134 
systolic,  82  diastolic.  The  patient  was  a  well 
developed,  well  nourished  white  man,  who 
was  rolling  and  tossing  as  he  lay  on  the  am- 
bulance stretcher.  He  appeared  to  be  very  ill. 
The  skull,  skin,  eyes,  fundi,  nose,  throat,  and 
ears  were  essentially  normal.  The  neck 
showed  no  venous  pulsations  and  no  stiff- 
ness ;  the  arterial  pulsations  in  the  neck  were 
normal.  The  chest  was  symmetrical;  tnere 
was  good  expansion,  and  the  lungs  were 
clear.  The  heart  rate  was  70;  the  rhythm 
was  regular,  and  there  was  no  enlargement. 
The  point  of  maximum  impulse  could  not 
be  seen,  and  the  sounds  were  of  good  quality. 
A  soft  systolic  murmur  was  heard  just  in  the 
second  left  interspace ;  there  was  no  diastolic 
murmur. 

The  abdomen  was  slightly  distended  and 
showed  a  buttonhole  scar  in  the  right  lower 
quadrant ;  there  was  some  voluntary  muscle 
spasm,  but  this  could  all  be  overcome  by  a 
painstaking  examination.  No  areas  of  ten- 
derness were  noted,  and  peristalsis  was  ac- 
tive. No  masses  were  felt,  and  none  of  the 
viscera  were  definitely  palpable.  The  abdom- 
inal aorta  was  palpable,  and  the  systolic 
murmur  was  heard  over  it.  It  was  heard 
best  in  the  epigastrium,  and  could  be  fol- 
lowed distalward  into  both  lower  quadrants 
along  the  course  of  the  vessels.  The  geni- 
talia were  normal  and  rectal  examination  was 
negative. 

No  pulsations  were  found  in  the  femoral, 
popliteal,  dorsalis  pedis,  or  posterior  tibial 
arteries  on  the  left  side,  although  all  of 
these  vessels  were  palpable  in  the  right  leg. 
The  left  leg  had  a  grayish  blue  hue.  The 
left  thigh  appeared  a  little  larger  than  the 
right,  but  the  lower  legs  were  symmetrical. 
There  was  no  pitting  edema  and  no  visible 
or  palpable  veins.  The  patient  could  move 
his  left  leg,  but  complained  of  pain.  The  left 
leg  was  cold  and  blanched  rather  easily  on 
pressure.  The  blood  pressure  in  the  right 
leg  was  140  systolic,  82  diastolic ;  in  the  left 
leg  it  could  not  be  obtained. 

Accessory  clinical  findings:  The  hemoglo- 
bin was  15  Gm.  The  electrocardiogram  was 
described  as  showing  a  "normal  sinus 
rhythm,  no  EKG  evidence  of  myocardial  dis- 
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ease."  Plain  films  of  the  chest  and  abdomen 
were  described  as  "negative." 

Course  in  the  hospital:  It  was  decided  to 
operate  immediately,  and  an  exploratory  pro- 
cedure was  carried  out  through  a  long  left 
rectus  incision.  Spinal  Pontocaine,  ethylene, 
oxygen,  and  ether  were  used  as  anesthetic 
agents.  The  patient  was  returned  to  his 
room,  placed  in  an  oxygen  tent,  and  given 
sedation  and  supportive  therapy.  The  pulse 
rate  gradually  rose  and  the  blood  pressure 
fell.  There  was  cyanosis  of  the  nailbeds,  and 
the  patient  vomited  coffee  ground  material 
just  prior  to  his  death,  approximately  eight 
hours  after  operation. 

Clinical  Discussion 

Dr.  R.  T.  Myers  :  Probably  the  simplest 
approach  to  establishing  a  diagnosis  in  this 
case  would  be  a  consideration  of  the  possi- 
bilities which  could  cause  death  in  a  pre- 
viously healthy  adult  within  twelve  to  four- 
teen hours.  When  death  occurs  in  a  matter 
of  seconds  or  minutes,  it  is  termed  instan- 
taneous. When  a  previously  well  patient  dies 
in  a  matter  of  hours,  his  demise  is  termed 
unexpected.  The  case  under  consideration 
falls  into  this  latter  classification. 

The  cause  of  unexpected  deaths  may  be 
classified  into  four  main  categories:  those 
involving  (1)  the  central  nervous  system, 
(2)  the  respiratory  system  and  (3)  the  car- 
diovascular system,  and  (4)  a  small  group 
of  miscellaneous  accidents.  In  the  central 
nervous  system,  a  massive  stroke  or  rupture 
of  an  intracranial  aneurysm,  either  in  the 
circle  of  Willis  or  in  the  basilar  artery,  might 
cause  an  unexpected  death.  Our  patient, 
however,  had  no  localizing  neurologic  find- 
ings; his  neck  was  not  stiff;  and  he  was 
lucid  and  did  not  complain  of  headache. 

It  is  conceivable  that  some  freak  accident 
in  the  respiratory  system,  such  as  a  bilateral 
spontaneous  pneumothorax  or  a  unilateral 
tension  pneumothorax,  could  cause  death  in 
a  matter  of  hours,  but  the  fact  that  the  pa- 
tient had  no  evidence  of  any  respiratory  dif- 
ficulty would  tend  to  exclude  such  accidents 
as  the  cause  of  his  death. 

In  the  small  miscellaneous  group,  one 
might  consider  a  very  severe  infection  such 
as  the  Waterhouse-Friderichsen  syndrome, 
which  can  cause  death  in  a  matter  of 
hours.  The  history  did  not  indicate  such  an 
infection,  however,  and  the  patient  did  not 
have  fever,   generalized  purpuric   spots,   or 


other   manifestations    of  this    rapidly  pro- 
gressive infection. 

Analysis  of  a  large  series  of  autopsies  has 
shown  that  about  90  per  cent  of  all  instan- 
taneous and  unexpected  deaths  result  from 
accidents  in  the  cardiovascular  system.  Sta- 
tistically speaking,  therefore,  the  most  likely 
cause  of  our  patient's  death  is  a  cardiovas- 
cular accident.  Several  aspects  of  the  history 
give  additional  support  to  this  theory:  (1) 
chest  pain,  (2)  murmurs  in  the  chest  and 
abdomen,  and  (3)  arterial  occlusion  in  the 
left  lower  extremity. 

Among  the  various  cardiovascular  acci- 
dents which  might  cause  unexpected  death, 
a  massive  pulmonary  embolus  can  be  prac- 
tically excluded  in  this  case.  There  was  no 
history  of  an  antecedent  cause  for  thrombo- 
embolic disease,  such  as  an  operation,  injury, 
or  infection.  It  is  true  that  massive  pulmon- 
ary embolism  may  result  from  spontaneous 
thrombus  formation  in  the  venous  tree,  but 
this  is  a  rare  possibility.  Our  patient  had  no 
respiratory  signs  or  symptoms,  and  there  had 
been  no  hemoptysis.  Although  he  did  have 
evidence  of  vascular  disease  in  the  left  leg, 
the  findings  were  definitely  arterial  and  not 
venous.  Furthermore,  death  due  to  massive 
pulmonary  embolism  is  usually  instantan- 
eous. 

Since  the  history  suggests  the  possibility 
of  rheumatic  heart  disease,  we  must  investi- 
gate the  potentially  fatal  complications  which 
may  result  from  this  condition.  Mitral  sten- 
osis with  associated  auricular  fibrillation  and 
the  release  of  a  formed  atrial  thrombus  might 
explain  the  vascular  occlusion  in  the  leg,  but 
would  not  account  for  the  chest  pain.  Fur- 
thermore, the  usual  murmurs  associated  with 
mitral  stenosis  were  not  heard  on  physical 
examination,  and  the  electrocardiogram  was 
reported  negative.  Sudden  death  resulting 
from  aortic  stenosis  is  usually  instantaneous, 
and  the  physical  findings  necessary  to  sub- 
stantiate this  diagnosis — namely,  a  definite 
thrill,  murmur,  and  narrowed  pulse  pressure 
— are  lacking.  Each  of  these  lesions  might 
be  complicated  by  subacute  bacterial  endo- 
carditis, but  in  the  absence  of  any  history  of 
a  febrile  illness,  fever,  splenomegaly,  or  other 
manifestations  of  peripheral  embolic  phe- 
nomena, this  possibility  seems  unlikely.  In 
certain  cases  of  acute  rheumatic  fever  sud- 
den death  has  resulted  from  an  anaphylac- 
toid type  of  reaction  which  causes  edema  at 
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the  coronary  ostia,  but  the  absence  of  joint 
pain,  fever,  and  electrocardiographic 
changes  is  against  this  diagnosis. 

Coronary  artery  disease,  and  more  speci- 
fically occlusive  coronary  artery  disease, 
must  be  considered  as  a  possible  cause  of 
this  man's  death.  If  one  surmises  that  the 
previous  episodes  of  chest  pain  were  anginal 
and  that  the  attack  immediately  preceding 
admission  was  a  massive  coronary  occlusion, 
then  one  might  have  an  adequate  explanation 
of  the  chest  pain,  the  peripheral  vascular  oc- 
clusive phenomena,  and  the  sudden  death. 

Against  this  diagnosis,  however,  are  the 
negative  electrocardiogram,  the  normal 
pulse  and  blood  pressure,  the  absence  of  cy- 
anosis or  friction  rub,  and  the  fact  that  the 
pain  radiation  was  not  characteristic  of  cor- 
onary artery  disease.  In  addition,  it  is  un- 
likely that  a  mural  thrombus  could  have 
formed  in  a  matter  of  minutes  or  hours.  This 
man  probably  did  not  die  from  occlusive  dis- 
ease of  the  coronary  arteries. 

A  fourth  possibility  is  a  dissecting  aneu- 
rysm of  the  aorta.  Less  than  1  in  3  of  such 
cases  are  diagnosed  ante  mortem,  and  the 
condition  is  often  confused  with  a  myriad  of 
surgical  diseases.  It  is  a  disease  in  which 
widespread  involvement  is  possible  on  the 
basis  of  a  single  lesion.  Such  an  aneurysm 
could  easily  explain  the  protean  signs  and 
symptoms  which  this  patient  exhibited. 

Dissecting  aneurysm  of  the  aorta  is  a  le- 
thal disease.  Ninety  per  cent  of  the  patients 
die  in  the  first  attack;  70  per  cent  of  these 
deaths  result  from  rupture  into  the  pericar- 
dial cavity,  20  per  cent  from  rupture  into 
the  left  thoracic  cavity,  5  per  cent  from 
rupture  into  the  mediastinum,  and  5  per 
cent  from  rupture  elsewhere,  or  involvement 
of  essential  vascular  structures.  In  the  10  per 
cent  who  recover,  recovery  is  probably  due 
to  the  fact  that  the  dissection  ruptures  back 
into  the  lumen  of  the  aorta,  producing  a 
double-barrelled  aorta. 

Dissecting  aneurysm  of  the  aorta  can 
cause  occlusion  of  the  major  vessels  at  dis- 
tant points.  Dissection  usually  begins  at  a 
point  not  too  far  from  the  aortic  ring,  in  a 
tear  involving  the  intima  and  inner  two 
thirds  of  the  media;  the  column  of  blood 
advances  rapidly  in  this  plane  of  cleavage 
throughout  the  course  of  the  aorta  or  its  ma- 
jor branches.  Vessels  along  the  course  of  the 
aorta  may  be  obstructed  as  a  result  of  dis- 


section along  the  course  of  the  vessel,  or — 
more  dramatically  —  by  the  actual  tearing 
away  of  the  vessel  at  its  junction  with  the 
aorta.  In  addition,  a  dissection  which  begins 
on  the  inferior  surface  of  the  thoracic  aorta 
may  completely  ring  the  aorta,  detaching  the 
media  and  intima ;  this  mass  of  tissue  may 
be  dislodged  into  the  blood  stream,  produc- 
ing obstruction  by  embolism. 

The  fact  that  the  patient  vomited  blood 
shortly  before  death  indicates  that  the  gas- 
trointestinal system  was  involved  in  the  path- 
ologic process  also.  This  involvement  could 
be  explained  by  a  dissecting  aneurysm  which 
suddenly  interrupted  the  vascular  supply  to 
the  abdominal  viscera,  producing  a  picture 
similar  to  mesenteric  thrombosis.  The  nor- 
mal pulse  and  blood  pressure  recorded  in 
this  case  are  not  uncommon  with  dissecting 
aneurysm  of  the  aorta.  The  pain  radiation 
can  easily  be  explained,  since  the  pain  radi- 
ates along  the  course  of  the  involved  vessels. 
Strangely  enough,  about  15  per  cent  of  these 
patients  complain  of  no  pain  at  all,  or  com- 
plain of  pain  only  while  the  dissection  is  in 
progress;  thereafter,  they  may  be  comfort- 
able. The  pain  may  radiate  into  the  upper 
extremities  and  neck,  suggesting  a  coronary 
occlusion ;  but  if  such  a  radiation  does  occur, 
there  is  always  some  associated  evidence  of 
interference  with  blood  supply  into  the  af- 
fected part. 

Dissecting  aneurysm  of  the  aorta  affords 
an  adequate  explanation  of  the  peculiar  mur- 
mur heard  in  the  epigastrium  and  radiating 
along  the  course  of  the  aorta  into  both  iliac 
vessels.  In  about  70  per  cent  of  the  cases  a 
diastolic  murmur  is  also  present  at  the  base 
of  the  heart  in  the  aortic  area,  and  is  thought 
by  some  to  result  either  from  distortion  of 
the  aortic  ring  and  true  insufficiency  of  the 
aortic  valve,  or  from  the  rush  of  blood 
through  the  dissected  aorta  in  diastole. 

On  the  assumption  that  the  cause  of  this 
patient's  death  was  a  dissecting  aneurysm 
of  the  aorta,  his  clinical  course  might  be 
reconstructed  as  follows:  Three  and  two 
weeks  prior  to  admission,  small  tears  in  the 
aorta  occurred  without  associated  dissection. 
On  the  night  of  admission  there  occurred  a 
new  tear,  or  a  dissection  in  the  previous  tears. 
Over  the  course  of  fifteen  minutes  this  aneu- 
rysm rapidly  dissected  down  the  aorta,  com- 
promising the  arterial  supply  to  the  abdom- 
inal viscera,  and  then  occluding  the  left  com- 
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mon  iliac  artery.  Death  resulted  from  shock 
associated  with  the  complete  occlusion  of  the 
left  common  iliac  artery  and  of  the  arterial 
supply  to  the  abdominal  viscera.  I  am  assum- 
ing that  the  operative  procedure  had  little 
or  no  influence  on  his  clinical  course. 

Little  is  known  about  the  causes  of  dis- 
secting aneurysm.  Syphilis  is  not  a  cause, 
since  the  meso-aortitis  associated  with  this 
infection  actually  prevents  dissection  by  fu- 
sion of  the  walls  of  the  aorta.  Dissection 
may  occur  in  association  with  certain  con- 
genital anomalies,  such  as  coarctation  and 
hypoplastic  aortas.  Actual  rupture  without 
dissection  may  result  from  trauma  direct  to 
the  aorta,  and  also  from  necrotizing  infec- 
tions involving  the  various  components  of  the 
arterial  wall.  In  some  cases  dissection  begins 
in  an  atheromatous  plaque  or  ulcer,  but  the 
majority  are  due  to  idiopathic  cystic  medial 
necrosis.  In  this  condition  the  elastic  fibers 
and  connective  tissue  within  the  media  of  the 
aortic  wall  usually  show  demonstrable  de- 
generative change.  Dissection  occurs  most 
often  in  patients  with  hypertensive  cardio- 
vascular disease,  but  the  relationship  of  hy- 
pertension to  dissecting  aneurysm  is  not 
known. 

This  disease  is  usually  considered  a  medi- 
cal problem,  but  in  at  least  one  reported  in- 
stance111 a  patient  has  survived  a  cellophane 
wrapping  of  the  thoracic  aorta.  Several  years 
ago  Gurin'-'  described  an  operation  in  which 
the  intima  at  the  most  advanced  point  of  the 
dissection  was  incised  to  convert  the  dissec- 
tion into  a  double-barreled  aorta.  It  is  un- 
likely, however,  that  either  of  these  opera- 
tive procedures  could  influence  the  course  of 
the  disease  substantially. 

Dr.  Myers'  Diagnosis 
Dissecting  aneurysm  of  the  aorta,  prob- 
ably resulting  from  idiopathic  cystic  medial 
necrosis,  with  occlusion  or  destruction  of  the 
arterial  supply  to  the  abdominal  viscera  and 
to  the  left  lower  extremity. 

Pathologic  Discussio)i 
Dr.  Thomas  N.  Lide  :  The  pathologic 
changes  in  this  case  were  of  two  types,  and 
were  limited  primarily  to  the  dissecting  aneu- 
rysm found  in  the  aorta  and  to  the  lesions 
usually  associated  with  shock.  The  body  was 
well  developed  and  well  nourished  and  showed 

1.  Golden,  A.  and  Weens.  II.  S.:  The  Diagnosis  of  Dissecting 
Aneurysm  of  the  Aorta  by  Angiocardiography,  Am.  Heart 
J.  37  U14-J  is    (Jan.)    1910. 

2.  Reference   deleted  in  the  proof. 


a  recent  surgical  incision  29  cm.  long  in  the 
left  mid-rectus  region.  There  was  a  congeni- 
tal phymosis.  No  other  external  abnormali- 
ties were  noted.  About  75  cc.  of  dark,  clotted 
blood  was  found  in  the  peritoneal  cavity,  but 
no  additional  blood  was  found  in  any  of  the 
serous  cavities.  The  heart  was  not  enlarged 
or  dilated.  The  valves  were  competent.  About 
2  cm.  above  the  aortic  valve  there  was  a 
complete  transverse  laceration  of  the  aorta, 
which  encircled  it  at  this  level;  a  somewhat 
spiral  branch  extended  downward  to  the  level 
of  the  cusps.  From  this  point  through  the 
thoracic  and  abdominal  aorta  a  dissecting 
column  of  blood  had  split  the  media  through 
what  appeared  to  be  its  outer  third.  This  sep- 
aration involved,  almost  through  the  entire 
dissection,  about  three  fourths  of  the  circum- 
ference of  the  aorta.  The  dissected  channel 
was  filled  with  dark,  clotted  blood.  The  silk 
sutures  placed  at  operation  in  the  left  ex- 
ternal iliac  artery  were   in  place. 

The  lumens  of  the  renal  and  mesenteric 
arteries  were  greatly  narrowed,  but  not  com- 
pletely occluded.  This  same  change  was  found 
in  both  iliac  arteries.  The  dissection  appar- 
ently had  extended  downward  for  a  consid- 
erable distance  below  the  point  at  which  the 
vessels  were  severed.  The  smaller  branches 
of  the  aorta  had  been  dissected  by  the  blood 
stream,  and  the  remaining  intima  had  been 
torn  loose.  There  were  also  several  areas  of 
atheromatous  deposits  in  the  ascending  and 
descending  aorta.  These  were  located  distal 
to  the  laceration  and  apparently  were  unre- 
lated to  the  aneurysm. 

Some  pulmonary  emphysema  was  noted  at 
the  apices,  and  the  lungs  were  slightly  hy- 
peremic.  The  liver  and  spleen  were  congested, 
but  other  abnormalities  of  these  organs  were 
not  found.  The  digestive  tract  showed  promi- 
nent changes,  more  or  less  expected  in  view 
of  the  circulatory  deficiency  associated  with 
involvement  of  mesenteric  arteries.  From  the 
level  of  the  second  portion  of  the  duodenum 
downward  through  the  jejunum,  the  bowel 
was  grossly  discolored  (dark  red)  and  ap- 
peared to  be  in  the  early  stages  of  gangrene. 
The  remainder  of  the  ileum  was  quite  hyper- 
emic,  but  the  changes  were  less  marked  than 
in  the  jejunum.  No  gross  changes  were 
noted  in  the  adrenals  or  kidneys. 

The  microscopic  changes  seen  in  the  aorta 
were  relatively  slight  except  for  the  dissec- 
tion. Medial  necrosis  was  found  in  a  few 
areas,  and  it  was  felt  that  this  lesion  might 
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have  played  some  role  in  the  onset  of  the  dis- 
section. Changes  in  the  vasa  vasorum  were 
not  impressive  at  any  point,  although  there 
was  very  slight  thickening  here  and  there  of 
the  vessels  in  the  adventitia.  Some  hyper- 
emia was  noted  in  the  lungs,  spleen,  adrenal 
glands,  and  liver;  this  change  was  marked 
in  the  kidneys,  where  it  was  associated  with 
severe  cloudy  swelling  of  the  renal  tubules. 
The  kidneys  also  contained  small  focal  in- 
farcts of  very  recent  origin. 

The  evidence  points  to  the  fact  that  this 
patient  died  in  shock,  probably  as  a  result  of 
the  aortic  dissection,  the  surgical  procedure, 
or,  most  likely,  both.  In  any  event  it  is  likely 
that  the  aortic  dissection  would  have  rup- 
tured shortly,  or  that  the  lack  of  blood  sup- 
ply to  the  vital  organs  would  have  produced 
ischemia. 

The  etiology  of  the  dissecting  aneurysm 
in  this  case  is  open  to  considerable  specula- 
tion. The  previously  mentioned  foci  of  medial 
degeneration  in  the  aorta  seemed  to  involve 
only  the  collagenous  connective  tissue,  pro- 
ducing hyalinization  and  in  some  areas  loss 
of  fibrous  tissue  structure;  the  elastic  and 
muscular  elements  apparently  were  not  dam- 
aged. A  second  possibility  is  injury  to  the 
vasa  vasorum,  which  we  could  not  demon- 
strate. A  third  is  that  the  sclerotic  plaques 
in  the  ascending  and  descending  aorta  may 
have  borne  some  relationship  to  the  dissec- 
tion, but  there  was  no  gross  positive  evi- 
dence of  this,  and  the  borders  of  the  lacera- 
tion were  smooth  and  delicate.  The  patient 
was  apparently  not  hypertensive,  and  cer- 
tainly had  no  evidence  of  any  long  standing 
previous  hypertension.  We,  then,  do  not  have 
evidence  of  any  primary  etiologic  cause  for 
dissection  in  this  case. 

Numerous  theories  have  been  advanced  to 
explain  the  etiology  of  dissecting  aneurysm 
and  spontaneous  rupture  of  the  aorta,  but 
none  can  be  applied  in  every  case.  It  is  prob- 
able that  there  are  numbers  of  possible 
causes  for  dissecting  aneurysm.  The  occur- 
ence of  cystic  medial  necrosis  in  association 
with  dissecting  aneurysms  has  been  dis- 
cussed by  Erdheim'31.  Various  degenerative  le- 
sions of  the  media  have  been  described,  some 
cystic  and  some  non-cystic.  One  is  primary 
degeneration  of  the  elastic  fibrils  character- 
ized by  fatty  metamorphosis,  fragmentation 

3.  Erdheim,  J.:  Medionecrosis  Aortae  Idiopathica,  Virchows 
Arch.  f.  path  Anat.  273:454-479,  1929,  and  270:187-229, 
19311. 


and  necrosis,  with  varying  degrees  of  injury 
to  the  supporting  collagenous  tissue  and 
muscle  fibers.  The  second  change  described 
is  hyaline  degeneration  of  the  connective  tis- 
sue, such  as  we  were  able  to  demonstrate  in 
this  case.  The  third  is  fatty  degeneration  and 
atrophy  of  muscle  cells.  The  fourth  is  a  non- 
exudative  necrosis  of  muscle  cells  which  may 
vary  from  the  simple  loss  of  nuclei  in  the 
area  to  complete  replacement  by  homogen- 
ized muscle  cells  and  collagenous  tissue;  mu- 
coid accumulations  may  or  may  not  be  pres- 
ent. A  fifth  lesion  described  is  what  appears 
to  be  a  primary  overproduction  of  mucoid 
material  in  the  ground  substance,  with  en- 
croachment upon  muscle,  elastic  and  collag- 
enous fibers,  leading  to  their  eventual  de- 
struction and  the  formation  of  cysts.  The 
fifth  lesion  has  been  described  most  often 
and  is  thought  by  some  to  possess  a  direct 
etiologic  relationship  to  dissecting  aneurysm. 

Among  other  etiologic  agents  which  have 
been  mentioned  are  the  congenital  anomalies 
of  the  media,  with  thinning  of  the  wall  and 
deficiency  of  the  muscular  and  elastic  ele- 
ments; atherosclerosis  involving  the  intima 
of  the  aorta ;  atherosclerosis  and  arteriolar 
lesions  involving  the  vasa  vasorum14' ;  hv- 
pertension'31 ;  rheumatic  fever'6' ;  and  various 
toxins,  including  nicotine'71,  diphtheria  tox- 
in(s\  and  epinephrine'01.  Syphilis  has  also 
been  considered,  but  the  syphilitic  process  in 
the  aorta  is  one  of  fibrous  tissue  prolifera- 
tion which  would  tend  to  preclude  dissection. 
Patients  with  dissecting  aneurysms  of  the 
aorta  may  be  divided  into  two  groups'101:  (1) 
the  acute  cases,  in  which  death  usually  oc- 
curs within  a  few  days  after  the  onset;  and 
(2)  the  more  chronic  type,  in  which  the  pa- 

4.  fa)  Taylor.  F.  R.  and  Morehead,  R.  P.:  Spontaneous 
Complete  Rupture  of  the  Aorta  Without  Dissecting 
Aneurysm  with  Report  of  a  Case  Showing  a  New  Physical 
Sisn  (Peri-Aortic  Friction  Rubl.  Ann.  Int.  Med.  21:81-100 
(July)  1941.  (h)  Winternitz.  M.  C  Thomas,  R.  M..  and 
LeCompte.  P.  M.:  Studies  in  the  Pathology  of  Vascular 
Disease.  Am.  Heart  J.  14:399-104  (Oct.)  1937.  (c'  Tyson. 
M.  D.:  Dissecting  Aneurysms.  Am.  J.  Path.  7:581-003 
(Nov.)    1931. 

.7.  Peery.  T.  M.:  Dissecting  Aneurysms  of  the  Aorta.  Am. 
Heart   J.    12:050-005    (Dec.)    1930. 

0.  (a)  Pappenheimer.  A.  M.  and  von  Glahn.  W.  C :  Lesions 
of  the  Aorta  Associated  with  Acute  Rheumatic  Fever  and 
with  Chronic  Cardiac  Disease  of  Rheumatic  Origin.  .1.  M- 
Research  44:489-505  (Sept.)  1924.  (b)  Perla.  D.  and  Deutch, 
M.:  Intima]  Lesion  of  the  Aorta  in  Rheumatic  Infections, 
Am.  .1.  Path.   5:45-55    (Jan.)    1929. 

7.  Furno,  A.,  in  Zentralbl  f.  alleg.  Path,  and  path.  Aunt. 
35:1S8,    1924.  . 

s.  Duff.  G.  L.:  Medical  Defeneration  in  Aorta  ot  Rabbit 
Produced  by  Diphtheria  Toxin,  Arch.  Path.  13:543-557 
(April)    1932.  ,  ,    ,     ... 

9.  (a)  Kalb.  in  Arch.  f.  exper.  Path,  and  Pharmakol.  53: 
140.   1905.  .  ,■    T    •  i 

(b)    Waterman,    X.:    Arterioskerose    nach    Adrenalin-InjeK- 
tionen.   Arch.  f.   oath.    Anat.   191:202,   190S. 
10.    Flaxman.    X.:    Dissecting    Aneurysm    of    the    Aorta.     Am. 
Heart   J.    24:654-060    (NTov.)    1942. 
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tient  lives  for  an  average  of  about  three 
years.  Death  may  be  immediate  or  the  pa- 
tient may  live  for  many  years  and  engage  in 
active  exercise'11'.  The  dissection  may  extend 
for  only  a  few  centimeters,  or  it  may  involve 
the  entire  aorta.  The  aorta  may  also  recan- 
alize  to  form  a  new  or  a  double  channel. 

Anatomic  Diagnoses 

1.  Idiopathic  medial  necrosis  of  the  aorta 

2.  Dissecting  aneurysm  of  the  entire  aorta, 
extending  from  a  point  of  complete  cir- 
cumferential laceration  of  the  intima 
above  the  aortic  valve  to  the  external  iliac 
arteries 

3.  Occlusion  or  partial  obstruction  of  the 
large  and  small  branches  of  the  aorta 

4.  Early  gangrene  of  the  small  intestine 

5.  Focal  infarcts  of  the  kidneys 

6.  Extensive  cloudy  swelling  of  the  kidneys 
and  liver 

7.  Hyperemia  of  the  lungs,  spleen,  liver,  and 
kidneys 

11.  Weiss,  S.,  Kinney,  T.  D.  and  Maher.  M.  M. :  Dissecting 
Aneurysm  of  Aorta  with  Experimental  Atherosclerosis, 
Am.  J.  M.  So.  200:192-203    (Aug.)    in  10. 
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YOUNG    PHYSICIAN    WANTED    FOR 
GENERAL  PRACTICE 

The  services  of  a  voung  physician  are  desired 
in  Mt.  Olive,  North  Carolina.  Town  of  4,000 
population  and  thriving  surrounding  farm 
area  offer  fine  opportunity  for  location. 
Office  facilities  in  heart  of  business  district 
always  occupied  by  physicians  will  be  offered 
rent  free  until  physician  establishes  himself. 
Mt.  Olive  stands  13th  in  the  state  in  the  num- 
ber of  rural  patrons  served  by  its  postoffice. 
all  of  whom  are  dependent  upon  the  town  for 
its  medical  service.  Interested  parties  should 
get  in  touch  with  Mr.  W.  K.  Lewis,  Mt.  Olive, 
N.  C. 


PHRSICIAN  WANTED 
WANTED:  Experienced  eye,  ear,  nose,  and 
throat  physician  to  take  over  practice,  well 
established  by  two  physicians,  in  one  of  best 
cities  in  the  state;  big  pay  rolls.  For  price  of 
equipment  full  details  will  be  furnished.  New 
100  bed  hospital  building  in  the  community. 
Reply  to  Box   1606.  Raleigh,  N.  C. 


WANTED 
Copies  of  the  NORTH  CAROLINA  MEDI- 
CAL JOURNAL  for  April  and  December, 
1949.  Fifty  cents  will  be  paid  for  each  copy 
of  one  of  these  issues  received  in  good  condi- 
tion at  the  office  of  the  business  manager, 
Mr.  J.  T.  Barnes,  203  Capital  Club  Building, 
Raleigh,  N.  C. 


NORTH  CAROLINA  TUBERCULOSIS 
ASSOCIATION 

Program  of  Annual  Meeting 

Washington  Duke  Hotel 

Durham,  N.  C. 

May  22-23,  1950 

Monday,  May  22,  1950 
10:30  A.M.     Registration— Lobby 
1:30  P.M.     General  Session— Crystal  Ball  Room 

Presiding:  Kemp  D.  Battle — President, 
North  Carolina  Tuberculosis  Associa- 
tion, Rocky  Mount 

Invocation — The  Reverend  D  D.  Holt, 
Trinity  Methodist   Church,  Durham 

Welcome — Mayor  Dan  K.  Edwards, 
Durham 

Business  Meeting-  of  the  Association 

Tuberculosis  and  Multiple   Screening— 
Dr.  A.  L.  Chapman,  Medical  Director 
Chief,   Division  of  Chronic  Diseases, 
Public    Health    Service,    Washing- 
ton, D.  C. 

Discussion 
3:00  P.M.     Public   Health    Section  —  Crystal   Ball 

Room 

Presiding:  Mrs.  Helen  Baldwin — Execu- 
tive Secretary,  Buncombe  County  Tu- 
berculosis and  Health  Association; 
President,  North  Carolina  Conference 
of  Tuberculosis  Secretaries,  Asheville 

The  Role  of  the  Public  Health  Nurse 
in  Tuberculosis  Control  —  Mrs. 
Blanche  Vincent,  Public  Health  Nurs- 
ing Consultant,  North  Carolina  State 
Board  of  Health,  Raleigh 

The  Role  of  the  Institutional  Nurse  in 
Tuberculosis  Control — Barbara  M. 
Landauer,  Chief,  Nursing  Service, 
Veterans  Administration  Hospital, 
Oteen 

Discussion 
4 :00  P.M.     Panel — Meeting  the  Economic  Needs  of 
the  Tuberculous  and   His  Family 

Discussants:  Mrs.  Isabelle  Carter, 
Chairman — Associate  Professor  of 
Social  Work,  University  of  North 
Carolina,  Chapel  Hill;  Ada  McCrack- 
an — Director,  Field  Social  Work 
Service,  North  Carolina  Department 
of  Public  Welfare,  Raleigh;  Dr.  Stu- 
art Willis,  Superintendent  and  Medi- 
cal Director  of  North  Carolina  State 
Sanatorium,  McCain;  W.  T.  Woodard, 
Jr. — Superintendent,  Johnston  Coun- 
ty Welfare  Department,  Smithfield; 
Nelson  W.  Stephenson — Field  Secre- 
tary, North  Carolina  Tuberculosis  As- 
sociation, Raleigh 

Discussion 
3:00  P.M.     Medical    Section— Sections   2   and    3   — 

Main  Ball  Room 

Presiding:  Dr.  Joseph  S.  Hiatt,  Jr. — 
President,  North  Carolina  Trudeau 
Society.  North  Carolina  Sanatorium, 
McCain 

Drug  Therapy  in  Tuberculosis  —  Dr. 
Carl  Muschenheim,  Associate  Profes- 
sor of  Clinical  Medicine,  Cornell  Uni- 
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versity  Medical   College,  New  York, 
N.  Y. 

Discussion 
4:00-1:15  P.M.     Intermission 

4:15  P.M.  Thoracic  Surgery — Dr.  James  D.  Mur- 
phy, Chief,  Surgical  Service,  Vet- 
erans Administration,  Oteen 

Discussion 
4:45  P.M.     Histoplasmosis  in  North  Carolina 

Discussants:  Dr.  Robert  J.  Murphy, 
North  Carolina  State  Board  of 
Health,  Raleigh;  Dr.  William  Peck 
— North  Carolina  Sanatorium,  Mc- 
Cain; Mrs.  Blanche  Vincent,  Raleigh 

Discussion 
6:00  P.M.     Dinner  Meetings 

N.  C.  Tuberculosis  Association  Board  of 
Directors — Main  Dining  Room — Lob- 
by Floor 

N.  C.  Conference  of  Tuberculosis  Sec- 
retaries— Green  Room 
S:00  P.M.     Public  Health  Section— Crystal  Ball 

Room 

Presiding:  Mrs.  Eleanor  Smith — Exe- 
cutive Secretary,  Lenoir  County  Tu- 
berculosis Association,  Kinston 

Symposium  on  Christmas  Seal  Sale 

1.  Looking  Toward  the  1950  Christmas 
Seal  Sale — Implications  from  the  Na- 
tional Standpoint — Nelson  R.  Krae- 
mer,  Director  of  Christmas  Seal  Sale, 
National  Tuberculosis  Association, 
New  York,  N.  Y. 

2.  How  We  Reached  our  1949  Seal  Sale 
Goal — Mrs.  Mildred  T.  Greene,  Ex- 
ecutive Secretary,  Greensboro  Tu- 
berculosis Association,  Greensboro 

3.  North  Carolina  Looks  Toward  the 
1950  Seal  Sale— Anne  Mann,  Field 
Secretary,  North  Carolina  Tubercu- 
losis Association,  Raleigh 

Discussion 
8:00  P.M.     Medical   Section  — Sections  2  and  3  — 

Main  Ball  Room 

Presiding:  Dr.  E.  A.  Stead,  Jr. — Pro- 
fessor of  Medicine,  Duke  University 
School  of  Medicine,  Durham 

A  Review  of  the  Treatment  of  Pulmon- 
ary Tuberculosis — Dr.  Paul  Ringer, 
Asheville 

Discussion 

Looking  Forward  in  the  Treatment  of 
Pulmonary  Tuberculosis  —  Dr.  J.  B. 
Stocklen,  Controller  of  Tuberculosis 
for  Cuyahoga  County,  Cleveland, 
Ohio 

Discussion 

Tuesday,    May    23,    1950 
9:30  A.M.     General  Session— Crystal  Ball  Room 

Presiding:  J.  W.  Atkins — Editor  and 
Publisher,  Gastonia  Gazette,  Gas- 
tonia 

Good  Public  Relations  and  Good  Pub- 
lic Health — John  Harden,  Vice-Presi- 
dent and  Public  Relations  Director, 
Burlington  Mills,  Greensboro 

What  Good  Public  Relations  Mean  to 
the  Voluntary  Agency — K.  W.  Grim- 
ley,  Executive  Secretary,  Alabama 
Tuberculosis  Association,  Birming- 
ham, Alabama 

The  Place  of  Rehabilitation  in  the 
Treatment  of  Tuberculosis — Dr.  J.  B. 


Stocklen 

Future  Prospects  in   the  Treatment  of 
Tuberculosis  —  Dr.     Carl     Muschen- 
heim,  New  York,  N.  Y. 
1:00  P.M.     Luncheon  Meeting — Sections  2  and  3 — 

Main  Ball  Room 

Presiding:  Kemp  D.  Battle,  Rocky 
Mount 

Invocation — Dr.  Kelsey  Regen,  First 
Presbyterian  Church,  Durham 

Music — Duke   University 

1949  Christmas  Seal  Sale  Report — Lee 
Gravely,  1949  State  Seal  Sale  Chair- 
man, Rocky  Mount 

Presentation  of  Speaker — Dr.  David  T. 
Smith,  President  of  the  National  Tu- 
berculosis   Association,    Durham 

Address:  "What  Lies  Ahead" — Dr. 
James  E.  Perkins,  Managing  Direc- 
tor, National  Tuberculosis  Associa- 
tion, New  York,   N.  Y. 
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New  Hanover  County  Medical 
Symposium 

The  fourth  annual  symposium  sponsored  by  the 
New  Hanover  County  Medical  Society  will  be  held 
at  the  Lumina  Pavilion  at  Wrightsville  Beach  on 
Friday,  August  25.  Five  nationally  known  speakers 
will  appear  on  the  program.  Doctors  expecting  to 
attend  are  requested  to  make  reservations  early. 

Fishing  parties  for  the  week-end  will  be  arranged 
for  those  who  are  interested. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

A  month's  course  in  Medical  Mycology,  under  the 
direction  of  Dr.  Norman  F.  Conant,  is  to  be  offered 
at  Duke  University  School  of  Medicine  and  Duke 
Hospital,  July  3-July  29,  1950.  The  course  will  be 
offered  every  day  in  the  week,  except  Sunday,  and 
has  been  designed  to  insure  a  working  knowledge 
of  the  human  pathogenic  fungi  within  the  time 
allotted. 

Emphasis  will  be  placed  on  the  practical  aspects 
of  the  laboratory  as  an  aid  in  helping  establish  a 
diagnosis  of  fungus  infection.  Insofar  as  possible 
and  as  patients  become  available,  methods  of  col- 
lecting materials  in  the  clinic  for  study  and  culture 
will  be  stressed.  Work  with  patients,  clinical  ma- 
terial, cultures  and  laboratory  animals  will  serve 
as  a  basis  for  this  course.  An  opportunity  to  study 
pathologic  material,  gross  and  microscopic,  will  be 
given  those  whose  previous  training  would  allow 
them  to  obtain  the  greatest  benefit  from  a  study 
of  such  material. 

The  number  of  applicants  for  the  course  will  be 
limited,  and  the  applications  will  be  considered  in 
the  order  in  which  they  are  received.  An  attempt  will 
be  made,  however,  to  select  students  on  the  basis 
of  their  previous  training  and  their  stated  need  for 
this  type  of  work. 

A  fee  of  $50.00  will  be  charged  for  this  course, 
upon  the  completion  of  which  a  suitable  certificate 
will  be  awarded.  Inquiries  should  be  directed  to  Dr. 
Norman  F.  Conant,  Professor  of  Mycology,  Duke 
University  School  of  Medicine,  Durham,  N.  C. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake  Forest 

College 

The  Beta  chapter  of  Alpha  Omega  Alpha  in  North 
Carolina,  located  at  the  Bowman  Gray  School  of 
Medicine,  presented  a  panel  on  medical  education  on 
April  27  in  connection  with  the  visit  of  the  suiwey 
team  on  medical  education  in  the  United  States  and 
the   induction  of  ten  members  into   the   society. 

Dr.  Alan  Valentine,  president  of  the  University 
of  Rochester,  was  chairman  of  the  panel.  Discus- 
sants were:  Dr.  D.  B.  Bryan,  dean  of  the  school  of 
liberal  arts,  Wake  Forest  College,  whose  subject 
was  "Medical  Education  as  Preparation  for  the  Pro- 
fessions"-; Dr.  Currier  McEwen,  dean  of  New  York 
University  Medical  School,  "Undergraduate  Medical 
Education";  Dr.  Robert  C.  Berson,  assistant  dean, 
University  of  Illinois  School  of  Medicine,  "Medical 
Education  for  the  Specialties";  and  Irving  Carlyie, 
attorney  and  former  president  of  the  board  of  trus- 
tees of  Wake  Forest  College,  "Medical  Education  to 
Meet  the  Needs  of  the  Public." 

AOA  members  inducted  at  the  time  include:  Wil- 
liam T.  Bethea,  Jr.,  of  Dillon,  South  Carolina,  James 
K.  Pope  of  Mt.  Mourne,  Claude  McClure,  Jr.,  of 
Spruce  Pine,  Ira  Gordon  Early  of  Thomasville,  Glenn 
B.  Hayes  of  Etters  Postoffice,  Pennsylvania,  Char- 
lotte R.  Kay  of  Charlotte,  and  Warren  H.  Jones  of 
Lakeport,  New  Hampshire,  from  the  senior  class; 
and  David  F.  Freeman  of  Raleigh,  Livingston  John- 
son of  Winston-Salem,  and  Horace  W.  Miller,  Jr., 
of  Asheville  from  the  junior  class. 

Dr.  Parker  R.  Beamer,  professor  of  microbiology 
and  immunology,  was  elected  vice  president  of  the 
Society  of  North  Carolina  Bacteriologists  at  a  meet- 
ing in  Durham  on  April  1. 

Dr.  Bennette  B.  Pool,  assistant  professor  of  clini- 
cal internal  medicine,  was  recently  elected  to  mem- 
bership by  the  American  Academy  of  Allergy. 

Dis.  David  Cayer  and  George  T.  Harrell,  Jr.,  de- 
partment of  internal  medicine,  and  Dr.  William  A. 
Wolff,  associate  professor  of  clinical  chemistry  and 
toxicology,  have  been  elected  to  membership  in  the 
Society  for  Experimental  Biology  and  Medicine.  Dr. 
Harrell  was  named  secretary  and  treasurer  of  the 
Southern  Society  for  Clinical  Research. 

Dr.  H.  H.  Bradshaw,  professor  of  surgery,  will 
address  the  county  medical  society  at  Sacramento, 
California,  on  May  17,  on  the  subject  of  "Surgical 
Treatment  of  Congenital  Heart  Disease." 

Dr.  Robert  B.  Lawson,  professor  of  pediatrics, 
has  been  named  to  the  editorial  board  of  the  Ameri- 
can Journal  of  Diseases  of  Children. 

Dr.  Lloyd  J.  Thompson,  professor  of  neuropsychi- 
atry, has  been  named  to  a  three-year  term  on  the 
board  of  directors  of  the  North  Carolina  Mental 
Hygiene   Society. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  Greensboro  Tuberculosis  and  Heart  Associa- 
tion, together  with  the  Hayes-Taylor  YMCA  and  the 
Guilford  County  Health  Department,  completed  their 
second  annual  Negro  Health  Institute  April  6.  High- 


lights of  the  Institute  included  health  exhibits  and 
lectures  and  movies  concerning  cancer,  tuberculosis, 
heart  diseases,  and  venereal  disease. 

Speakers  heard  at  the  institute  included  Drs.  E.  H. 
Ellinwood,  Guilford  County  Health  Officer;  M.  D. 
Bonner,  Superintendent  and  Medical  Director,  Guil- 
ford County  Sanatorium;  J.  B.  McLaughlin  and  Ar- 
thur Freedman,  heart  specialists;  and  Walter 
Hughes,  F.  K.  Harder,  and  Charlotte  H.  Brown,  all 
of  Greensboro. 


Complete  returns  of  the  1949  Seal  Sale  show  an 
increase  over  1948  of  $11,056.57,  or  approximately  3 
per  cent.  The  total  sale  for  1949  was  $386,865.98. 


In  an  organizational  meeting  at  the  Jarrett 
Springs  Hotel,  civic  leaders  ratified  their  constitu- 
tion and  formed  the  Jackson  County  Tuberculosis 
Association.  Up  until  this  time,  the  county  had  two 
committees,  one  in  Cullowhee  and  one  in  Sylva. 
(BULLETIN    BOARD    CONTINUED    ON    PAGE    208) 


BOOK  REVIEWS 


Proceedings  of  the  First  Clinical  ACTH  Con- 
ference.  By   John   R.   Mote,   M.D.,   Medical 
Director  of  Armour  Laboratories.  607  pages. 
Price    $5.50.    Philadelphia:      The    Blakiston 
Company,  1950. 
This  volume  represents  the  proceedings  of  an  in- 
formal conference  on  ACTH  and  consists  of  52  case 
or     project    reports    completed    or    in    progress    in 
October,    1949.   The    spectrum   of    diseases   showing 
some  response  to  ACTH  emphasizes  the  importance 
of   adrenal  cortical  function;   however,  the   number 
of   patients   in   any   one    series   is   limited    and   the 
cases  have  not  been  followed  long  enough  to  permit 
valid   conclusions   concerning  the   effect  of  adi-enal 
cortical  stimulation  by  ACTH.  The  publication  is  of 
definite   help   in   making   available   to   investigators 
data  collected  throughout  the  country,  but  it  is  of 
limited  value  to  practitioners  and  students. 


The   Salt-Free    Diet   Cook   Book.   By   E.   G. 
Conason,  M.D.,  and  Ella  Metz,  Dietitian.  137 
pages.  Price,  $3.00.  New  York:   Lear  Pub- 
lishers, 1950. 
The  use  of  the  low  sodium  diet  is  now  generally 
accepted  as   a  valuable   and   fundamental   approach 
to   the   therapy   of  many  disorders  associated   with 
hypertension  and   edema.   Although   some   such  pa- 
tients   do  not   respond  to  a   sodium  restricted  diet, 
many  who  might  respond  fail  to  cooperate  because 
of  the  diet's  monotony  and  lack  of  palatableness. 

The  authors  have  dealt  realistically  with  this  dif- 
ficult task,  and  have  listed  sample  menus  and  num- 
erous recipes  in  which  the  caloric  and  sodium 
content  have  been  calculated.  Specific  consideration 
is  given  the  diabetic,  as  well  as  the  patient  who 
eats  out.  The  sodium  and  caloric  content  of  some 
600  foods,  as  determined  by  four  separate  authori- 
ties, is  tabulated. 

The  authors  point  out  that  the  depletion  of  sodium 
is  a  real  danger,  and  that  the  patient  must  remain 
in  the  care  of  a  competent  physician  while  on  the 
diet. 

The  book  should  be  of  value  for  distribution  to 
patients  who  require  such  diets,  and  to  all  phy- 
sicians interested  in  the  treatment  of  disorders  which 
appear  to  be  benefited  by  a  restriction  of  calories 
and  sodium  in  the  diet. 
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WOMAN'S  AUXILIARY  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

PROGRAM 

of  the 

TWENTY-SEVENTH   ANNUAL   MEETING 

SAN  FRANCISCO,  CALIFORNIA 

JUNE   26-30.    1950 

Mrs.  Clifford   Long,   Chairman 
Committee  on  Arrangements 

A  cordial  invitation  is  extended  to  all  mem- 
bers of  the  Woman's  Auxiliary  to  the  Ameri- 
can Medical  Association,  their  guests  and 
guests  of  physicians  attending  the  conven- 
tion of  the  American  Medical  Association,  to 
participate  in  all  social  functions  and  attend 
the  general  sessions  of  the  Auxiliary. 

Headquarters  will  be  at  the  Fairmont  Ho- 
tel. Tickets  will  be  available  at  the  registra- 
tion desk  only.  Please  register  early  and  ob- 
tain your  badge  and  program. 

REGISTRATION  HOURS 

Sunday    12:00       M.  to     4:00  P.M. 

Monday    9:00  A.M.  to     4:00  P.M. 

Tuesday  9:00  A.M.  to     4:00  P.M. 

Wednesday    9:00  A.M.  to     4:00  P.M. 

Thursday  9:00  A.M.  to  12:00       M. 

PRECONVENTION  SCHEDULE 
Sunday,   June   25 

12:00  Noon  to  4:00  P.M.— Registration— Lobby- 
Fairmont  Hotel.  The  members  of  the  Hospitality 
Committee  will  welcome  members  and  guests  of  the 
Woman's  Auxiliary- 
Monday,  June  26 
ROUND  TABLE  DISCUSSIONS— GREEN  ROOM 
(Hotel    Fairmont) 

9-10  A.M. — Hygeia  —  Mrs.  Herbert  W.  Johnson, 
Chairman. 

10-11  A.M. — Legislation — Mrs.  Bruce  Schaefer, 
Chairman. 

11-12:30  P.M.— Public  Relations— Mrs.  Paul  Craig, 
Chairman. 

2-3:00  P.M.— Program  —  Mrs.  Leo  J.  Schaefer, 
Chairman. 


4:00  P.M.  to  6:00  P.M. — Tea  honoring  Mrs.  David 
B.  Allman,  president,  and  Mrs.  Arthur  A.  Herold, 
president-elect,  will  be  given  for  the  members  of  the 
National  Board  of  Directors,  the  state  presidents 
and  presidents-elect,  and  guests.  Regency  Room, 
Huntington  Hotel.  Tickets  $2.25.  All  doctors'  wives 
cordially  invited.  Hostesses:  The  Woman's  Auxiliary 
to  the  Califoi-nia  Medical  Association. 

Sightseeing  Trips 

12:30  P.M. — Trip  around  San  Francisco  —  S2.59 
(tax  included).  Busses  will  depart  from  and  return 
to   Fairmont   Hotel. 

8:00  P.M. — Chinatown  and  Fisherman's  Wharf — 
$1.90   (tax  included). 


CONVENTION   PROGRAM 
Tuesday,  June  27 

9:00  A.M. — Formal  opening  of  the  twenty-seventh 
annual  meeting  of  the  Woman's  Auxiliary  to  the 
American  Medical  Association,  Gold  Room,  Hotel 
Fairmont. 

12:30  P.M. — Luncheon  in  honor  of  the  past  presi- 
dents of  the  Woman's  Auxiliary  to  the  American 
Medical  Association,  Venetian  Room,  Hotel  Fair- 
mont. Tickets  $3.00  (tax  and  gratuity  included).  Mrs. 
David  B.  Allman,  presiding.  Guest  speaker:  Dr.  Er- 
nest B.  Howard,  Assistant  Secretary,  American  Med- 
ical Association. 

Afternoon   Session 

2:00  P.M.— Report  of  the  Board  of  Directors. 

8:00  P.M. — Opening  meeting  of  the  American  Med- 
ical Association — Palace  Hotel  (Ballroom).  Mem- 
bers of  the  Woman's  Auxiliary  and  guests  are  wel- 
come. 

Wednesday,   June   2S 

9:00  A.M. — General  Session  of  the  Woman's  Aux- 
iliary to  the  American  Medical  Association —  Ven- 
etian Room. 

12:30  P.M. — Annual  Luncheon  in  honor  of  Mrs. 
David  B.  Allman,  president,  and  Mrs.  Arthur  A.  Her- 
old, president-elect,  Peacock  Court,  Mark  Hopkins 
Hotel.  Tickets  $3.50  (tax  and  gratuity  included). 
Mrs.  Jesse  D.  Hamer,  past  president,  presiding. 
Guests  of  Honor:  Dr.  Ernest  E.  Irons,  president, 
American  Medical  Association;  Dr.  Elmer  L.  Hen- 
derson, president-elect;  Dr.  Louis  H.  Bauer,  chair- 
man of  the  Board  of  Trustees:  Dr.  J.  J.  Moore, 
treasurer;  Dr.  George  F.  Lull,  secretary  and  general 
manager;  and  the  members  of  the  Advisory  Council 
to  the  Woman's  Auxiliary. 

3:00  P.M. — Afternoon  Session 

Thursday,  June  29 

9:30  A.M. — Conference  of  national  president, 
president-elect  and  national  chairmen  of  standing- 
committees  and  state  presidents  and  presidents- 
elect.  Green  Room,  Hotel  Fairmont.  Presiding,  Mrs. 
Arthur   A.   Herold. 

7:00  P.M. — Annual  Dinner  of  the  Woman's  Aux- 
iliary to  the  American  Medical  Association  for  mem- 
bers, husbands  and  guests.  Tickets  $5.00  (tax  and 
gratuity  included).  Gold  Room — Dress  optional.  Pre- 
siding, Mrs.  Clifford  Long. 

9:00  P.M. — Reception  and  Ball  in  honor  of  the 
President  of  the  American  Medical  Association.  Pal- 
ace  Hotel    (Gold   Ballroom). 

Sightseeing  Trips 

12:30  P.M.— (a)  Across  Golden  Gate  Bridge  and 
into  Marion  County  to  Muir  Woods  (busses  will  de- 
part from  and  return  to  Fairmont  Hotel).  Tickets 
$3.16  (tax  included),  (b)  Trip  to  Stanford  Univer- 
sity. Tickets  $4.04  (tax  included),  (c)  Trip  over  San 
Francisco-Oakland  Bay  Bridge  to  the  University  of 
California  Campus.  Tickets  $3.16  (tax  included). 
Golf  and  Swimming 

Arrangements  have  been  made  for  golf  and  swim- 
ming for  members  of  the  Woman's  Auxiliary  and 
guests. 

Golf:  Monday,  June  26 — Presidio  Golf  Club,  green 
fee  $2.00;  call  Mrs.  Loren  R.  Chandler  Fi  6-5313. 

Swimming:  Pool  of  the  Woman's  Athletic  Club. 
Guest  card  for  all  departments  may  be  secured. 
Fee  $1.00.  Call  Mrs.  Edmund  Morrissey,  Fi  6-0284. 

Headquarters — Woman's  Auxiliary  to  the  Ameri- 
can Medical  Association,  535  N.  Dearborn  Street, 
Chicago  10,  Illinois.  Margaret  N.  Wolfe,  Executive 
Secretary. 
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North  Carolina  Obstetrical  and 
Gynecological  Society 

The  annual  meeting  of  the  North  Carolina  Ob- 
stetrical and  Gynecological  Society  was  held  April 
21-23  at  Mid  Pines.  Speakers  on  the  program  were 
Dr.  Reed  Wood  of  Greensboro,  Dr.  Lundie  C  Ogburn 
of  Winston-Salem,  Dr.  Willard  R.  Cooke  of  Galves- 
ton, Texas,  Dr.  John  E.  Woltz  of  Charlotte,  and  Drs. 
R.  A.  Ross  and  R.  N.  Creadick  of  Durham. 

Officers  of  the  society  are  Dr.  Kermit  E.  Brown, 
president;  Dr.  Richard  B.  Dunn,  president-elect; 
and  Dr.  Richard  L.  Pearse,  secretary-treasurer. 


Fourth  District  Medical  Society 

The  second  meeting  of  the  Fourth  District  Medical 
Society  for  1950  was  held  on  April  25  in  Roanoke 
Rapids.  The  program  consisted  of  a  discussion  of 
"The  Medical  and  Surgical  Management  of  Peptic 
Ulcer"  by1  Drs.  Wingate  M.  Johnson  and  Felda  High- 
tower  of  Winston-Salem. 

Dr.  Robert  Schakleford  of  Mount  Olive  has  re- 
cently been  elected  to  membership  in  the  society. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its 
regular  monthly  meeting  on  April  11  at  the  More- 
head  City  Hospital. 

The  guest  speaker  was  Dr.  H.  S.  Willis  of  McCain, 
superintendent  of  the  State  Sanatoria.  He  was  intro- 
duced by  Dr.  K.  P.  B.  Bonner  of  Morehead  City. 

Dr.  S.  W.  Thompson  of  Morehead  City,  president 
of  the  Second  District  Medical  Society  which  will 
hold  its  semi-annual  meeting  in  Morehead  City  next 
month,  reported  progress  in  the  preparations  being 
made  for  the  entertainment  of  the  society. 

Dr.  S.   W.  Hatcher,  president,  presided. 


Forsyth  County  Medical  Society 

Dr.  Henry  T.  Wycis  of  Philadelphia  was  guest 
speaker  at  a  dinner  meeting  of  the  Forsyth  County 
Medical  Society,  held  in  Winston-Salem  on  April  12. 
His  subject  was  "Surgical  Therapy  of  Extrapyra- 
midal Disorders." 


International  Academy  of  Proctology 

The  Second  Annual  Convention  of  The  Interna- 
tional Academy  of  Proctology  will  be  held  at  the 
Bellevue  Hotel  in  San  Francisco,  California,  June 
23,  24,  1950. 

Further  information  concerning  the  convention 
and  a  copy  of  the  program  may  be  obtained  by  writ- 
ing to  the  Secretary,  Dr.  Alfred  J.  Cantor,  Interna- 
tional Academy  of  Proctology,  43-55  Kissena  Blvd., 
Flushing,   N.  Y. 


Veterans  Administration 

Veterans  Administration  is  using  a  new  and  more 
strenuous  type  of  exercise  to  prevent  deformities 
in  tuberculous  veterans  who  have  undergone  chest 
surgery.  It  is  known  as  "resistive"  exercise,  and 
was  introduced  at  the  V-A  Hospital,  Oteen,  North 
Carolina,  about  three  years  ago. 

The  study  at  Oteen  showed  that  in  two  postopera- 
tive groups — one  composed  of  80  patients  who  did 
not   undergo   this   resistive   exercise    program,   and 


another  of  66  who  did — the  latter  appeared  to  have 
obtained  better  results.  In  the  first  group,  only  55.4 
per  cent  of  the  patients  had  a  negative  sputum  one 
year  after  completion  of  surgery;  in  the  second 
group,  this  figure  was  71  per  cent. 

Moreover,  the  study  revealed  that  complications 
such  as  wound  infection  and  postoperative  spread 
were  less  frequent  in  the  exercise  group  than  in 
the  non-exercise  group. 

A  motion  picture,  "Resistive  Exercises  for  the 
Thoracoplasty  Patients,"  has  recently  been  filmed 
at  Oteen. 

News  Notes  from  the  Office  of  the 
Surgeon  General 

Army    Medical    Library's    Current    List    of    Medical 
Literature  to  Be  Changed 

A  new  format  for  the  Army  Medical  Library's 
Current  List  of  Medical  Literature  has  been  an- 
nounced by  Major  General  R.  W.  Bliss,  the  Army 
Surgeon  General. 

Beginning  with  the  July,  1950,  issue,  the  Current 
List  will  be  enlarged  and  published  in  two  parts — a 
register  listing  all  contributions,  and  an  index  listing 
multiple  author  and  subject  headings  in  dictionary 
form.  The  monthly  Indexes  will  cumulate  into  an- 
nual volumes  comprising  entries  for  approximately 
80,000  articles.  Initially,  the  new  publication  will 
cover  1,225  selected  journal  titles. 

The  new  format  is  the  result  of  a  recommendation 
of  the  Surgeon  General's  Consultant  Committee  on 
Indexing,  appointed  in  1948  to  study  the  problem 
of  medical  indexing.  Substitution  of  a  new  publica- 
tion program  for  the  Library,  which  would  empha- 
size coverage  of  current  medical  literature,  was 
recommended  by  the  Committee  earlier  this  year 
with  the  announcement  of  the  closing  out  of  the 
Index-Catalogue  of  the  Library  of  the  Surgeon  Gen- 
eral's Office.  Chairman  of  the  Committee  is  Dr. 
Chauncey   D.   Leake   of  the   University  of  Texas. 


Department  of  Defense 

Surgeons  General  Made  Responsible  for  Health 
Service  of  Civilian  Employees 

Responsibility  for  the  health  program  for  civilian 
employees  of  the  military  forces  has  been  assigned 
by  Secretary  of  Defense  Louis  Johnson  to  the  Surj 
geons  General  of  the  Army,  Navy  and  Air  Force, 
with  each  directing  the  program  in  his  respective 
department  under  the  over-all  administrative,  tech- 
nical and  professional  control  of  Dr.  Richard  L. 
Meiling,  Director  of  Medical  Services,  Office  of  the 
Secretary  of  Defense. 

The  order,  effective  July  1,  1950,  replaces  the 
former  programs  in  which  responsibility  was  scat- 
tered among  several  agencies  of  the  Department  of 
Defense,  including  the  Surgeons  General.  Appli- 
cable to  all  Department  of  Defense  installations, 
the  order  consolidates  and  unifies  this  health  serv- 


Federal  Security  Agency 

The  annual  death  rate  from  tuberculosis  dropped 
10  per  cent  in  1948  to  30.0  per  100,000  population, 
according  to  an  article  which  appears  in  the  Tuber- 
culosis Control  Issue  of  Public  Health  Reports,  pub- 
lished by  the  Public  Health  Service,  Federal  Se- 
curity Agency. 

The  decline  in  the  tuberculosis  mortality  rate,  the 
article  points  out,  has  accelerated  during  the  post- 
war years.  The  rate  dropped  5  per  cent  from  1945 
to  1946,  and  7  per  cent  from  1946  to  1947. 
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THE  PRECANCEROUS  DERMATOSES 


S.  F.  Horne,  M.D. 
Rocky  Mount 


The  problem  of  cancer  is  a  challenge  to 
the  nation.  Although  our  knowledge  of  ma- 
lignant disease  is  growing,  there  is  as  yet 
no  specific  or  infallible  therapeutic  remedy. 
The  results  of  treatment  depend  upon  the 
parts  involved,  the  degree  of  malignancy  of 
the  lesion,  the  potency  of  the  therapy,  and 
other  factors ;  but  the  mortality  rates  indi- 
cate that  the  outcome  is  always  uncertain. 
In  the  early  stage  of  carcinoma,  however — 
before  the  lesion  becomes  invasive  and  me- 
tastasis has  occurred — a  cure  can  frequently 
be  obtained.  It  is  important,  therefore,  to  rec- 
ognize the  disease  in  its  early  stage  and  in- 
stitute adequate  therapy. 

Early  recognition  is  much  easier  in  cases 
of  primary  cancer  of  the  skin  and  orificial 
mucous  membranes  than  in  visceral  carci- 
noma. Even  better  than  early  recognition, 
however,  is  prevention.  Many  cutaneous  can- 
cers develop  in  recognizable  lesions  of  long 
standing,  and  in  most  instances  it  is  possible 
to  diagnose  and  eradicate  such  precancerous 
lesions.  When  this  type  of  prevention  is  more 
widely  practiced,  there  will  be  a  substantial 
reduction  in  the  morbidity  and  mortality 
from  cancer  of  the  skin. 

The  prevention  of  cutaneous  malignancy 
is  largely  in  the  hands  of  the  general  prac- 
titioner. It  is  to  him  that  the  patient  goes 
first.  The  family  physician  must  be  alert  to 
recognize  the  malignant  potentialities  of  cer- 
tain changes  in  the  skin.  The  precancerous 
dermatoses  must  not  be  considered  lightly. 
The  value  of  early  diagnosis  and  prompt  and 
adequate  treatment  cannot  be  overemphasiz- 
ed. Rarely,  if  ever,  does  the  physician  have 
a  better  opportunity  to  practice  preventive 
medicine. 


From  the  Department  of  Dermatology  and  Syphilology,  Park 
View  Hospital  and  Roeky  Mount  Sanatorium,  Rooky  Mount, 
North   Carolina. 


A  number  of  the  precancerous  dermatoses 
have  several  factors  in  common.  They  can 
be  classified  into  five  groups:  (1)  those  due 
to  physical  or  chemical  agents,  (2)  certain 
cutaneous  diseases,  (3)  the  new  growths,  (4) 
degenerative  changes,  and  (5)  the  congeni- 
tal abnormalities  of  the  skin. 

Two  lesions  which  are  often  included 
among  the  precanceroses  are  omitted  from 
this  discussion.  These  are  Bowen's  disease 
(squamous  cell  carcinoma  in  situ)  and  Pa- 
get's  disease.  Since  these  diseases  have  the 
characteristics  of  malignant  growths  from 
their  first  appearance,  they  are  better  con- 
sidered as  true  neoplasms  rather  than  as  pre- 
cancerous dermatoses. 

Dermatoses  Due  to  Physical  Agents 
Cicatrix 

It  is  not  unusual  for  a  malignant  neoplasm 
to  develop  in  a  scar.  Cancers  are  especially 
apt  to  occur  in  scars  resulting  from  burns 
(fig.  1),  but  they  may  develop  in  scars  fol- 
lowing frostbite,  syphilis,  ulcers,  carbuncles, 
and  various  forms  of  trauma.  Frequently 
the  malignant  lesion  appears  after  a  cicatrix 
is  traumatized,  and  malignant  degeneration 
may  occur  several  decades  after  the  first  in- 
jury. 

Because  of  the  dense  sclerotic  tissue,  the 
neoplasm  usually  evolves  slowly  in  scar  tis- 
sue. However,  it  is  almost  always  squamous 
cell  in  type  and  may  invade  and  metastasize 
rapidly  when  normal  tissue  is  reached. 

The  first  manifestation  of  change  in  the 
tissue  of  the  scar  is  the  development  of  in- 
durated ulcers  or  of  verrucous  lesions.  All 
large  scars  should  be  inspected  once  a  year. 
If  ulceration  occurs  and  local  therapy  does 
not  produce  healing  within  a  month,  a  biop- 
sy should  be  made.  Even  if  there  is  no  proof 
of  carcinoma,  it  is  wise  to  do  a  plastic  repair 
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Fig.  1.     Twelve  year  old   boy   with   a   squamous 
cell  carcinoma  in  a  scar  resulting  from  a  burn. 

and  remove  the  danger  area.  If  warty,  kera- 
totic  lesions  appear  or  if  there  is  a  proven 
malignant  neoplasm,  excision  followed  by 
plastic  repair  is  the  treatment  of  choice. 

Farmer's  skin  (sailor's  skin ) 

Skin  which  has  been  exposed  excessively 
to  the  sun  for  many  years  is  a  fertile  area 
for  the  development  of  keratoses  and  cutane- 
ous cancer.  Usually  the  patients  are  middle- 
aged  or  elderly,  but  they  may  be  young 
adults.  The  blonde  or  red-haired  individual 
with  a  fair  skin  is  especially  prone  to  the 
development  of  such  lesions.  A  low  tolerance 
to  ultraviolet  radiation  is  probably  a  predis- 
posing factor. 

The  skin  becomes  dry  and  wrinkled,  and 
the  lips  are  dry  and  have  a  tendency  to  fis- 
sure formation.  Permanent  lentigines  devel- 
op, and  telangiectasia  and  white  sclerotic 
areas  may  appear.  The  condition  strongly 
resembles  senile  skin  and,  at  times,  roentgen 
dermatitis  and  xeroderma  pigmentosa.  Se- 
nile keratoses  are  frequent. 

The  neoplasm  is  frequently  squamous  cell 
in  type,  but  may  be  basal  cell.  It  is  often  of 
low  malignancy,  and  is  usually  preceded  by  a 
senile  keratosis.  The  nodular,  rolled,  telan- 
giectatic basal  cell  carcinoma  and  the  irreg- 


ular, ulcerated,  crusted,  infiltrated  squamous 
cell  carcinoma  are  familiar  to  all  physicians. 
It  must  be  emphasized,  however,  that  a  defi- 
nite diagnosis  as  to  the  type  of  malignancy 
can  be  made  only  by  microscopic  study. 

Patients  who  have  a  low  tolerance  to  ac- 
tinic rays  or  who  have  a  skin  of  the  type 
described  above  must  avoid  direct  and  re- 
flected sunlight,  or  must  be  adequately  pro- 
tected. A  lotion  or  cream  containing  5  per 
cent  para-aminobenzoic  acid  gives  almost 
complete  protection"1.  Once  keratotic  areas 
or  neoplasms  appear,  they  must  be  eradicated 
immediately  by  expertly  administered  roent- 
gen therapy,  by  the  curette  and  cautery,  or 
by  excision.  It  is  better  to  remove  keratoses 
by  cauterization  or  excision  than  by  irradi- 
ation. If  a  large  number  of  keratoses  are 
present,  it  becomes  necessary  to  observe  the 
patient  at  frequent  intervals  and  to  destroy 
those  which  show  changes  and  any  that  ap- 
pear on  the  lips.  Immediate  eradication  of  all 
lesions  which  appear  carcinomatous  (ulcer- 
ated lesions,  infiltrating  lesions,  and  lesions 
which  bleed  easily  or  are  growing)  is  im- 
perative. 

Radiodermatitis 

The  term  "radiodermatitis"  includes  reac- 
tions caused  by  exposure  to  radioactive  ele- 
ments or  to  roentgen  rays.  The  acute  reac- 
tion may  be  of  varying  degrees  of  severity. 
A  first  degree  reaction  consists  of  simple 
cutaneous  erythema  and  slight  edema.  It 
usually  appears  within  seven  to  ten  days 
after  exposure  and  is  gone  within  a  month, 
although  pigmentation  may  remain  for  sev- 
eral weeks.  The  hair  in  the  area  falls  out 
in  three  weeks,  but  may  grow  back  later. 
When  the  changes  progress  beyond  hyper- 
emia and  edema  into  vesiculation  or  superfi- 
cial erosion,  a  second  degree  dermatitis  is 
said  to  be  present.  The  reaction  is  likely  to 
start  a  few  days  earlier  than  a  first  degree 
reaction.  The  skin  is  scarlet  in  color,  and 
soon  becomes  livid ;  intense  edema,  and  fi- 
nally erosion  of  the  surface  follow.  There 
may  or  may  not  be  antecedent  vesicle  forma- 
tion. Spontaneous  healing  takes  place  in  six 
to  twelve  weeks,  depending  upon  the  extent 
and  intensity  of  the  injury.  The  hair  in  the 
area  falls  out  in  three  weeks,  and  the  alo- 
pecia is  permanent. 

When  the  ulceration  or  necrosis  involves 


Rothinan,  S.,  and  Henningsen,  A.  B.:  Sunburn-Protecting  I 
Effect  of  Paia-Aniinobenzoie  Acid,  J.  Invest.  Dermat.  9:  1 
3«?-:;i3  (Dec.)   1947. 
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Fig.  2.  Third  degree  roentgen  dermatitis  at  the 
tips  of  the  fingers;  the  base  of  the  fingers  prob- 
ably show  a  second  degree  roentgen  dermatitis. 

the  corium,  a  third  degree  reaction  has  oc- 
curred (fig.  2).  The  erythema  is  likely  to 
appear  within  twenty-four  to  forty-eight 
hours  after  exposure,  and  the  involved  area 
rapidly  becomes  livid,  edematous  and  painful. 
An  indolent  ulcer  is  the  end  result.  The  time 
required  for  healing  varies  from  a  few 
months  to  years,  depending  upon  the  size  of 
the  ulcer.  If  the  lesion  has  not  shown  signs 
of  healing  within  twelve  to  eighteen  months, 
it  usually  will  persist  indefinitely. 

Although  the  indolent  ulcer  resulting  from 
a  third  degree  roentgen  reaction  may  under- 
go malignant  degeneration,  it  is  less  dan- 
gerous than  the  late  sequelae  of  roentgen 
burns  —  telangiectasia,  atrophy,  sclerosis, 
keratosis,  pigmentation,  depigmentation, 
scars,  and  late  ulceration  (fig.  3).  Various 
combinations  of  these  lesions  are  seen  in 
chronic  radiodermatitis,  which  is  more  likely 
to  occur  following  a  second  or  third  degree 
reaction  than  after  simple  erythema. 

Areas  of  chronic  radiodermatitis  are  a 
definite  menace.  The  incidence  of  malignant 
degeneration  in  such  areas  (fig.  4)  has  been 
reported  to  be  10  per  cent'21.  The  cancer  is 
usually  preceded  by  a  keratosis  or  ulcer  and 
is  almost  always  squamous  cell  in  type,  al- 
though it  is  often  of  relatively  low  grade 
malignancy.  Epitheliomas  have  been  known 
to  develop  as  early  as  two  years  after  exces- 
sive radiation,  but  usually  occur  many  years 
after  the  exposure. 

The  treatment  of  radiodermatitis  depends 
upon  the  type  of  process  present.  If  telan- 
giectasia and  atrophy  are  the  only  changes, 

2.    Sutton,  R.  L.  and  Sutton,  R.  L.,  Jr.:  Diseases  of  the  Skin, 
St.  Louis,  C  V.  Mosby  Co.,   1939. 


Fig.  3.  Atrophy,  pigmentation,  and  depigmen- 
tation of  chronic  roentgen  dermatitis  following 
roentgen  therapy  for  Hodgkin's  disease. 

no  therapy  is  necessary,  but  the  patient 
should  be  observed  once  a  year.  Keratoses 
should  be  destroyed  by  electrosurgery  or  re- 
moved by  a  plastic  repair  operation.  When 
ulceration  occurs  in  an  area  of  chronic  ra- 
diodermatitis, topical  therapy  is  indicated 
for  a  few  weeks;  if  healing  does  not  take 
place  promptly,  however,  the  ulcer  should  be 
excised.  An  acute  third  degree  reaction 
should  be  excised  as  soon  as  the  area  of  ul- 
ceration can  be  determined.  Plastic  repair 
of  the  defect  is  usually  necessary,  but  the 
procedure  saves  time  and  suffering  and  re- 
moves tissue  which  would  be  a  menace. 

The  palliative  treatment  of  roentgen  re- 
actions includes  wet  dressings  and  bland  lo- 
tions and  ointments.  For  the  eroded  or  ulcer- 
ated area,  after  the  crusts  and  debris  have 
been  removed  by  wet  dressings,  the  applica- 
tion of  aloe  vera  leaf  or  jelly  is  the  most  ef- 
fective treatment. 

Dermatoses  Due  to  Chemical  Agents 
A rsenical  keratosis 

Inorganic  arsenic,  no  matter  how  admin- 
istered, may  cause  keratoses.  Some  individ- 
uals are  more  intolerant  to  arsenic  and  more 
susceptible  to  the  development  of  keratoses 
than  others.  Fowler's  solution  is  usually  the 
offending  agent,  but  occupational  contact 
may  be  responsible.  Such  contact  occurs 
among  workers  in  Paris  green,  those  who 
make  or  handle  wall  paper,  furriers,  tanners, 
tree  and  shrubbery  sprayers,  taxidermists, 
and  others. 

Arsenical  keratoses  have  a  predilection  for 
the  palms  and  soles,  but  occasionally  they 
may  be  more  or  less  generalized.  Often  there 
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Fig.  4.  Chronic  roentgen  dermatitis  of  the  face. 
Roentgen  therapy  was  given  for  hypertrichosis. 
Squamous  cell  carcinomas  are  present  on  the 
nose  and  below  the  lip,  and  there  is  a  keratotic 
lesion  on  the  chin. 

is  an  accompanying  pigmentation  of  the 
trunk  which  may  be  of  the  so-called  "rain 
drop"  type.  The  characteristic  picture  is  a 
diffuse  hyperkeratosis  of  the  palms  and 
soles,  throughout  which  are  scattered  innum- 
erable punctate,  deep-seated  keratoses  (fig 
5).  Arsenic  excreted  in  the  sweat  may  cause 
hyperkeratosis  about  the  orifices  of  the 
sweat  glands.  The  cutaneous  reaction  may 
appear  within  a  few  months  to  many  years 
after  the  first  exposure  to  arsenic.  If  malig- 
nant degeneration  occurs,  the  carcinoma  is 
usually  squamous  cell  in  type,  but  the  drug 
may  cause  different  types  of  cancers  and 
precancerous  dermatoses  in  the  same  pa- 
tient. 

The  best  treatment  is  prevention.  The  in- 
discriminate use  of  arsenic  by  physicians  is 
to  be  avoided,  and  individuals  who  have  oc- 
cupational exposure  to  arsenic  should  be  ade- 
quately protected.  Once  the  keratoses  have 
appeared,  the  patient  should  use  a  bland  sof- 
tening agent  such  as  lanolin,  and  the  large 
discrete  lesions  should  be  destroyed  by  elec- 
trosurgery.  Frequent  observation  of  the  pa- 
tient is  necessary. 


Fig.  5.  Arsenical  keratoses.  Note  the  diffuse 
tylosis  of  the  soles  and  the  punctate  areas  of 
hyperkeratosis. 

Industrial  keratoses 

In  addition  to  the  arsenicals,  other  chemi- 
cal substances  may  produce  chronic  inflam- 
matory conditions  or  keratoses,  from  which 
carcinomas  occasionally  arise.  The  danger- 
ous influence  of  these  agents  assumes  an  im- 
portant role  in  industrial  medicine.  The  sub- 
stances most  often  responsible  for  skin  al- 
terations are  tar  and  the  various  products 
of  coal  distillation.  Other  agents  which  may 
produce  precancerous  dermatoses  are  soot, 
pitch,  paraffin,  petrolatum,  aniline,  asphalt, 
mineral  oils,  synthetic  tars,  and  certain  pure 
hydrocarbon  compounds.  Thus,  the  incidence 
of  skin  cancer  is  relatively  high  among  tar 
distillers,  fishermen,  roofers,  chimney  sweep- 
ers, mule  spinners,  railway  engineers,  gas 
works  employees,  road  tar  sprayers,  and 
lamp  black  workers. 

Tar  carcinoma  usually  follows  an  acute 
dermatitis  which  becomes  chronic  when  the 
patient  continues  to  be  exposed  to  the  irritat- 
ing substance.  Many  years  may  elapse  be- 
fore carcinoma  develops,  and  occasionally 
tar  cancer  may  develop  without  any  preced- 
ing visible  alteration  of  the  skin.  Wart-like 
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Fig.  6.  Extensive  lupus  vulgaris.  The  nose  was 
amputated  because  of  an  erroneous  diagnosis 
of  carcinoma. 


keratoses  frequently  appear  and,  after  many 
years,  undergo  malignant  transformation. 
Squamous  cell  carcinoma  of  relatively  low 
malignancy  is  the  type  usually  found  in 
such  cases.  These  patients  should  be  treated 
in  the  same  manner  as  patients  who  have 
arsenical  keratoses. 


Cutaneous  Diseases 

Certain  diseases  of  the  skin — notably  lu- 
i;us  vulgaris,  lupus  erythematosus,  and  syph- 
ilis— have  long  been  considered  as  precan- 
cerous. When  a  malignant  growth  develops 
in  the  area  involved  by  one  of  these  diseases, 
it  appears  at  the  site  of  a  scar  or  ulcer.  Since 
it  is  well  known  that  any  cicatrix  or  break 
in  the  continuity  of  the  epithelium  or  mu- 
cous membrane  is  a  site  of  potential  malig- 
nant transformation,  it  is  questionable 
whether  these  tumors  are  due  to  specific  tis- 
sue changes  of  the  disease.  In  my  opinion, 
it  is  doubtful  that  these  diseases  produce  spe- 
cific precancerous  changes  within  the  tis- 
sue. 

Lupus  vulgaris 

Lupus  vulgaris  is  true  tuberculosis  of  the 
skin  and  is  characterized  by  the  presence  of 
pinhead-sized,  brownish  red  papules  or  no- 
dules which  have  a  characteristic  appearance 
under  pressure  with  a  glass  slide  and  a  tu- 
berculous architecture  on  section  (figs.  6  and 
7).  The  onset  usually  occurs  early  in  life, 
and  the  face  is  the  site  most  commonly  in- 
volved. The  course  is  chronic,  and  there  is 
considerable  scarring.  It  is  typical  for  new 
tubercles  to  form  in  the  margin  of  the  lesion 
as  well  as  in  the  healed  area.  The  clinical 
picture  may  ultimately  be  that  of  a  hypertro- 
phic, verrucous,  or  tumorous  lesion. 

The  reported  incidence  of  malignant  trans- 
formation varies  from  0.5  to  2.0  per  cent(3). 
Squamous  cell  carcinoma  is  the  type  usually 
encountered,  but  growth  may  be  slow  because 

3.    Ormsby,  0.  S.  and  Montgomery,  H.:  Diseases  of  the  Skin, 
Philadelphia,   Lea  and   Febiger,   1945. 


Fig.  7.  Close-up  of  the  same  patient  seen  in 
figure  6.  Note  the  scars  and  nodules  (tuber- 
cles). 


Fig.  8.  Discoid  lupus  erythematosus.  The  le- 
sions do  not  show  up  well,  but  the  atrophy  in 
the  center  of  the  lesions  is  apparent. 
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Fig.  9  Nodulo-ulcerative  gumma  of 
the  knee.  Note  the  nodules  in  the 
periphery  and  the  tendency  to  spon- 
taneous  healing   in   the   center. 


Fig.  10.  An  enormous  cutan- 
eous horn  with  a  squamous 
cell  carcinoma   at   the  base. 


Fig.  11.  Cutaneous  horn  of 
the  lower  lip  with  a  squamous 
cell   carcinoma   at   the  base. 


of  the  dense  scar  tissue. 

The  diagnosis  of  the  carcinoma  is  not  al- 
ways easy.  In  the  early  stages  it  may  be 
mistaken  for  active  lupus  nodules.  The  ap- 
pearance of  warty  excrescences,  a  pearly  no- 
dule, or  an  indurated  ulcer  should  be  re- 
garded with  suspicion,  and  a  biopsy  should 
be  made.  The  malignant  lesion  should  be 
treated  by  excision,  plastic  surgery,  or  elec- 
trosurgery.  Excision  followed  by  plastic  re- 
pair probably  offers  the  best  results. 

Lupus  erythematosus 

Lupus  erythematosus  occurs  in  three 
forms :  acute  disseminated,  acute  non-dis- 
seminated, and  discoid.  The  last  is  the  most 
common,  and  the  one  most  often  associated 
with  malignant  transformation. 

Discoid  lupus  erythematosus  is  character- 
ized by  nummular  patches  most  frequently 
found  on  the  face  or  scalp.  The  typical  le- 
sion is  violaceous,  telangiectatic,  and  cov- 
ered with  an  adherent  scale  which  dips  down 
into  patulous  follicles,  producing  horny 
plugs  (fig.  8).  Coalescence  of  the  patches  is 
frequent,  and  may  produce  a  butterfly-shap- 
ed lesion  over  the  nose  and  cheeks.  Atrophy 
and  sclerosis  result  from  degeneration  of  the 
lesion,  and  there  is  permanent  alopecia  in 
hairy  areas. 

It  is  in  these  atrophic  scars  that  carci- 
noma, usually  of  the  squamous  cell  type,  may 
arise.  This  complication  is  said  to  occur  in  4 
per  cent  of  the  cases,  and  although  lupus 
erythematosus  is  three  times  more  common 


in  women,  malignant  degeneration  is  three 
times  more  frequent  in  men"'.  As  is  the  case 
with  most  carcinomas  developing  in  scar  tis- 
sue, the  grade  of  malignancy  is  low  and  evo- 
lution of  the  tumor  is  slow  until  normal  tis- 
sue is  reached  ;  then  the  spread  may  be  rapid. 
The  neoplasm  should  be  destroyed  with  elec- 
trosurgery. 

Syphilis 

Syphilis  may  produce  changes  in  the  skin 
which  favor  the  development  of  carcinomas. 
Such  changes  are  principally  in  the  nature 
of  ulcerated  gummas  and  scars  of  late  syph- 
ilitic lesions  (fig.  9).  While  this  disease 
plays  a  relatively  minor  role  in  the  develop- 
ment of  carcinoma  on  the  smooth  skin,  it  is 
closely  associated  with  the  etiology  and  path- 
ogenesis of  leukoplakia,  which  will  be  dis- 
cussed later. 

Both  ulcerating  and  vegetating  tumors  of 
the  squamous  cell  variety  may  be  found. 
When  a  carcinoma  has  arisen  in  a  syphilitic 
lesion,  the  therapeutic  regimen  should  be  gov- 
erned by  the  indications  of  both  diseases. 
The  syphilitic  lesion  will  resnond  rapidly  to 
penicillin,  but  no  form  of  antisyphilitic 
treatment  has  any  beneficial  effect  on  the 
carcinoma.  The  principles  of  therapy  that 
were  discussed  in  connection  with  carcinoma 
occurring  in  scars  apply  here. 

Ulcers  and  fistulas 
It  has  been  stated  that  any  persistent  break 

1.    Dicke,    B. :    Ueber   Karizinomentwickjung   bei    Lupus   Ery- 
thematosus, Dennat.    Ztschr.   14:21-10    (May)    1925. 
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in  the  continuity  of  the  epithelium  or  mu- 
cous membrane  is  to  be  viewed  with  suspi- 
cion. Chronic  ulcers  which  refuse  to  heal, 
regardless  of  etiology  and  location,  may  give 
rise  to  squamous  cell  carcinoma.  These  le- 
sions should  be  examined  by  biopsy,  but  it 
must  be  remembered  that  the  histologic  dif- 
ferentiation between  pseudoepitheliomatous 
hyperplasia  and  carcinoma  is  not  always 
easy.  The  treatment  of  choice  for  such  a  le- 
sion is  excision  followed  by  plastic  repair. 

Sebaceous  cysts 

The  clinical  picture  of  the  sebaceous  cyst 
is  familiar  to  everyone.  Carcinoma  may  oc- 
casionally develop  in  the  cyst  wall  and  is  usu- 
ally squamous  cell  in  type,  although  basal 
cell  carcinomas  have  been  reported.  The 
cyst  may  be  treated  by  excision  or  by  de- 
struction of  the  cyst  wall.  The  latter  is  ac- 
complished by  expressing  the  contents  and 
cauterizing  the  sac  with  tincture  of  iodine, 
silver  nitrate  crystals,  trichloracetic  acid, 
phenol,  or  fulguration.  Recurrences  are  less 
frequent  after  excision.  The  malignant  po- 
tentialities of  a  sebaceous  cyst  are  not  suf- 
ficient to  make  its  removal  advisable151. 

New  Growths 

This  group  is  the  most  important  of  the 
precancerous  dermatoses.  The  lesions  are 
common  and  the  incidence  of  malignant 
change,  except  in  seborrheic  keratosis,  is 
high. 

Cutaneous  horns 

These  peculiar,  circumscribed  keratoses 
may  develop  from  apparently  normal  skin 
or  from  a  wart,  scar,  callus,  or,  most  fre- 
quently, a  keratosis.  They  are  solid,  dry,  con- 
ical outgrowths  that  may  be  straight,  curved 
or  spiral,  multiple  or  single.  They  are  more 
common  in  the  latter  decades  of  life,  and  oc- 
cur most  frequently  on  the  face,  hands  and 
penis  (figs.  10  and  11). 

The  base  of  these  lesions  readily  assumes 
malignant  characteristics.  The  incidence  of 
malignant  change  has  been  reported  as  14 
per  cent"'',  but  is  probably  higher.  The  tu- 
mor is  squamous  cell  in  type. 

Cutaneous  horns  should  be  eradicated  as 
soon  as  the  diagnosis  is  made.  Small  ones 
may  be  removed  with  a  curette  after  the  le- 
sion has  been  electrodessicated.  Large  ones 

.5.    Wile.    V.   J.:   Personal   communication. 

0.    Montgomery,     D.     W.:    Cornu    Cutaneum,     Arch.    Dennat. 
and  Syph.    11:231-235    (Aug.)    1041. 


may  be  surgically  excised.  Those  in  which 
carcinomatous  change  has  taken  place  may 
be  treated  with  the  curette  and  cautery,  by 
excision,  or  by  roentgen  therapy. 

Erythroplasia 

This  rare  condition  attacks  the  glans  penis, 
prepuce,  lips,  or  vulva.  There  may  be  one  or 
several  lesions  which  first  appear  as  sharply 
defined,  small,  erythematous,  maculopapular 
patches.  The  surface  has  a  peculiar  velvety 
appearance.  It  may  ooze,  but  secondary 
crusting  or  scaling  is  usually  not  seen.  The 
lesions  grow  slowly  and  may  coalesce.  The 
patient  often  complains  of  stinging  or  itch- 
ing— a  symptom  which  may  lead  to  a  mis- 
taken diagnosis  of  lichen  planus,  psoriasis, 
eczema,  or  moniliasis. 

In  every  case  observed  over  a  long  period 
of  time,  squamous  cell  carcinoma  with  lymph 
node  involvement  has  developed'71.  The  ap- 
pearance of  a  papillomatous  growth  or  of  ul- 
ceration is  evidence  that  malignant  degenera- 
tion has  occurred. 

The  lesion  must  be  adequately  destroyed 
by  fulguration  or  removed  surgically.  X-ray 
and  radium  are  not  effective. 

Senile  keratosis 

The  senile  keratosis  is  the  most  common 
forerunner  of  cutaneous  cancer,  particularly 
squamous  cell  carcinoma.  The  lesions  are 
often  multiple  and  are  so  frequently  associat- 
ed with  senile  atrophy  of  the  skin  that  they 
may  be  considered  part  of  the  syndrome  (fig. 
12) .  They  are  usually  seen  in  elderly  people, 
but  rarely  appear  in  the  Negro,  American  In- 
dian, and  Arab.  The  exposed  areas  of  the 
body  (face,  hands,  forearms)  are  the  sites 
usually  involved,  but  occasionally  keratoses 
appear  on  the  trunk  and  on  the  lips.  They 
are  particularly  dangerous  in  the  latter  site. 

The  lesions  are  irregular  in  contour,  and 
in  the  early  stage  consist  of  a  thickened, 
horny  layer  of  scale  which  is  firmly  adher- 
ent. The  color  is  usually  gray,  but  may  be 
brown,  dull  red,  or  yellowish.  The  scale  may 
exfoliate,  but  recurrence  is  the  rule.  Often 
the  lesion  is  not  sharply  outlined.  The  early 
lesions  are  barely  elevated  above  the  skin 
surface.  The  older  ones  are  more  elevated, 
and  this  sign  is  a  danger  signal  giving  evi- 
dence of  malignant  change  (fig.  13). 

It  is  advisable  to  eradicate  a  senile  kera- 
tosis as  soon  as  it  is  diagnosed,  especially 

7.    Eller,   J.   J.:   Tumors  of  the  Skin.   Benign   and   Malignant, 
Philadelphia,  Lea  and  Febiger,   1939. 
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Fig.  12.     Senile  skin,  multiple  senile  keratoses, 
and  a  squamous  cell  carcinoma  (below  the  ear). 

when  life  expectancy  is  reasonably  long.  Cer- 
tainly those  occurring  on  the  lips  should  be 
destroyed  immediately.  If  there  are  multiple 
lesions  on  the  skin,  it  may  be  wise  to  observe 
them  at  frequent  intervals  and  destroy  any 
that  appear  to  be  changing.  The  evolution 
of  carcinoma  in  a  keratosis  is  slow,  so  that 
there  is  usually  time  to  detect  the  transition 
and  institute  proper  treatment. 

The  lesions  can  be  conveniently  and  ade- 
quately treated  by  curettage  and  electrodes- 
iccation  or  cauterization.  The  patients  should 
avoid  exposure  to  sunlight,  and  should  use 
a  protective  cream  when  it  is  necessary  to  go 
outside. 

Seborrheic  keratoses 

Seborrheic  keratoses  are  sharply  marg- 
inated,  round  or  oval,  raised,  firm  (but  not 
hard),  freely  movable,  greasy,  rough  lesions 
which  are  frequently  multiple  (fig.  14).  The 
color  varies  from  yellowish  brown  to  brown- 
ish black.  They  are  most  abundant  on  the 
trunk,  and  more  rarely  occur  on  the  face  and 
the  back  of  the  hands.  When  the  surface  is 
removed,  the  follicular  openings  are  fre- 
quently evident  as  small  black  dots.  The 
lesions  evolve  slowly  and  do  not  involute 
spontaneously,  although  the  scale  may  be 
shed  from  time  to  time.  There  may  be  mild 
itching  or  a  sense  of  irritation,  but  symp- 
toms are  usually  absent. 

There  is  considerable  difference  of  opinion 
as  to  whether  or  not  seborrheic  keratoses 
ever  give  rise  to  carcinoma.  A  number  of 


Fig.    13.     Senile    keratoses    and    squamous   cell 
carcinomas  of  the   dorsa   of  the  hands. 


observers  believe  that  they  have  seen  cases 
in  which  carcinoma,  usually  of  the  basal  cell 
type,  developed  in  these  lesions.  It  is  appar- 
ent, however,  that  malignant  degeneration 
occurs  much  less  frequently  in  seborrheic 
than  in  senile  keratoses. 

It  is  not  necessary  to  destroy  these  lesions, 
but  they  should  be  observed  every  six  months. 
If  the  growth  becomes  more  rapid  or  infil- 
tration appears  in  a  lesion,  it  can  be  easily 
electrodessicated  and  removed  with  a  cu- 
rette. A  mildly  keratolytic  ointment  such  as 
3  per  cent  salicylic  acid  in  cold  cream  will 
often  keep  the  lesions  flat,  so  that  they  give 
less  trouble  to  the  patient. 

Degenerative  Changes 
Kraurosis 

This  condition  has  been  variously  defined 
by  different  authors,  and  has  been  called 
kraurosis  vulvae  in  the  female  and  balanitis 
xerotica  obliterans  in  the  male.  In  the  fe- 
male it  is  characterized  by  a  sclerosing  atro- 
phic process  of  the  external  genitalia  which 
may  remain  localized  or  may  gradually  lead 
to  stenosis  of  the  vaginal  orifice,  disappear- 
ance of  the  clitoris  and  labia  minora,  and 
flattening  of  the  labia  majora.  It  usually  oc- 
curs in  women  past  the  menopause.  In  the 
male  the  process  involves  the  glans  penis,  the 
prepuce,  or  both,  and  may  be  diffuse  or  lo- 
calized. Atrophy  and  sclerosis  produce  nar- 
rowing of  the  meatus  which  may  continue 
to  complete  stenosis. 

In  either  sex  the  onset  may  be  marked  by 


June,   1950 


PRECANCEROUS  DERMATOSES— HORNE 


277 


Fig.  14.  Multiple  seborrheic  keratoses  of  the 
back.  Note  the  sharp  margination,  the  variation 
in  color,  and  the  appearance  of  being  stuck  on. 

edema  and  a  pink  to  red  color,  but  dry,  atro- 
phic, thin,  glossy,  white,  sclerotic  tissue  is 
the  characteristic  picture.  The  diseaseis  to 
be  differentiated  from  morphea,  neuroder- 
matitis, lichen  sclerosus  et  atrophicans,  li- 
chen planus,  erythroplasia,  and  leukoplakia. 
Itching  may  be  intense,  and  is  often  the  pre- 
senting complaint.  In  addition,  the  patient 
may  complain  of  dysuria,  pain  on  erection, 
and,  if  the  anus  is  involved,  pain  on  defeca- 
tion. 

Carcinoma,  usually  grade  1  or  2  squamous 
cell,  may  arise  from  an  area  of  kraurosis.  The 
neoplasm  is  usually  of  slow  evolution.  Areas 
of  leukoplakia  may  develop  in  the  lesions  of 
kraurosis,  increasing  the  fear  of  carcinoma. 

In  patients  with  extreme  pruritus,  conser- 
vative treatment  is  usually  not  satisfactory. 
Various  antipruritic  ointments  and  estrogen 
preparations  have  been  used,  but  the  response 
is  unpredictable.  Roentgen  therapy  is  con- 
traindicated.  There  is  no  question  that  sur- 
gical removal  of  the  area  involved  is  the 
treatment  of  choice  in  cases  with  extensive 
involvement,  severe  pruritus,  or  both.  It  not 
only  gives  relief  from  the  symptoms,  but  also 
removes  the  danger  of  malignant  changes. 
When  the  process  remains  localized  and  is 
asymptomatic,  the  patient  should  be  observed 
at  six  month  intervals.  If  leukoplakia  devel- 
ops or  if  verrucous  growths,  areas  of  infil- 
tration, or  indolent  fissures  or  ulcers  appear, 
the  entire  kraurotic  lesion  should  be  removed 
by  surgery,  followed  by  plastic  repair.  If 
carcinoma  is  present  when  the  patient  is 
first  seen,  excision  of  the  regional  lymph 
nodes  should  be  done  in  addition  to  vulvec- 
tomy or  amputation  of  the  penis. 


Leukoplakia  of  the  lower  lip. 


Leukoplakia 

Leukoplakia  is  a  chronic  disorder  of  the 
mucous  membranes.  It  may  appear  on  any 
part  of  the  mouth,  and  occasionally  on  the 
penis  and  labia  minora  and  majora.  In  the 
early  stages  the  process  may  be  evidenced 
only  by  an  erythematous  spot  which  is  sen- 
sitive to  hot  or  spicy  foods.  Eventually  the 
characteristic  white,  sharply  marginated,  ir- 
regular patches  appear,  usually  coalescing  to 
form  larger  plaques  (fig.  15) .  The  areas  may 
become  fissured  or  elevated,  and  carcinoma, 
usually  of  the  squamous  cell  variety,  may  de- 
velop. Estimates  of  the  incidence  of  malig- 
nant degeneration  range  from  2.5  to  100  per 
cent,  the  average  being  about  30  per  cent'81. 

The  disorder  is  far  more  common  in  men, 
the  ratio  being  approximately  100:1.  The  eti- 
ology is  not  proven,  but  the  consensus  is  that 
it  may  be  caused  by  syphilis  or  by  prolonged 
local  irritation.  Constant  irritation  resulting 
from  the  smoking  of  tobacco,  from  bad  teeth, 
from  poorly  fitting  dentures,  or  from  poor 
oral  hygiene  is  thought  to  favor  the  devel- 
opment of  leukoplakia. 

Although  there  is  no  doubt  that  syphilis 
precedes  leukoplakia  often  enough  to  be  con- 
sidered a  possible  predisposing  factor,  it 
must  be  understood  that  leukoplakia  is  not 
in  itself  a  syphilitic  process.  The  pathologic 
picture  is  not  that  of  syphilis,  and  the  patch- 
es do  not  improve  under  antisyphilitic  ther- 
apy, even  when  active  syphilis  is  present. 

Leukoplakia  of  the  oral  mucous  mem- 
branes may  be  confused  with  lichen  planus, 
lupus  erythematosus,  herpetic  stomatitis, 
moniliasis,  and  Vincent's  stomatitis.  The  le- 
sions  of   lichen   planus   are   punctate,    stri- 

8.    Mackee,    G.    M.    and    Cipollaro,    A.    C. :    Cutaneous    Cancer 
and  Precancer,  New  York,  Am.  J.  Cancer,  193". 
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Fig.  16.  Lichen  planus  of  the  buccal  mucosa. 
Note  the  punctate  lesions  and  the  retiform  pat- 
tern. 


Fig.  17.     Syphilitic  glossitis  and  squamous  cell 


carcinoma. 


ated,  lace-like,  moist,  and  usually  accom- 
panied by  skin  lesions  (fig.  16).  Lupus  ery- 
thematosus rarely  involves  the  mucosa 
alone ;  and  when  it  does,  the  lesions  are  more 
inflammatory  and  show  evidence  of  conges- 
tion, edema,  and  erosion.  The  other  disorders 
are  accompanied  by  acute  symptoms  and 
concomitant  findings;  moniliasis  and  Vin- 
cent's disease  may  be  diagnosed  by  smears. 

In  the  management  of  leukoplakia,  prophy- 
laxis is  the  all-important  factor.  Injury  from 
jagged  teeth,  poorly  fitting  dentures,  and  bit- 
ing of  the  tongue  or  mucous  membranes 
should  be  avoided.  Inveterate  smoking  should 
be  discontinued  and  good  oral  hygiene  main- 
tained. In  cases  of  early  leukoplakia  that  is 
not  extensive,  the  discontinuance  of  all  irri- 
tants, the  use  of  a  bland  mouth  wash,  and 
strict  attention  to  oral  hygiene  usually  re- 
sult in  improvement  or  resolution  of  the  pro- 
cess. The  condition  may  recur,  however,  if 
these  measures  are  not  continued. 

When  the  patches  are  more  resistant  or 
show  the  slightest  tendency  to  fissure  forma- 
tion or  proliferation,  they  should  be  promptly 
destroyed  by  electrosurgery  or  completely  ex- 
cised. When  the  process  is  widespread,  the 
patient  should  be  placed  on  strict  oral  hy- 
giene and  observed  once  a  month.  At  the  first 
sign  of  fissuring,  ulceration  or  proliferation, 
the  area  should  be  destroyed.  Roentgen  rays 
and  ordinary  caustics  such  as  carbon  dioxide 
snow,  silver  nitrate,  and  trichloracetic  acid 


are  not  satisfactory  for  the  treatment  of  leu- 
koplakia. 

Every  patient  with  leukoplakia  should  be 
investigated  for  syphilis.  If  this  disease  is 
present,  antisyphilitic  treatment  does  not 
help  the  leukoplakia,  but  probably  prevents 
the  development  of  interstitial  glossitis  and 
smooth  atrophy  (fig.  17).  However,  it  does 
not  appear  to  modify  these  conditions  when 
they  are  already  present. 

Congenital  Abnormalities 
Nevi 

Birth  marks  or  nevi  occur  in  great  variety, 
and  almost  everyone  has  a  mole  of  some  kind. 
Most  of  these  lesions  appear  to  be  harmless, 
or  almost  so.  Actual  statistics  are  not  avail- 
able, but  the  incidence  of  malignant  trans- 
formation must  be  low.  Malignant  growths 
of  varying  types  and  degrees  of  malignancy, 
from  a  basal  cell  carcinoma  to  the  extremely 
malignant  melanoblastoma,  may  develop 
from  nevi. 

While  it  is  true  that  the  type  of  lesion  and 
degree  of  danger  can  be  determined  with 
greater  certainty  by  microscopic  examina- 
tion, the  expert  dermatologist  can  often  ob- 
tain satisfactory  information  from  careful 
inspection  of  the  lesion.  Pigment  alone  is  not 
an  adequate  criterion,  since  malignant  tu- 
mors may  arise  from  pigmented  or  non-pig- 
mented  nevi.  The  common  mole  (fig.  18)  is 
not  considered  potentially  dangerous  unless 
it  is  repeatedly  irritated.  These  lesions  are 


June,   1950 


PRECANCEROUS  DERMATOSES— HORNE 


279 


Fig.  18.     Cellular  nevus  of  the  forehead. 

elevated,  contain  varying  amounts  of  brown 
pigment,  may  or  may  not  be  hairy,  and  vary 
in  size  from  a  few  millimeters  to  a  centime- 
ter in  diameter.  The  large  brown  or  brown- 
ish-black nevus,  flat  or  elevated,  with  or 
without  hair,  seldom  gives  rise  to  malignant 
neoplasms,  but  has  been  known  to  do  so  when 
irritated.  The  same  statement  is  true  of  ver- 
rucous nevi.  The  vascular  nevi  and  lymphan- 


giomas   rarely   if    ever   undergo   malignant 
transformation. 

It  is  the  blue-black  nevus  that  is  the  most 
dangerous  (fig.  19).  This  type  of  lesion  has 
been  described  by  Traub  and  Keil1'"  as  the 
"junction  nevus.".  These  investigators  found 
that  the  number  of  melanoblasts  at  the  der- 
mal-epidermal junction  was  increased,  and 
that  they  were  not  in  nests  or  strands,  as 
is  the  case  in  intradermal  nevi.  The  cells  in 
this  type  of  lesion  are  anaplastic,  and  it  is 
the  forerunner  of  a  malignant  neoplasm. 
These  moles  may  appear  on  any  part  of  the 
body;  they  are  flat  or  slightly  raised,  with  a 
smooth  and  shiny  surface  and  a  color  that  is 
blue-black,  gun  metal,  or  slate  grey.  Malig- 
nant transformation  may  occur  spontaneous- 
ly, but  is  more  likely  to  follow  trauma,  fre- 
quent irritation,  or  injudicious  therapy. 

The  blue-black,  "junction"  nevi  should  be 
excised.  Cautery,  electrosurgery,  carbon  di- 
oxide snow,  or  roentgen  therapy  is  not  to  be 
used  for  treating  such  lesions.  The  other 
types  of  cellular  nevi  may  safely  be  left 
alone,  unless  they  are  in  a  location  which 
makes  them  subject  to  trauma  or  irritation. 
If  such  is  the  case,  they  may  be  destroyed 
by  electrodesiccation  and  removed  with  the 
curette,  or  completely  excised. 

Xeroderma  pigmentosa 

This  rare  and  deadly  disease  is  a  true  pre- 
cancerosis,  since  it  always  eventuates  in  mul- 
tiple epitheliomas.  It  begins  in  childhood  and 
is  hereditary,  being  passed  on  as  a  recessive 
trait.   It  is   generally  considered  to  be  due 

!l.    Traub,    E.    F.    and    Keil,    H.:    "The   Common    Mole,"    Arch. 
Hi-mint.  &  Syph.   41:211-252    (Feb.)    1940. 


Fig.  19.     The  blue-black   "junction"  type  of  ne- 
vus. These  lesions  should  be  widely  excised. 


Fig.  20.  Xeroderma  pigmentosa.  Note  the  simi- 
larity to  chronic  roentgen  dermatitis  and  senile 
skin.  There  are  numerous  keratotie  lesions  and 
a  large  carcinoma  on  the  lip. 
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to  a  congenital  lack  of  resistance  to  sunlight, 
and  it  has  been  shown  that  such  patients  are 
sensitive  only  to  the  ultraviolet  portion  of 
the  rays. 

The  first  changes  consist  of  transitory  ede- 
ma, or  erythema,  or  both,  following  exposure 
to  sunlight,  and  may  be  so  mild  that  they  pass 
unnoticed.  The  sites  of  predilection  are  the 
face,  neck,  and  hands.  Soon  an  irregular  pig- 
mentation develops  and  is  followed  by  atro- 
phy and  telangiectasia.  Keratoses  appear 
next,  and  soon  epitheliomas.  The  tumors  are 
usually  squamous  or  basal  cell  carcinomas, 
but  sarcoma,  angioma,  and  fibroma  have 
been  reported.  The  condition  bears  a  striking 
resemblance  to  chronic  radiodermatitis  and 
senile  skin  (fig.  20). 

There  is  little  hope  for  these  patients ;  they 
seldom  reach  adult  life.  The  keratoses  and 
epitheliomas  should  be  treated  with  electro- 
surgery  or  by  excision  as  soon  as  they  ap- 
pear. The  carcinomas  respond  to  roentgen 
therapy,  but  this  would  seem  to  be  a  last  re- 
sort, since  the  patients  are  sensitive  to  light 
and  the  pathologic  changes  are  not  unlike 
radiodermatitis.  The  patient  should  avoid  di- 
rect sunlight  and  should  wear  a  protective 
cream  at  all  times.  If  adult  life  is  reached, 
the  patient  should  work  at  night  or  under- 
ground. 

Summary 

The  precancerous  dermatoses  have  been 
reviewed.  Recognition  and  adequate  treat- 
ment of  these  lesions  will  do  much  to  de- 
crease the  morbidity  and  mortality  from  car- 
cinomas. 


Science  is  not  skepticism.  It  is  not  the  practice 
of  science  to  look  for  things  to  doubt.  It  was  not 
by  deliberate  attempt  of  skepticism  that  physicists 
were  led  to  doubt  the  absolute  nature  of  simultane- 
ity, or  to  recognize  that  the  ideas  of  strict  causality 
embodied  in  classical  physics  could  not  be  employed 
in  the  domain  of  atomic  phenomena.  There  is  prob- 
ably no  group  of  men  who  take  more  for  granted 
in  their  daily  work  than  the  scientists.  Common 
sense,  and  all  that  flows  from  it,  is  their  principal 
basis  for  what  they  do  in  the  laboratory  and  for 
what  they  make  of  it  on  paper.  But  for  scientists 
it  is  not  only  honorable  to  doubt,  it  is  mandatory 
to  do  that  when  there  appears  to  be  evidence  in 
support  of  the  doubt.  In  place  of  authority  in 
science,  we  have  and  we  need  to  have  only  the  con- 
sensus of  informed  opinion,  only  the  guide  of  ex- 
ample.—  Openheimer,  Robert:  Encouragement  of 
Science,  Science  111:375   (April  4)   1950. 


ADVANTAGES  AND    DISADVANTAGES 
OF  CAUDAL  ANALGESIA 

Experience  in   Tiro  Thousand  Cases 

Adam  T.  Thorp,  M.D. 

Rocky  Mount 

During  the  past  six  years  I  have  employed 
continuous  caudal  analgesia  in  2000  deliv- 
eries. In  my  opinion  the  advantages  which 
this  method  of  obstetric  anesthesia  offers 
to  the  mother,  the  baby,  and  the  physician 
far  outweigh  the  disadvantages. 

Method  of  Administration 
I  have  followed  essentially  the  technique 
taught  by  Dr.  Hingson.  From  experience,  I 
have  learned  that  the  most  satisfactory  re- 
sults are  obtained  when  caudal  analgesia  is 
not  started  too  soon  after  labor  begins.  I 
frequently  withhold  it  until  dilatation  of  the 
cervix  is  complete  (or  nearly  complete,  in 
multiparas).  To  control  the  pain  in  the  early 
part  of  labor,  small  doses  of  Demerol  and 
hyoscine,  or  some  of  the  barbiturates  are 
used.  I  have  found  that  the  patients  will 
stand  much  discomfort  if  they  know  they 
will  obtain  relief  when  the  pains  become  too 
severe. 

Following  the  institution  of  caudal  anal- 
gesia, the  nurse  takes  the  blood  pressure 
every  half  hour,  and  some  member  of  the 
family  sits  by  the  bed  and  reports  the  return 
of  any  pain.  Except  in  very  rare  instances, 
the  injection  of  additional  anesthetic  solu- 
tion is  always  done  by  me.  When  the  scalp 
is  visible,  the  woman  is  taken  to  the  deliv- 
ery room  and  the  child  is  delivered  with  low 
forceps. 

The  employment  of  the  catheter  method 
has  a  distinct  advantage  in  long  labors,  be- 
cause it  enables  the  patient  to  move  freely 
without  danger  of  getting  the  needle  out 
of  place.  The  needle  is  easier  to  place,  how- 
ever, and  when  delivery  is  anticipated  with- 
in a  few  hours,  it  is  found  entirely  satis- 
factory. 

Many  physicians  think  that  proper  inser- 
tion of  the  needle  in  the  sacral  canal  is  the 
only  thing  necessary  in  order  to  get  good  re- 
sults with  caudal  analgesia,  whereas  this  is 
actually  about  the  simplest  part  of  the  pro- 
cedure. A  knowledge  of  the  anatomy  of  the 
sacral  canal  and  spinal  cord  is  far  more 
-  "*«] 

Read  before  the  Atlantic  Coa^t  Line  Surgeons  Convention, 
Savanna]],   Georgia,   March   31,   1949, 
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important.  One  of  the  greatest  mistakes  that 
a  beginner  can  make  is  to  jab  around  in  a 
woman's  back,  with  the  determination  to  get 
into  the  canal  or  die  in  the  attempt.  After 
two  failures,  it  is  best  to  give  up  and  use 
some  other  form  of  analgesia.  Prodding 
blindly  around  in  that  region  with  a  needle 
is  not  only  dangerous,  but  most  uncomfort- 
able for  the  patient. 

Caudal  analgesia  should  never  be  given 
in  the  absence  of  such  safeguards  as  oxygen, 
pressor  substances,  and  intratracheal  suc- 
tion equipment.  Sterile  lumbar  puncture 
needles  should  be  ready  for  withdrawing  the 
massive  spinal  injection  which  might  acci- 
dentally occur  if  the  caudal  needle  should 
penetrate  the  dura.  Such  accidents  are  rare, 
and  in  my  experience  nothing  more  than  a 
pressor  agent  has  ever  been  needed. 

When  the  needle  penetrates  the  dura  and 
spinal  fluid  is  aspirated,  caudal  analgesia  is 
of  course  contraindicated.  In  some  series  of 
cases  this  complication  has  been  rather  fre- 
quent, but  it  has  occurred  in  only  3  of  my 
2000  cases.  I  believe  that  this  low  incidence 
may  be  partly  explained  by  the  fact  that  I 
seldom  use  a  needle  longer  than  2*4  inches. 
The  first  time  this  accident  occurred,  re- 
gional block  anesthesia  was  not  attempted ; 
but  in  the  last  2  cases  the  needle  was  left 
in  place  and  continuous  spinal  anesthesia 
was  given  by  injecting  2  cc.  of  Metycaine  as 
needed.  This  procedure,  which  is  advocated 
by  Dr.  Hingson,  was  entirely  satisfactory 
in  my  2  cases,  except  that  a  headache  fol- 
lowed both  times. 

Disadvantages 

It  is  true  that  caudal  analgesia  has  its 
limitations,  and  before  it  is  employed,  all 
the  possible  contraindications  should  be  con- 
sidered. It  should  never  be  used  casually,  but 
the  same  can  be  said  of  any  other  method 
of  analgesia  or  anesthesia.  It  is  definitely  a 
hospital  procedure,  and  the  best  results  will 
not  be  obtained  by  one  who  uses  it  only  oc- 
casionally. No  physician  should  use  caudal 
analgesia  unless  he  is  well  trained  in  the 
use  of  forceps,  but  this  statement  applies  to 
anyone  doing  obstetrics,  unless  he  is  willing 
to  turn  all  of  his  abnormal  deliveries  over 
to  someone  else. 

The  proper  selection  of  cases  is  impor- 
tant, and  unless  the  anatomy,  temperament, 
and  intelligence  of  the  patient  are  taken  into 
consideration,  the  obstetrician  is  sure  to  run 


into  difficulties.  No  matter  how  well  suited 
the  patient  may  be  for  continuous  caudal  an- 
algesia, she  should  not  be  urged  to  have  it 
unless  it  is  her  desire,  or  if  she  has  been 
made  afraid.  It  should  not  be  given  to  such 
a  patient,  even  when  the  pain  becomes  severe 
enough  for  her  to  beg  for  it.  The  more  in- 
telligent the  patient,  the  better  are  the 
chances  for  success. 

Many  doctors  object  to  the  time  required 
for  the  use  of  continuous  caudal  analgesia. 
Certainly  it  is  not  wise  for  the  obstetrician 
to  get  too  far  away  from  the  patient  for 
any  length  of  time  after  the  procedure  has 
been  started.  He  should  be  able  to  reach  her 
in  a  few  minutes.  It  has  always  been  my  be- 
lief, however,  that  if  a  woman  is  having  la- 
bor pains  severe  enough  to  require  an  anes- 
thetic, the  doctor's  place  is  close  by,  whether 
nitrous  oxide,  ether,  caudal  analgesia,  or 
nothing  is  used  for  anesthesia.  A  well  trained 
nurse  is  a  distinct  help  in  caring  for  the 
equipment  and  watching  the  patient,  but  the 
responsibility,  after  all,  belongs  to  the  doc- 
tor. 

One  of  the  disadvantages  of  continuous 
caudal  analgesia  often  cited  is  the  increased 
number  of  occipito-posterior  positions.  When 
the  injection  is  started  early  in  labor,  many 
heads  fail  to  rotate  which  might  have  done 
so  if  the  perineal  reflex  had  not  been  abol- 
ished by  the  analgesia.  This  obstacle  can  be 
overcome  if  caudal  analgesia  is  not  begun 
until  dilatation  is  complete  and  rotation  has 
taken  place.  If  a  persistent  posterior  posi- 
tion is  present  and  it  is  planned  to  rotate 
the  head  either  manually  or  with  forceps,  no 
other  form  of  anesthesia  is  more  suitable 
for  the  maneuver. 

Although  caudal  analgesia  has  proved  en- 
tirely successful  for  cesarean  section,  I  pre- 
fer spinal  anesthesia  because  it  is  quicker 
and  easier  to  give.  Another  drawback  of 
caudal  anesthesia  in  these  cases  is  that,  when 
enough  of  the  solution  is  used  to  produce 
anesthesia  at  the  high  level  required,  it  is 
difficult  to  keep  the  blood  pressure  up. 

Two  false  impressions  which  have  arisen 
among  laymen  and  among  some  physicians 
are  (1)  the  idea  that  caudal  analgesia  is  the 
same  as  spinal  anesthesia  (the  best  analogy 
to  caudal  analgesia  is  the  mandibular  injec- 
tion to  block  the  inferior  dental  nerve) ,  and 
(2)  the  misapprehension  that,  should  caudal 
anesthesia  be  started  and  not  prove  satis- 
factory, no  other  form  of  analgesia  can  be 
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employed.  When  caudal  analgesia  is  not  en- 
tirely satisfactory,  I  never  hesitate  to  dis- 
continue it  and  use  something  else.  In  fact, 
it  is  a  great  mistake  to  continue  the  proce- 
dure when  it  fails  to  produce  complete  relief 
of  the  pain.  The  failure  in  these  cases  is 
not  due  to  the  method,  but  to  the  doctor's 
failure  to  recognize  some  anatomic  defect,  or 
his  inability  to  place  the  needle  properly. 

Advantages  to  the  Physician 
The  physician  can  really  appreciate  caudal 
analgesia  when  he  has  several  patients  in 
labor  with  too  little  help  and  only  one  de- 
livery room.  With  this  type  of  analgesia,  the 
patient  rarely  has  a  precipitate  delivery. 
Without  the  pain  and  perineal  reflex,  the 
abdominal  muscles  are  not  brought  into  use. 
The  baby's  head  will  remain  on  the  perineum 
almost  indefinitely  unless  the  patient  bears 
down  voluntarily,  or  unless  it  is  lifted  out 
with  low  forceps.  One  nurse  and  one  doctor 
can  easily  take  care  of  a  number  of  patients 
in  labor  who  are  receiving  caudal  analgesia, 
without  the  danger  of  a  precipitate  delivery 
in  the  room. 

Other  advantages  to  the  obstetrician  are 
the  satisfaction  of  seeing  the  patient  com- 
paratively comfortable  and  cooperative  dur- 
ing labor,  and  the  greater  ease  of  dealing 
with  the  husband  and  relatives.  Much  less 
time  is  consumed  in  explaining  to  them  that 
the  patient  is  not  suffering  than  when,  un- 
der the  influence  of  barbiturates  or  hyo- 
scine,  she  is  tossing  about,  lying  disrobed, 
talking  at  random,  or  trying  to  climb  the 
chandelier. 

The  patient's  cooperation  can  be  secured 
by  telling  her  early  in  the  pregnancy  that 
unless  she  keeps  her  weight  down  and  her 
hemoglobin  up,  continuous  caudal  analgesia 
will  not  be  used. 

Advantages  to  the  Mother  and  Baby 
In  my  2000  cases  there  was  no  maternal 
death,  and  no  maternal  morbidity  that  could 
be  in  any  way  attributed  to  caudal  analgesia. 
Certain  characteristic  effects  of  caudal  anal- 
gesia offer  definite  advantages  to  the  moth- 
er and  baby: 

1.  The  cervical  resistance  is  decreased  by 
the  sacral  motor  paralysis.  This  is  a  definite 
advantage  when  the  cord  is  prolapsed,  or 
when,  for  any  reason,  a  bag  is  employed.  It 
is  also  to  the  baby's  interest,  especially  if 
labor  is  premature. 


2.  The  muscles  of  the  pelvic  floor  are  so 
completely  relaxed  that  the  danger  of  a  lac- 
eration or  extension  of  the  episiotomy  is 
reduced. 

3.  The  fact  that  the  drug  has  no  effect 
upon  the  mucous  membranes  makes  its  use 
especially  desirable  if  the  patient  has  an  up- 
per respiratory  infection.  It  is  equally  valu- 
able in  patients  with  heart  disease  or  eclamp- 
sia, in  whom  excessive  restlessness,  pain,  and 
all  unnecessary  muscular  activity  should  be 
eliminated. 

4.  Blood  loss  is  decidedly  decreased.  While 
an  actual  measurement  of  the  blood  lost  was 
not  made  in  any  of  my  cases,  the  estimated 
blood  loss  was  far  less  than  in  the  patients 
given  a  general  anesthetic.  Although  caudal 
analgesia  may  cause  a  slight  decrease  in  the 
muscle  tone  of  the  upper  contractile  portion 
of  the  uterus,  this  is  insignificant  compared 
to  the  relaxation  produced  by  general  anes- 
thesia. This  property  of  caudal  analgesia 
makes  it  particularly  valuable  in  cases  of 
marginal  placenta  praevia. 

5.  The  relaxation  of  the  rectal  sphincter 
enables  one  to  do  a  much  more  satisfactory 
rectal  examination.  The  absence  of  discom- 
fort is  appreciated  even  more  when  hem- 
orrhoids are  present. 

6.  There  is  no  depression  of  fetal  respira- 
tion. This  statement  is  not  true  of  any  other 
method  for  relieving  the  pain  of  labor,  ex- 
cept spinal  and  local  anesthesia.  For  this 
reason  caudal  analgesia  is  invaluable  in  pre- 
mature labor,  or  in  any  labor  where  the 
baby's  welfare  is  a  matter  of  concern.  In  my 
first  700  deliveries  under  caudal  analgesia, 
there  were  4  stillbirths — an  incidence  of  0.57 
per  cent.  In  374  deliveries  of  white  patients 
occurring  in  the  hospital  during  the  same 
period,  but  with  some  other  form  of  anesthe- 
sia, there  were  16  stillbirths — an  incidence  of 
4.29  per  cent.  These  figures  are  even  more 
significant  when  it  is  explained  that  caudal 
analgesia  was  used  in  the  majority  of  cases 
of   premature  labor  and  toxemia. 

Continuous  caudal  analgesia  has  proved 
extremely  satisfactory  in  breech  presenta- 
tions. The  first  stage  of  labor  (during  which 
one  is  helpless  in  the  event  of  fetal  distress) 
is  shortened,  and  the  absence  of  fetal  respira- 
tory depression  increases  the  baby's  chances. 
The  loss  of  the  expulsive  forces  is  relatively 
unimportant,  because  breech  extraction  is 
possible  as  soon  as  the  cervix  is  effaced. 
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I  have  had  no  untoward  after-effects  that 
can  be  blamed  on  caudal  analgesia.  Some  pa- 
tients have  had  a  retention  of  urine,  even 
after  voiding  normally,  but  the  percentage 
of  such  cases  has  been  no  higher  than  with 
other  forms  of  analgesia.  The  bladder  should 
never  be  allowed  to  become  too  full  during 
labor  —  a  precaution  which  is  frequently 
overlooked.  Caudal  analgesia  abolishes  the 
desire  to  void.  The  bladder  may  be  emptied 
by  pressure  above  the  symphysis,  but  fre- 
quent catheterizations  are  often  necessary. 
Some  patients  have  had  postpartum  back- 
ache (sacro-iliac  strain),  but  analysis  of 
these  cases  shows  that  fewer  occur  following 
caudal  analgesia  than  with  any  other  meth- 
od. This  finding  is  probably  best  explained 
by  the  fact  that  the  patient  lies  on  her  side 
rather  than  on  her  back  during  the  last  part 
of  labor,  and  also  by  the  greater  relaxation. 

There  is  no  question  in  my  mind  that  con- 
valescence following  caudal  analgesia  is 
shortened  and  is  much  more  satisfactory  in 
every  respect.  The  patients  do  not  have  to 
recover  from  the  effects  of  a  general  anes- 
thetic, and  since  the  blood  loss  is  less,  they 
are  not  so  likely  to  suffer  from  anemia. 

Conclusion 

No  anesthesia  or  analgesia  is  without  po- 
tential dangers,  and  caudal  analgesia  is  no 
exception.  Women  having  babies  are  going 
to  demand  some  sort  of  relief,  however ;  and 
in  my  experience  caudal  analgesia  has  proved 
safer  and  more  satisfactory,  in  those  pa- 
tients suited  for  it,  than  any  other  method  of 
analgesia  so  far  used.  While  no  serious  com- 
plications have  occurred  in  this  series  of 
2000  cases,  I  fully  expect  to  have  them  if  I 
continue  to  use  the  method. 

It  is  my  opinion  that  continuous  caudal 
analgesia,  when  used  for  appropriate  cases 
and  given  under  expert  care  and  supervis- 
ion, is  highly  effective  and  involves  no  un- 
due hazards. 


Oral  estrogen  preparations. — There  are  many  .  .  . 
oral  estrogens  and  in  the  treatment  of  menopausal 
symptoms,  when  treatment  is  necessary,  they  are 
just  as  effective  and  far  more  agreeable  to  the  pa- 
tient than  hypodermics  of  the  natural  hormones, 
because  hypodermic  treatment  is  associated  with 
the  hazard  of  psychologic  addiction  to  any  form  of 
needle  treatment. — Emil  Novak:  The  Management 
of  the  Menopause  with  Psychosomatic  Aspects,  West 
Virginia  M.  J.  44:337  (Dec.)   1948. 


POSTPARTUM  STERILIZATION 
John  C.  Ta  X03,  M.D. 

Wash  :     ton 

In  1943  Dr.  Frank  Lock  read  a  paper  on 
postpartum  sterilization  before  the  Medical 
Society  of  the  State  of  North  Carolina'1'.  The 
statistics  which  he  present  ;d  indicated  that 
this  operation  was  safe  and  simple,  and 
would  contribute  :n  a  large  measure  to  low- 
ering the  maternal  mortality  rate  in  women 
with  organic  diseases.  Since  hearing  this  pa- 
per read,  we  have  performed  the  operation 
on  128  patients  at  the  Tayloe  Hospital. 

There  is  no  law  in  North  Carolina  that 
governs  the  elective  sterilization  of  adults 
of  sound  mind'-1.  In  order  to  protect  our- 
selves from  legal  suits,  we  obtain  written 
permission  from  both  the  patient  and  her 
husband  after  fully  explaining  the  procedure 
and  the  results  to  both.  They  are  informed 
that  the  patient  will  probably  not  be  able 
to  have  any  more  children,  but  that  her  sex- 
ual powers  will  not  be  interfered  with  and 
that  her  health  will  not  be  impaired.  We  also 
tell  them  that  there  is  no  operation  to  restore 
tubal  patency  in  the  event  that  they  decide 
to  have  more  children'3'. 

Indications  and  Contraindications 
Every  physician  who  practices  obstetrics 
occasionally  sees  cases  in  which  the  preven- 
tion of  future  pregnancies  is  imperative  to 
promote  the  welfare,  health,  and  happiness 
of  a  mother  and  her  family.  Some  of  these 
indications  for  sterilization  are : 

1.  The  presence  of  a  wasting  disease  in 
which  an  associated  pregnancy  would  short- 
en the  patient's  life'4'.  Such  diseases  are  tu- 
berculosis, nephritis,  cardiovascular  renal 
disease,  rheumatic  heart  disease,  severe  dia- 
betes, gastric  ulcer,  and  forms  of  carcinoma. 

2.  Low  mentality. 

3.  An  excessive  number  of  pregnancies. 
Eastman15'  has  shown  that  the  obstetric  mor- 


Read    before   the    Seaboard    Medical    Association,    Old    Point 
Comfort,   Virginia,  December  7,   1949. 
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tality  is  greatly  increased  in  the  grande  mul- 
tipara. He  analyzed  191  maternal  deaths 
which  occurred  in  45,514  deliveries.  The 
gross  maternal  mortality  rate  was  4.20  per 
1000  live  births.  In  the  lower  parity  group 
the  maternal  death  rate  ranged  from  3.5  to 
3.7.  In  women  with  children  the  rate  soared 
to  11.7.  He  concluded  that  these  patients 
should  be  offered  contraceptive  advice,  and 
that  if  contraceptive  measures  failed,  sterili- 
zation was  justifiable.  The  majority  of  such 
patients  fall  in  the  lower  economic  brackets, 
and  even  the  simplest  type  of  contraceptive 
is  too  complicated  and  expensive  for  them 
to  use. 

The  contraindications  to  postpartum  ster- 
ilization are: 

1.  The  possible  presence  of  infection. 

2.  Difficult  or  complicated  labor  which 
has  made  the  patient  a  poor  risk  for  any 
type  of  operation. 

3.  The  absence  of  any  positive  indication 
for  sterilization.  We  do  not  believe  that  this 
operation  should  be  done  on  a  young  woman 
just  because  she  desires  no  more  children. 

Advantages  of  the  Operation 
Postpartum  sterilization  is  a  safe  and 
technically  simple  operative  procedure.  It 
appeals  to  the  couple  involved,  who  are  more 
receptive  to  the  idea  of  preventing  future 
pregnancies  at  that  time  than  they  would 
be  later.  Another  advantage  of  this  operation 
is  that  the  uterus  and  tubes  in  the  postpar- 
tum patient  are  abdominal  organs,  and  can 
be  reached  with  a  very  small  incision ;  when 
the  operation  is  done  later,  the  tube  is  a 
pelvic  organ  and  more  manipulation  is  re- 
quired to  reach  it.  The  third  advantage  of 
this  operation  is  that  it  eliminates  the  pos- 
sibility of  pregnancy  which  might  occur  if 
the  operation  is  put  off  until  the  patient  has 
completely  recovered  from  the  effects  of  the 
delivery.  The  mortality  rate  associated  with 
this  operation  is  extremely  low,  and  the  gross 
maternal  morbidity  does  not  exceed  that 
which  occurs  in  many  hospitals  after  deliv- 
ery. The  necessity  for  a  second  hospitaliza- 
tion is  avoided,  and  patients  remain  in  the 
hospital  only  slightly  longer  than  they  would 
following  delivery.  Most  of  our  patients  go 
home  on  the  fifth  day  after  the  operation. 

Time  of  Operation 
We   believe    that  this   type   of   operation 
should  be  done  as  soon  after  the  birth  of  the 


baby  as  is  feasible  and  convenient.  The  time 
depends  in  a  large  measure  on  the  general 
condition  of  the  patient.  All  of  our  operations 
have  been  done  within  fifteen  hours  follow- 
ing delivery.  Whitacre"'1  has  shown  that  the 
percentage  of  positive  cultures  from  the 
postpartum  uterus  rises  sharply  after  the 
first  four  hours.  However,  we  feel  that  the 
condition  of  the  patient  should  be  considered 
more  than  anything  else  in  determining  the 
time  of  operation. 

Type  of  Operation  Used 
Many  types  of  operations  may  be  used  for 
postpartum  sterilization.  The  operation 
which  we  used  at  first  was  the  cornual  re- 
section, in  which  the  cornual  end  of  the  tube 
is  divided  from  the  uterus  and  removed. 
However,  we  had  two  failures  following  this 
type  of  operation.  For  the  last  three  years 
we  have  combined  the  cornual  resection  op- 
eration with  the  Pemeroy  tubal  ligation,  re- 
moving a  section  from  both  the  cornual  end 
and  the  middle  of  the  tube.  In  addition  to 
this  we  have  used  number  0  silk  in  the  place 
of  catgut.  We  have  had  no  failures  with  this 
procedure  up  to  the  present. 

Local  anesthesia  was  employed  in  our  first 
cases,  but  traction  on  the  peritoneum  pro- 
duced so  much  pain  that  we  changed  to  the 
use  of  spinal  anesthesia.  At  present  we  are 
using  Pontocaine  in  doses  of  10  to  15  milli- 
grams in  a  2  per  cent  solution  with  equal 
parts  of  10  per  cent  glucose.  An  incision 
about  2  inches  in  length  is  made  just  to  the 
right  of  the  midline  at  the  upper  margin  of 
the  uterus.  The  tube  is  then  divided  at  its 
junction  with  the  uterus,  and  the  lumen  of 
the  tube  inverted  into  the  uterine  wall,  using 
no.  0  white  silk.  About  one-half  inch  from 
the  uterus  the  tube  is  ligated  with  the  same 
material,  and  this  portion  of  the  tube  is  cut 
away.  The  tube  is  then  clamped  about  the 
middle  and  ligated  with  number  0  white  silk, 
and  this  section  is  cut  away.  No  other  intra- 
abdominal procedure  is  done  in  combination 
with  this  operation. 

Analysis  of  128  Cases 
During  the  past  six  years,  up  until  No- 
vember 1,  1949,  postpartum  sterilization  has 
been  performed  128  times  at  the  Tayloe  Hos- 
pital. No  deaths  have  occurred  in  this  series 
of  cases.  In  24  cases  the  operation  followed 
a  cesarean  section,  but  we  do  not  believe  that 

0.    Whitacre.    F.    E. :   The   Time  for   Postpartum    Sterilization, 
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sterilization  in  itself  is  a  valid  indication  for 
doing  a  cesarean  section.  In  104  cases  the 
operation  was  done  following  delivery  by  the 
vaginal  route,  either  spontaneous  or  by  low 
forceps.  Thirty-five  of  our  patients  were  col- 
ored, and  93  were  white.  In  66  patients  the 
indication  for  sterilization  was  excessive 
niultiparity ;  all  of  this  group  were  30  years 
of  age  or  over  and  had  at,  least  five  living 
children.  In  many  of  the  cases  more  than 
one  indication  was  present   (table  1). 

Table   1 

Indications    for    Postpartum    Sterilization    in    128 

Cases 

Excessive   niultiparity   66  cases 

Repeat  cesarean  section  15  cases 

Placenta  praevia  7  cases 

Premature  separation  of  the  placenta  2  cases 

Third   degree   tear    ■. 1  case 

Hypertensive  cardiovascular  renal  disease     20  cases 

Severe  varicose  veins  5  cases 

Severe  essential  hypertension 2  cases 

Rheumatic  heart  disease  2  cases 

Severe    myocarditis    2  cases 

Chronic  pyelitis  with  bilateral  kidney  stones  2  cases 

Severe  asthma  2  cases 

Severe  psychosis  3  cases 

Extremely   low    mentality    3  cases 

Imbecility      2  cases 

Severe    epilepsy    1  case 

Blindness       1  case 

Conclusion 
Postpartum  sterilization,  either  after  de- 
livery or  after  cesarean  section,  is  a  safe  and 
simple  operative  procedure.  It  is  one  sure 
method  of  reducing  the  maternal  mortality 
rate  in  women  who  have  some  organic  dis- 
ease that  renders  them  unable  to  have  chil- 
dren. 


Estrogen  therapy  is  not  meant  to  cure  the  woman 
of  the  menopause.  It  is  meant  simply  to  let  her  down 
gently  when  she  strikes  .  .  .  symptomatic  bumps  and 
only  when  and  if  she  has  enough  vasomotor  dis- 
turbance to  constitute  a  problem  to  her.  Estrogen 
therapy  should  be  used  only  in  that  intermittent 
fashion. — Emil  Novak:  The  Management  of  the 
Menopause  with  Psychosomatic  Aspects,  West  Vir- 
ginia M.  J.  44:338  (Dec.)  1948. 


The  menopause  and  psychosis. — Many  women  have 
much  apprehensiveness  about  the  menopause  be- 
cause they  fear  that  they  may  lose  their  minds. 
No  woman  loses  her  mind  from  the  menopause  alone. 
There  are  a  good  many  women  who  do  develop 
psychoses  in  middle  life.  So  do  a  good  many  men. 
But  the  actual  psychoses  are  not  due  to  the  meno- 
pause per  se  but  to  certain  involutional  changes  that 
take  place  in  middle  life. — Emil  Novak:  The  Man- 
agement of  the  Menopause  with  Psychosomatic 
Aspects,  West  Virginia  M.  J.  44:334   (Dec.)   1948. 


UNILATERAL  TWIN  ECTOPIC 
PREGNANCY 

A  Case  Report 

W.  E.  Miller,  M.D. 

and 

H.  G.  Reeves,  Jr. 

Whiteville 

In  1942,  Lash  and  Kaufman1"  reviewed 
the  literature  and  found  that  72  authentic 
cases  of  twin  ectopic  pregnancy  had  been 
reported.  The  authors  added  one  case  of  their 
own,  and  stated  that  this  was  the  only  twin 
tubal  pregnancy  which  had  occurred  among 
903  ectopic  pregnancies  at  the  Cook  County 
Hospital  over  a  period  of  sixteen  years.  Five 
additional  cases  have  been  reported  to  date(2), 
and  we  wish  to  add  one  other  authentic  case 
to  the  literature. 

Report  of  Case 

A  33  year  old  colored  woman  was  ad- 
mitted to  the  Columbus  County  Hospital  on 
August  4,  1949,  complaining  of  pain  in  the 
lower  abdomen  and  rectum.  Three  days  be- 
fore admission  to  the  hospital,  she  had  had 
cramp-like  pains  in  the  right  lower  quadrant, 
lasting  two  to  three  hours.  On  the  day  of 
admission,  she  was  awakened  at  3  a.m.  by 
severe  cramp-like  pains  in  the  right  lower 
quadrant,  radiating  to  the  umbilicus.  The 
pain  subsided  about  6:30  a.m.,  but  returned 
at  4:30  p.m.  At  this  time  the  patient  con- 
sulted her  family  doctor,  who  referred  her 
to  the  hospital. 

The  patient's  last  normal  menstrual  period 
had  ended  on  June  24.  She  had  had  some 
spotting  at  intervals  during  the  week  before 
admission. 

The  past  history  revealed  that  the  patient 
had  had  one  child  fifteen  years  before  by 
her  first  husband,  who  later  left  her.  She 
had  been  married  for  two  years  to  her  sec- 
ond husband. 

Physical  examination  revealed  a  well  de- 
veloped colored  woman  who  appeared  to  be 

Head  before  the  Columbus  Countj'  Medical  Society,  December 
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(June)  1938.  (c)  Broen,  E.  M.:  Unilateral  Twin  Ectopic 
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in  acute  pain.  The  temperature  was  98  F., 
pulse  82,  respiration  20,  blood  pressure  120 
systolic,  90  diastolic.  Examination  of  the 
eyes,  ears,  nose  and  throat,  neck,  lungs,  and 
heart  was  negative.  The  breasts  were  slight- 
ly enlarged,  and  there  was  soreness  in  the 
nipples.  The  abdomen  was  flat;  moderate 
muscle  spasm  was  noted  over  the  lower  quad- 
rants, more  marked  over  the  right;  no 
masses  were  felt.  Pelvic  examination  showed 
the  cervix  pointing  downward  and  forward, 
and  slightly  enlarged.  A  small  amount  of 
dark  blood  drained  from  the  cervical  canal. 
The  body  of  the  uterus  lay  in  second  degree 
retroversion,  and  was  not  enlarged  to  any 
noticeable  degree.  There  was  slight  fullness 
in  the  right  fornix  and  acute  tenderness  in 
both  fornices,  particularly  the  right. 

The  blood  count  showed  3,980,000  red 
cells,  a  hemoglobin  of  78  per  cent,  and  6250 
white  cells.  Urinalysis  was  negative. 

A  tentative  diagnosis  of  right  ectopic 
pregnancy  was  made. 

The  following  day,  under  spinal  anesthesia 
(Pontocaine,  7  mg.),  a  dilatation  and  curet- 
tage was  done.  A  small  amount  of  endome- 
trial tissue  was  obtained  on  curettement. 
A  laparotomy  was  then  performed  through 
a  low  midline  incision.  Some  250  cc.  of 
clotted  blood  was  found  in  the  peritoneal 
cavity.  The  right  tube  was  distended  through- 
out its  entire  length,  more  in  the  outer  third ; 
its  greatest  diameter  was  about  3  cm.  There 
was  no  active  bleeding  at  the  time  of  opera- 
tion. 

A  right  salpingectomy  was  done,  and  most 
of  the  clotted  blood  was  removed  from  the 
peritoneal  cavity.  There  were  numerous  ad- 
hesions involving  the  pelvic  organs — appar- 
ently the  result  of  an  old  chronic  pelvic  in- 
flammatory disease.  An  appendectomy  was 
done  and  the  abdominal  wound  closed  in 
layers.  The  patient  made  an  uneventful  re- 
covery, and  was  discharged  from  the  hospital 
on  the  fifth  postoperative  day  in  good  con- 
dition. 

The  pathologic  specimen  was  examined  by 
Dr.  Thomas  N.  Lide  of  the  Department  of 
Surgical  Pathology,  Bowman  Gray  School 
of  Medicine.  He  reported  his  findings  as  fol- 
lows: 

Macroscopic 

"A.  The  tissue  submitted  as  uterine  scrap- 
ings consists  of  about  3  cc.  of  irregular, 
rather  friable  gray  to  tan  fragments. 


"B.  The  tissue  submitted  as  right  tube  con- 
sists of  a  structure  grossly  resembling  a  fal- 
lopian tube  and  measuring  6  cm.  in  length 
and  approximately  2.5  cm.  in  diameter  at  its 
widest  portion.  The  tube  appears  to  be 
greatly  distended  and  has  a  bluish  cast.  It 
is  rather  firm  to  palpation,  and  on  cut  sur- 
face it  is  seen  to  be  filled  with  dark  red  to 
brownish  material  grossly  compatible  with 
hemorrhage.  Upon  further  sectioning  the 
tube,  approximately  2  cm.  from  the  fimbri- 
ated end  of  the  tube  the  cut  surface  reveals 
a  structure  containing  a  thin,  rather  clear 
fluid  which  is  compatible  with  an  amniotic 
sac.  On  either  side  of  this  cut  surface  a  small 
structure  measuring  0.5  cm.  in  length  and 
having  a  whitish  appearance  is  seen.  There 
are  two  of  these  structures,  each  having  a 
small  connection  to  the  outer  surface  of  the 
amniotic  sac.  These  structures  are  identi- 
fied as  embryos.  They  are  distinct  and  sep- 
arate from  each  other.  This  picture  is  com- 
patible with  that  of  a  double  ectopic  (tubal) 
pregnancy." 

Microscopic 

"A.  Examination  of  the  endometrial  tis- 
sue reveals  a  very  marked  and  extensive 
decidual  reaction  of  the  endometrium.  No 
placental  villi  are  seen,  however. 

"B.  Microscopic  examination  of  the  tubes 
reveals  a  marked  dilatation  of  the  lumen,  and 
several  placental  villi  are  observed.  There  is 
also  a  rather  marked  decidual  reaction  with- 
in the  lumen  of  the  fallopian  tube." 

Diagnosis 

"Twin  tubal  pregnancy 

"Decidual  tissue  from  the  uterine  cavity" 

Summary 
Another    authentic    case    of    twin    tubal 
pregnancy  has  been  reported. 


The  menopause  and  sex  life. — Many  women  have 
the  wrong  idea  as  to  the  relation  of  the  menopause 
to  sex  life,  believing  that  it  means  the  end  of  their 
physical  attractiveness  to  their  husbands  and  the  end 
of  sex  feeling.  That,  of  course,  is  not  true.  In  the 
human  being  the  ovary  has  very  little  to  do  with 
libido,  the  sex  sense.  In  the  lower  animals  it  is  in- 
dispensable. An  animal  no  longer  goes  into  heat  if 
the  ovaries  are  removed  but  in  the  human  female 
the  seat  of  libido  is  in  the  psyche,  with  certain  aux- 
iliary erogenous  zones  such  as  the  vagina,  the 
clitoris  and  the  mammary  gland.  The  ovaries  in 
themselves  are  not  essential  at  all  to  sex  gratifica- 
tion.— Emil  Novak:  The  Management  of  the  Meno- 
pause with  Psychosomatic  Aspects,  West  Virginia 
M.  J.  44:344  (Dec.)   1948. 
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BULBO-RESPIRATORY  POLIOMYELITIS 
AND  ITS  TREATMENT 

Ira  H.  Rapp,  M.D. 
Charlotte 

This  article  is  written,  not  in  an  attempt 
to  introduce  a  new  method  of  treatment  of 
bulbar  poliomyelitis,  but  to  present  to  the 
average  physician  confronted  with  this  se- 
rious problem  several  facts  which  may  be 
helpful  in  its  early  recognition  and  adequate 
treatment. 

Bulbar  poliomyelitis  is  poliomyelitis  in- 
volving the  brain  stem  or  medulla,  including 
the  cardio-regulatory  and  respiratory  nerve 
centers  which  are  located  therein.  It  is  this 
type  of  poliomyelitis  which  the  physician 
fears  most,  and  which  is  responsible  for  the 
greatest  percentage  of  fatal  cases.  However, 
the  fatalistic  attitude  adopted  by  many  phy- 
sicians and  most  laymen  concerning  bulbar 
poliomyelitis  is  actually  unwarranted.  The 
incidence  of  medullary  poliomyelitis  varies 
from  year  to  year,  and  from  one  locality  to 
another.  Statistics  from  various  epidemic 
centers  indicate  that  the  mortality  ranges 
from  0  to  30  per  cent.  Most  of  the  fatalities 
result  from  respiratory  paralysis,  cardiac 
failure,  or  both. 

Bulbar  poliomyelitis  must  be  distinguished 
from  poliomyelitis  involving  the  high  cervi- 
cal and  intracranial  neurons.  Bulbar  polio- 
myelitis affects  the  medullary  nuclei  with 
their  vital  centers,  including  the  cardio-reg- 
ulatory and  respiratory  centers,  and  centers 
for  the  control  of  speech  and  swallowing.  In- 
volvement of  the  cervical  cord  affects  the 
innervation  of  the  shoulder,  neck,  and  arms, 
and  the  control  of  diaphragmatic  activity. 
Lesions  of  the  cortical  and  subcortical  cen- 
ters produce  signs  of  incoordination  and 
ataxia.  Bulbar  po  lomyelitis  may  co-exist 
with  spinal  paralysis,  either  respiratory  or 
peripheral.  When  it  exists  in  its  pure  form, 
as  it  frequently  does,  it  is  an  "all  or  none" 
proposition.  If  recovery  occurs,  it  is  usually 
complete;  and  if  the  process  is  progressive, 
death  ensues. 

The  Effects  of  Bulbar  Poliomyelitis  on  the 
Respiratory  System 
Two  factors  enter  into  the  mechanism  of 
respiratory  failure.  The  first  is  paralysis  of 
the  pharynx  and  larynx,  which  produces  an 
accumulation  of  secretions  and  inability  to 


swallow  or  expectorate.  This  causes  a  me- 
chanical obstruction  to  breathing,  and  leads 
to  inadequate  oxygenation  of  the  blood.  The 
second  mechanism  is  a  failure  of  respiratory 
effort  due  to  primary  involvement  of  the 
respiratory  center  located  in  the  medulla. 
This  vital  center  synchronizes  the  inspira- 
tory and  expiratory  phases  of  respiration, 
and  when  it  is  paralyzed  the  respiratory  ef- 
forts become  jerky,  uncontrolled,  and  inco- 
ordinated. 

Secondary  effects  of  respiratory  failure 
are  emphysema  and  subsequent  lung  infec- 
tion. These  factors,  however,  contribute  lit- 
tle to  the  mortality  of  bulbar  poliomyelitis, 
since  the  ultimate  prognosis  is  usually  de- 
cided in  the  first  day  or  two  after  the  onset 
of  bulbar  signs  and  symptoms. 

Symptoms  and  Signs 

The  early  recognition  of  bulbar  poliomye- 
litis is  exceedingly  important,  and  may  mean 
the  difference  between  life  and  death.  At 
the  first  sign  of  bulbar  paralysis,  the  pa- 
tient should  be  hospitalized  where  adequate 
facilities  are  available  for  immediate  and 
expectant  treatment.  It  should  be  strongly 
emphasized  that  a  mild  case  of  bulbar  paraly- 
sis can  be  converted  into  an  acute  emergency 
by  offering  the  patient  liquids  to  drink.  When 
cyanosis,  gurgling,  and  asynchronous  res- 
pirations are  precipitated  by  the  swallowing 
of  liquids,  the  diagnosis  may  be  made  too 
late. 

The  classical  signs  and  symptoms  of  bul- 
bar poliomyelitis  may  or  may  not  be  imme- 
diately apparent.  Slight  restlessness  and  the 
development  of  a  nasal  twang  to  the  speech 
may  be  the  first  and  only  symptoms  or  they 
may  be  accompanied  by  slight  difficulty  in 
swallowing.  These  symptoms  are  to  be  dis- 
tinguished from  those  produced  by  involve- 
ment of  centers  in  the  cervical  and  thoracic 
cord,  which  leads  to  signs  and  symptoms  of 
diaphragmatic  and   intercostal  weakness. 

Physical  signs  of  medullary  involvement 
are  deviation  of  the  uvula  and  paralysis  of 
the  soft  palate.  Paralysis  of  the  seventh  or 
facial  nerve  occurs  frequently,  and  oculomo- 
tor paralysis  is  occasionally  seen.  Early  in- 
volvement of  the  shoulder  musculature  indi- 
cates damage  to  the  midcervical  segments, 
and  is  more  significant  than  involvement  of 
the  muscles  of  the  neck,  which  usually  show 
spasm  even  in  mild  cases. 

Bulbar  poliomyelitis  leaves  few   residual 
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signs  and  symptoms.  A  slight  nasal  twang 
and  a  deviation  of  the  uvula  may  persist  for 
several  months.  Difficulty  in  swallowing  is 
usually  not  persistent.  Personality  changes 
reflected  in  the  child's  habits  and  school 
work,  irritability,  and  restlessness  may  be 
recognized  for  varying  lengths  of  time,  espe- 
cially upon  close  questioning  of  the  parents 
or  teacher.  These  symptoms  are  due  to  con- 
comitant involvement  of  the  higher  cortical 
and  subcortical  centers. 

Bulbar  poliomyelitis  can  be  treated  suc- 
cessfully only  in  an  institution  equipped  to 
deal  with  respiratory  emergencies.  As  soon 
as  the  first  signs  or  symptoms  of  bulbar  in- 
volvement are  recognized,  hospitalization 
should  be  considered  mandatory. 

Differential  Diagnosis 
In  the  hospital  an  examination  should  be 
made  to  determine  the  degree  of  respiratory 
embarrassment  present,  and  to  differentiate 
between  respiratory  difficulty  due  to  actual 
weakness  of  the  intercostal  or  diaphragma- 
tic muscles  and  that  caused  by  involvement 
of  the  respiratory  center  or  mechanical  ob- 
struction to  the  respiratory  passages.  The 
former  type  of  trouble  is  due  to  involvement 
of  the  anterior  horn  cells  located  in  the  cer- 
vical and  dorsal  segments  of  the  spinal  cord, 
and  the  latter  to  actual  bulbar  paralysis'1'. 
In  a  few  instances,  respiratory  difficulty  may 
be  attributed  to  severe  spasm  of  the  inter- 
costal musculature,  which  is  relieved  by  the 
constant  application  of  hot  packs.  Sometimes 
it  may  be  difficult  and  even  impossible  to 
differentiate  between  high  spinal  and  bulbo- 
respiratory  paralysis.  In  this  event,  a  trial 
of  the  respirator  is  justified. 

Treatment 
The  treatment  of  bulbar  poliomyelitis  re- 
solves itself  into  four  phases:  (1)  the  main- 
tenance of  an  open  air  passage,  (2)  the 
maintenance  of  adequate  nutrition,  with 
especial  emphasis  on  adequate  fluid  balance, 
(3)  constant  nursing  care,  and  (4)  eternal 
vigilance  for  acute  respiratory  difficulty. 

Maintenance  of  the  airway 

The  maintenance  of  an  adequate  and  free 
air  passage  is  largely  dependent  on  the  re- 
moval of  accumulated  secretions  about  the 
glottis.  This  can  be  accomplished  by  postural 

1.  Wilson.  J.  L.:  Acute  Anterior  Poliomyelitis;  Treatment  of 
Bulbar  and  High  Spinal  Types,  New  England  J.  Med. 
806:887-893    (April    28)    1(13*2. 


drainage  and  the  mechanical  removal  of  ob- 
structing fluids.  The  Trendelenburg  position 
is  most  favorable  for  postural  drainage.  Ele- 
vation of  the  foot  of  the  bed  to  an  angle  of 
30  degrees  may  result  in  the  outpouring  of 
large  quantities  of  fluid.  The  mechanical  re- 
moval of  fluid  requires  a  suction  apparatus, 
which  should  be  standard  bedside  equipment 
in  such  cases.  A  soft  rubber  catheter  has 
proved  most  satisfactory,  and  can  be  intro- 
duced through  the  nose  with  facility.  The 
older  patient  may  receive  so  much  relief 
from  the  procedure  that  he  soon  learns  how 
to  introduce  the  catheter  himself.  Postural 
drainage  and  intermittent  suction  may  be 
life  saving  procedures. 

The  use  of  the  respirator  is  usually  contra- 
indicated  when  respiratory  difficulty  arises 
from  bulbar  paralysis.  Accumulated  secre- 
tions may  be  forced  into  the  lower  respira- 
tory recesses,  and  the  arrhythmic  breathing 
of  the  patient  is  in  direct  antagonism  to  the 
synchronism  of  the  machine. 

The  role  of  tracheotomy  in  the  treatment 
of  respiratory  distress  due  to  bulbar  paraly- 
sis is  still  debatable.  Authorities  agree  that 
if  the  operation  is  done,  it  should  be  per- 
formed early ;  however,  there  is  disagree- 
ment concerning  the  exact  indications  for 
the  procedure.  While  the  mortality  associa- 
ted with  the  operation  is  only  about  1  per 
cent,  it  nevertheless  adds  to  the  shock  of 
an  already  seriously  ill  patient,  and  increases 
the  difficulty  of  managing  the  patient  in  a 
respirator  of  the  conventional  type.  The  lu- 
men of  the  trachea  is  further  narrowed  by 
the  presence  of  the  tube,  and  it  must  be  real- 
ized that  a  tracheotomy  will  not  produce  re- 
lief from  excessive  accumulations  of  fluid  in 
the  terminal  bronchioles  and  the  alveoli.  On 
the  other  hand,  dramatic  relief  may  be  ob- 
tained by  tracheotomy  when  postural  drain- 
age and  repeated  attempts  at  aspiration  fail 
to  relieve  signs  and  symptoms  of  obstruction 
in  the  upper  respiratory  tract.  The  produc- 
tion of  a  tenacious  secretion  causing  repeat- 
ed attacks  of  coughing  and  choking  also 
serves  as  a  positive  indication.  In  the  final 
analysis,  the  decision  to  perform  a  tracheo- 
tomy should  be  made  by  a  laryngologist,  who 
is  an  integral  part  of  the  medical  and  surgi- 
cal team  treating  the  patient  with  bulbo-res- 
piratory  poliomyelitis. 

Other  measures 

Nursing  care  of  the  patient  with  bulbar 
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poliomyelitis  should  be  constant  and  unre- 
mitting. The  blood  pressure,  pulse,  and  res- 
piratory rate  should  be  recorded  at  frequent 
intervals — as  often  as  every  fifteen  minutes 
during  critical  periods.  It  is  important  to 
keep  an  exact  record  of  fluid  intake  and  out- 
put, including  the  aspirated  fluid.  In  order 
to  combat  dehydration,  fluids  must  be  re- 
placed by  the  parenteral  route.  Dehydration 
causes  the  production  of  a  viscid,  tenacious 
secretion,  with  resultant  anoxia. 

The  amount  of  fluid  given  to  an  adult  will 
vary  from  1500  to  2000  cc.  daily,  plus  the 
quantity  recovered  by  aspiration.  The  ad- 
ministration of  excessive  amounts  of  fluid 
may  lead  to  pulmonary  edema.  One  third  of 
the  fluid  is  given  in  the  form  of  isotonic  sa- 
line, and  the  remainder  is  a  5  per  cent  solu- 
tion of  glucose  in  distilled  water.  The  infu- 
sion of  hypertonic  fluids  has  not  proved  ben- 
eficial in  reducing  the  accumulation  of  se- 
creted fluids,  and  drugs  such  as  atropine 
produce  a  thick,  tenacious  secretion  which 
is  difficult  to  aspirate. 

The  necessity  for  solid  or  semisolid  food 
is  negligible  during  the  first  crucial  twenty- 
four  to  seventy-two  hours.  The  ingestion  of 
food,  even  through  a  tube,  is  apt  to  bring  on 
an  attack  of  vomiting.  For  this  reason,  no 
food  should  be  given  until  the  gag  reflex 
returns. 

Summary 

1.  The  importance  of  early  recognition, 
hospitalization,  and  treatment  in  bulbar 
poliomyelitis  is  emphasized. 

2.  Factors  relative  to  its  early  treatment 
are  discussed. 


Obesity  and  diabetes. — The  most  frequent  and  also 
the  most  serious  problem  of  dietary  invalidism  with 
which  the  American  medical  profession  has  to  deal 
is  that  resulting  from  overeating.  A  vast  proportion 
of  our  population  is  or  has  been  at  some  time  over- 
weight, and  this  constitutes  one  of  our  most  serious 
health  problems.  Any  physician  who  treats  diabetic 
patients  ...  is  extremely  conscious  of  this,  of 
course,  since  obesity  is  such  a  prominent  factor  in 
so  many  cases  of  diabetes.  Indeed,  it  might  be  said 
that  many  cases  of  diabetes,  are,  from  a  practical 
therapeutic  standpoint,  merely  cases  of  dietary  in- 
validism resulting  from  overeating.  Often  proper 
curtailment  and  balance  of  the  intake  of  food  is  all 
that  is  necessary  to  control  the  condition. — John. 
H  J.:  Dietary  Invalidism,  Ann.  Int.  Med.  32:601 
(April)    1950. 

Vaccination  with  BCG  must  not  be  regarded  as  a 
substitute  for  approved  public  health  measures  nor 
can  the  vaccination  of  the  general  population  be 
recommended  at  the  present  time  except  for  care- 
fully controlled  investigative  programs,  several  of 
which  are  now  under  way. — Nat.  Tuberc.  A.  Bull., 
March,  1948. 


DIABETES  AS  A  PUBLIC  HEALTH 
PROBLEM 

W.  B.  Hunter,  M.D. 

LlLLINGTON 

A  clinic  for  diabetes  has  been  operated  by 
the  Harnett  County  Health  Department 
from  June  28,  1946,  to  the  present  (a  period 
of  three  years  and  three  months).  At 
the  end  of  the  first  year,  12  patients  had 
been  admitted ;  at  the  end  of  the  second 
year,  65  had  been  admitted;  and  up  to  the 
present  we  have  had  165  patients*.  A  few 
of  these  were  patients  with  renal  glycosuria, 
and  a  very  small  number  were  patients  with 
simple  obesity.  In  several  patients  who  had 
previously  received  a  diagnosis  of  diabetes, 
we  failed  to  find  any  evidence  of  the  disease. 
The  remainder  are  true  diabetics.  It  is  esti- 
mated that  there  are  750  cases  of  diabetes 
in  Harnett  County. 

A  clinic  for  diabetes  is  justified  by  exact- 
ly the  same  reason  that  justifies  the  exist- 
ence of  clinics  for  crippled  children,  well 
babies,  prenatal  patients,  and  cancer  detec- 
tion. Although  it  is  not  communicable  like 
tuberculosis  and  venereal  diseases,  diabetes 
offers  an  open  field  to  the  practice  of  pre- 
ventive medicine.  Dr.  John'1',  in  discussing 
a  patient  with  very  slight  abnormality  in  the 
glucose  tolerance  curve,  said :  "Can  he  be 
kept  from  developing  a  frank  diabetes  as 
the  years  go  by,  or  will  he  eventually  slip 
into  the  diabetic  fold?  Here  is  a  real  chance 
for  the  practice  of  significant  preventive 
medicine.  All  that  is  necessary  is  slight  re- 
striction of  diet  which  eliminates  the  exces- 
sive use  of  carbohydrates  or  overeating,  and 
periodic  annual  examination." 

One's  first  thought  in  diabetes  is  the  pre- 
vention of  diabetic  coma.  In  juvenile  dia- 
betes cataracts  and  retinal  hemorrhages  are 
frequent,  and  the  kidneys  are  quite  likely  to 
be  involved.  Patients  with  juvenile  diabetes 
who  reach  adult  life  are  very  susceptible  to 
arteriosclerosis.  Tuberculosis  is  a  common 
complication  of  poorly  controlled  diabetes. 
The  prevention  of  these  complications  now 
offers  a  great  field  for  research  and  for  the 
improvement  of  our  routine  treatment  for 
diabetes. 

Read   before  the  Ncrth  Carolina   Public   Health  Association, 
Greensboro,   September   10,   19-1-9. 

*  To   May   17,    1950    (four   years),    402    patients. 

1.    John,    H.   J.:   Diabetes,    St.    Louis,    The    C.    V.    Mosby    Co., 
1911!,  p.  32. 
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The  prevention  of  insulin  reactions  is  an- 
other constant  concern  of  the  doctor  and 
patient. 

Incidence  of  Diabetes 

Diabetes  seems  to  be  universal  in  distri- 
bution. There  are  some  racial  variations, 
Jewish  people  being  somewhat  more  sus- 
ceptible. The  incidence  among  the  white  and 
colored  races  is  almost  the  same.  Diabetes  is 
found  more  frequently  in  women  than  in 
men,  and  more  frequently  in  fat  people  than 
in  thin. 

Diabetes  occurs  at  all  ages  from  infancy 
to  old  age,  but  the  most  cases  occur  in  the 
older  age  groups.  The  younger  the  patient, 
the  more  difficult  is  the  management  of  dia- 
betes; the  older  the  patient,  the  less  man- 
agement is  required. 

It  is  estimated  that  there  are  now  about 
2,000,000  cases  of  diabe.eo  in  the  United 
States — an  incidence  of  about  IV2  per  cent 
of  the  general  population.  The  incidence  of 
diabetes  is  highest  in  areas  where  the  urine 
of  the  inhabitants  is  most  frequently  exam- 
ined, and  where  the  inhabitants  live  the 
longest  and  weigh  the  most.  It  is  believed 
that  mass  surveys  would  reveal  about  the 
same  incidence  in  all  parts  of  this  country. 

Diabetes  is  hereditary  and  is  transmitted 
as  a  recessive  trait  according  to  Mendel's 
laws.  In  our  series  of  165  cases  there  were 
2  pairs  of  brothers,  3  pairs  of  brothers  and 
sisters,  1  grandmother  and  grandson,  1 
mother  and  daughter,  1  father  and  daughter, 
and  1  aunt  and  niece.  In  a  case  finding  pro- 
gram the  place  to  look  for  diabetes  is  among 
the  relatives  of  diabetics. 

Diagnosis 

The  diagnosis  of  diabetes  can  usually  be 
made  with  mathematical  precision,  although 
there  are  borderline  cases  that  can  be  diag- 
nosed only  after  long  periods  of  observation. 
Errors  in  diagnosis  are  not  uncommon.  Dr. 
Joslin'21  stated  that  he  once  treated  a  patient 
for  diabetes  over  a  period  of  eight  years 
and  then  found  that  diabetes  was  not  pres- 
ent. Such  an  error  is  quite  likely  to  occur 
when  a  patient  already  under  treatment 
comes  under  the  care  of  a  new  doctor.  If  the 
patient  is  doing  well,  one  would  hesitate  to 
disturb  his  equilibrium  in  order  to  prove  the 
correctness  of  the  original  diagnosis. 

2.  Joslin,  E.  P.,  Root,  H.  F„  White,  P.,  and  Marble,  A.:  The 
Treatment  of  Diabetes  Mellitus,  ed.  8,  Philadelphia,  Lea 
and  Febiger,  1940,  p.  787. 


The  two  essential  criteria  for  the  diag- 
nosis of  diabetes  mellitus  are  glycosuria  and 
hyperglycemia.  Both  are  considered  essen- 
tial parts  of  the  disease,  and  neither  one 
alone  is  sufficient  to  prove  the  diagnosis. 
Tests  of  urine  and  blood  made  before  break- 
fast are  of  little  value  in  the  diagnosis  of 
diabetes,  because  they  are  so  often  normal 
in  early  cases.  Tests  made  after  eating  are 
of  much  greater  diagnostic  value.  Fasting 
tests  combined  with  postprandial  tests  are 
useful  in  observing  the  degree  of  control 
after  the  patient  is  under  treatment.  In  se- 
vere, uncontrolled  cases,  of  course,  the  diag- 
nosis can  be  made  by  tests  of  the  urine  and 
blood  done  at  any  time.  Formal  glucose  tol- 
erance tests  consist  of  four  urinalyses  and 
blood  sugar  determinations  made  before  the 
administration  of  100  Gm.  of  glucose,  and  at 
intervals  of  one  half  hour,  one  hour,  and 
two  hours  thereafter.  These  are  essential  in 
the  diagnosis  of  doubtful  cases,  but  are  not 
necessary  in  average  cases  and  are  of  no  use 
after  the  diagnosis  has  been  made  Much 
unnecessary  laboratory  work  can  be  avoided 
if  one  remembers  to  make  the  first  tests 
after  the  patient  has  eaten. 

There  are  other  causes  of  glycosuria  be- 
sides diabetes,  and  sugars  other  than  glucose 
are  sometimes  found  in  the  urine.  Patients 
with  a  low  renal  threshold  may  have  glyco- 
suria without  hyperglycemia.  This  is  a 
harmless  condition  which  requires  no  treat- 
ment and  has  nothing  to  do  with  diabetes. 
Transient  glycosuria  due  to  a  lowered  renal 
threshold  is  very  frequent  in  pregnancy.  It 
does  no  harm,  but  every  case  of  glycosuria 
in  pregnancy  must  be  investigated  to  rule 
out  the  presence  of  true  diabetes.  In  such 
cases  a  blood  sugar  test  is  essential,  and  a 
glucose  tolerance  test  may  be  required. 

Treatment 

The  object  of  treatment  is  to  keep  the  pa- 
tient free  from  glycosuria  and  hypergly- 
cemia, and  to  keep  his  weight  normal.  In 
some  cases  this  can  be  accomplished  by  diet 
alone.  In  other  cases  it  is  impossible  to  es- 
tablish normal  values,  and  we  must  be  con- 
tent to  do  the  best  we  can  in  the  direction 
of  normalcy. 

Diet 

The  diabetic's  diet  should  be  quite  similar 
to  that  of  normal  people,  with  some  restric- 
tion of  the  total  caloric  intake  and  avoid- 
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ance  of  excessive  carbohydrates.  If  the  pa- 
tient is  overweight,  weight  reduction  should 
be  accomplished  by  restriction  of  the  total 
calories  in  the  diet.  Adequate  protein — about 
1  Gm.  per  kilogram  of  ideal  body  weight — 
is  essential,  and  150-200  Gm.  of  carbohy- 
drate is  required  to  form  a  palatable  diet ; 
the  remainder  of  the  caloric  requirement  is 
made  up  with  fat.  The  diet  first  prescribed 
must  be  varied  according  to  what  is  shown 
by  the  scales.  If  the  overweight  patient 
does  not  lose  weight,  his  diet  is  reduced. 
If  the  patient  is  too  thin,  or  loses  too  rapidly, 
his  diet  is  increased.  The  diet  is  regulated 
largely  by  trial  and  error,  the  scales  being 
the  final  authority. 

Dietetic  scales  are  very  useful,  and  we 
prescribe  them  for  our  patients  who  are  able 
to  buy  them  and  understand  how  to  use 
them.  When  the  arithmetic  is  beyond  a  pa- 
tient, we  get  very  good  results  with  the  use 
of  household  measurements.  Patients  who 
are  able  to  learn  food  values  get  along  better, 
because  they  can  substitute  one  food  for  an- 
other, and  thus  enjoy  a  more  varied  diet. 
The  patients  who  know  the  most  have  the 
least  trouble.  No  special  foods  are  necessary. 
Diabetics  can  eat  the  same  foods  that  other 
people  eat,  provided  they  restrict  the  total 
amount  and  avoid  concentrated  sweets. 

Insulin 

Insulin  is  necessary  when  the  disease  can- 
not be  controlled  by  diet  alone.  If  glycosuria 
and  hyperglycemia  persist,  the  patient  is 
given  enough  insulin  to  produce  a  sugar- 
free  urine  and  a  normal  blood  sugar,  or  to 
accomplish  this  objective  as  nearly  as  pos- 
sible. Insulin  dosage  is  adjusted  from  day  to 
day,  according  to  the  urine  and  blood  sugar 
tests.  Thirty  per  cent  of  our  patients  require 
no  insulin.  Sixty-five  per  cent  take  moderate 
or  small  closes  of  protamine  zinc  insulin  once 
a  day,  and  five  per  cent  require  a  combina- 
tion of  regular  insulin  and  protamine  zinc. 
We  mix  these  two  types  of  insulin  in  the 
same  syringe,  and  give  only  one  dose  per 
day.  In  this  series  of  cases  we  have  net  had 
a  single  patient  who  required  more  than  one 
dose  per  day.  This  is  a  matter  of  consider- 
able importance  to  the  patient,  since  the  one- 
dose  schedule  not  only  avoids  the  pain  of 
the  extra  injections  but  enables  him  to  take 
his  insulin  in  the  morning  and  lead  a  nor- 
mal life  for  the  remainder  of  the  day. 

It  is  expected  that  a  new  insulin  will  be 


on  the  market  soon.  This  will  save  the  pa- 
tient the  trouble  of  mixing  the  two  types  of 
insulin,  and  will  be  of  much  value  to  patients 
who  have  difficulty  in  loading  the  syringe 
because  of  impaired  vision. 

We  have  not  found  it  necessary  to  hos- 
pitalize any  patient  for  the  regulation  of 
uncomplicated  diabetes.  The  patient  has  to 
learn  some  time  to  manage  his  own  disease. 
He  may  just  as  well  start  this  week  as  next. 

Complications 

Diabetics  are  subject  to  all  the  diseases 
that  other  people  have.  In  patients  with  un- 
controlled diabetes,  many  diseases  find  a 
more  fertile  field.  Tuberculosis  is  so  much 
more  frequent  in  uncontrolled  diabetics  that 
in  one  locality  the  tuberculosis  association 
is  contributing  to  a  diabetes  control  program 
as  one  method  of  preventing  tuberculosis. 

Coma  occurs  only  in  badly  neglected  cases, 
and  is  becoming  more  and  more  infrequent. 
Insulin  reactions  are  undesirable,  but  are 
seldom  serious  on  ordinary  dosages.  The 
only  really  serious  effects  of  insulin  over- 
dosage occur  when  an  insulin  reaction  is 
diagnosed  as  diabetic  coma  and  treated  with 
more  insulin. 

Conclusions 

More  than  three  years'  experience  in  the 
operation  of  a  clinic  for  diabetes  indicates 
that  there  are  many  diabetics  who  will  not 
be  brought  under  treatment  otherwise. 

These  people  are  taught  that,  with  proper 
treatment,  diabetes  is  not  a  disabling  dis- 
ease, and  they  are  urged  to  continue  their 
usual  activities.  Usually  they  are  proud  of 
the  fact  that  they  can  master  the  disease  and 
continue  to  be  self-supporting.  Considerable 
strength  of  character  and  self-discipline  are 
required  to  control  diabetes,  and  we  find 
that  our  patients  generally  are  above  aver- 
age in  these  respects.  For  this  reas:n.  the 
cost  of  operating  a  clinic  for  diabetes  is  com- 
paratively small. 

Three  people  are  essential  in  such  a  clinic : 
(1)  a  doctor  who  is  especially  interested  in 
diabetes,  (2)  a  dietitian,  and  (3)  a  labora- 
tory technician.  It  makes  no  difference 
whether  the  doctor  is  the  health  officer  or 
a  clinician,  but  it  is  essential  that  he  be  par- 
ticularly interested  in  diabetes.  In  the  be- 
ginning, when  the  patients  are  few,  the  doc- 
tor may  do  all  three  jobs ;  but  as  the  number 
of  patients  increases,  three  people  will  be 


292 


NORTH   CAROLINA   MEDICAL  JOURNAL 


June,   1950 


needed.  In  our  case  a  nurse  has  learned  to 
be  a  dietitian,  and  a  secretary  has  learned 
to  do  blood  sugar  tests. 

This  clinic  for  diabetes  has  taken  its  place 
along  with  our  other  clinics  in  Harnett 
County,  and  we  regard  it  as  an  integral 
part  of  our  public  health  program. 


MENINGOCELE  FOLLOWING 
HEMILAMINECTOMY 

A  Report  of  Two  Cases 
Harry  Winkler,  M.D. 

and 

John  A.  Powers,  M.D. 

Charlotte 

The  persistence  of  symptoms  following 
hemilaminectomy,  regardless  of  the  indica- 
tions for  the  original  operation,  may  in  some 
cases  be  explained  by  the  presence  of  a  men- 
ingocele. During  the  past  year  we  have  seen 
2  cases  of  lumbar  meningocele  following 
hemilaminectomy  for  herniation  of  the  nu- 
cleus pulposus.  In  both  cases  the  defect  had 
caused  rather  marked  persistence  of  symp- 
toms, and  in  neither  case  was  the  operating 
surgeon  fully  aware  of  the  existence  of  a 
meningocele  until  a  second  operation  was 
performed.  Careful  search  of  the  available 
literature  of  the  past  ten  years  has  failed 
to  reveal  any  similar  cases. 

Case  Reports 
Case  1 

A  31  year  old  white  man  was  seen  at  the 
Duke  University  School  of  Medicine  in 
March,  1946.  He  stated  that  at  the  age  of  14 
he  had  had  a  brief  episode  of  low  back  pain, 
non-radiating,  after  lifting  a  bag  of  wheat. 
A  similar  episode  occurred  at  the  age  of  19, 
and  since  that  time  he  had  had  intermittent 
non-radiating  low  back  pain,  unrelated  to 
lifting  or  straining.  He  had  lost  thirty  to  for- 
ty days  from  work  annually  for  the  past  ten 
years.  On  January  12,  1946,  following  a  lift- 
ing strain,  the  patient  had  sudden,  severe 
low  back  pain,  with  bilateral  leg  radiation, 
especially  on  the  left.  The  pain  persisted 
through  the  month  of  January,  in  spite  of 
bed  rest.  It  was  aggravated  by  lifting,  strain- 
ing, or  coughing. 

Examination  revealed  marked  tenderness 
to  fist  percussion  over  the  spinous  processes 


From    the    Charlotte 
Carolina. 


Memorial    Hospital,    Charlotte,    North 


Fig.    1      (Case    1).     Schematic    drawing   of   the 
lesion  before  the  sac  was  opened. 

of  the  fourth  and  fifth  lumbar  vertebrae,  and 
limitation  of  forward  bending  to  an  angle  of 
30  degrees.  The  straight  leg  raising  test  was 
positive  bilaterally  at  30  degrees,  producing 
pain  in  the  back  and  left  leg.  Myelography 
showed  a  consistent  defect  at  the  fifth  lum- 
bar vertebra  on  the  right. 

On  March  6,  1946,  a  partial  hemilaminec- 
tomy was  performed  at  the  fifth  lumbar 
vertebra,  with  bilateral  removal  of  a  rup- 
tured intervertebral  disc.  The  patient  was 
discharged  from  Duke  Hospital  on  the 
twelfth  postoperative  day,  free  of  pain,  but 
with  the  same  neurologic  findings  present  on 
admission. 

He  was  readmitted  on  September  24,  1946, 
again  complaining  of  pain  in  the  back  and 
hip,  and  in  the  posterolateral  aspect  of  the 
left  thigh  and  leg.  He  had  also  noted  numb- 
ness and  paresthesias  over  the  same  areas. 
The  pain  was  accentuated  by  coughing, 
sneezing,  and  deep  breathing.  He  was  tender 
to  pressure  over  the  spinous  processes  of  the 
fourth  and  fifth  lumbar  vertebrae,  and  over 
both  sciatic  nerves  in  the  thighs.  Flexion  of 
the   spine  was  limited  to  30  degrees,    and 
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Fig.   2    (Case  1).     Communication  of   the  men- 
ingocele with  the  dural  sac. 


straight  leg  raising  produced  pain  at  20  de- 
grees bilaterally.  Pin  pricks  were  not  felt 
over  the  left  leg,  except  for  a  narrow  band 
over  the  medial  aspect  of  the  calf  and  thigh. 
The  left  ankle  jerk  was  absent.  Myelograph- 
ic  studies  with  Pantopaque  were  reported 
normal.  Following  a  course  of  physiotherapy, 
the  patient  was  discharged. 

In  February,  1947,  the  patient  underwent 
operation  in  Richmond,  Virginia,  and  was 
told  that  he  had  a  ruptured  intervertebral 
disc  at  the  fourth  lumbar  interspace.  Follow- 
ing this  operation  he  was  free  of  pain  for 
four  to  six  weeks. 

Pain  in  the  lumbar  region  and  left  leg 
recurred,  and  he  was  admitted  to  the  Char- 
lotte Memorial  Hospital  on  July  13,  1947. 
It  was  noted  that  he  handled  himself  with 
extreme  care  and  could  not  get  out  of  bed  by 
himself.  Physical  and  neurologic  examina- 
tion was  almost  impossible  because  of  the 
patient's  marked  symptoms  of  distress.  He 
claimed  that  a  hand  placed  on  his  back  gave 
him  headache  and  backache.  He  was  seen  by 
a  neurosurgeon,  who  felt  that  he  was  essen- 
tially a  psychiatric  case  and  did  not  believe 
that  further  surgical  intervention  was  indi- 
cated. A  psychiatrist  made  a  diagnosis  of  psy- 
choneurosis,  and  advised  physical  and  psy- 
chic therapy.  He  remained  in  the  hospital 
until  August  18,  1947,  at  which  time  he 
seemed  to  be  considerably  better.  He  was 
walking  under  his  own  power  and  was  not 
as  sensitive  to  touch.  The  neurologic  find- 
ings previously  noted  in  the  left  leg  and 
thigh  were  still  present.  He  was  discharged 
with  instructions  to  return  for  a  check-up 


in  about  two  months. 

When  he  returned,  he  stated  that  three 
blocks  was  the  longest  distance  that  he  had 
been  able  to  walk  by  himself.  He  still  had 
pain  in  the  left  buttock  and  flank,  and  was 
very  nervous.  He  presented  a  gross  tremor 
of  the  hand,  and  stated  that  at  times  he  could 
not  hold  a  cup  of  coffee.  He  was  tender  to 
palpation  over  the  greater  sciatic  notch  on 
the  left.  The  left  thigh  was  V&  mcn  smaller 
than  the  right ;  the  calves  were  equal  in  size. 
The  knee  jerks  were  equal,  but  the  left  ankle 
jerk  was  markedly  diminished.  Roentgeno- 
grams showed  a  narrow  lumbosacral  space, 
with  unstable  appearing  lumbosacral  facets. 

Fusion  of  the  spine  was  recommended,  and 
was  undertaken  on  January  22,  1948,  under 
Pentothal  anesthesia.  As  the  fibrous  tissue 
was  being  dissected  from  the  spinous  pro- 
cesses, preliminary  to  exposure  of  the  lami- 
na, there  was  a  sudden  gush  of  spinal  fluid. 
As  dissection  proceeded,  a  large  meningo- 
cele, measuring  about  5  by  2  cm.,  was  seen 
lying  posterior  to  the  lamina.  The  neck  of 
the  meningocele  came  through  the  inter- 
laminar  space  above  the  fifth  lumbar  ver- 
tebra. The  meningocele  was  dissected  free, 
and  the  neck  was  ligated  and  imbricated  over 
the  ligature.  A  heavy  prop  graft  was  laid 
across  the  opening,  the  prop  being  anchored 
to  the  spinous  processes  of  the  first  sacral 
and  fourth  lumbar  vertebrae.  The  wound 
was  closed  and  the  patient  was  returned  to 
his  bed  in  good  condition. 

He  had  a  stormy  postoperative  course, 
with  nausea,  vomiting,  and  occipital  head- 
ache. His  temperature  rose  to  100.4  F.  on 
the  evening  of  operation,  but  after  that  did 
not  go  above  normal.  He  was  discharged  on 
the  twenty-third  postoperative  day,  wearing 
a  removable  lumbosacral  body  jacket. 
Case  2 

A  43  year  old  white  man  was  first  ad- 
mitted to  the  Charlotte  Memorial  Hospital 
on  November  24,  1947,  with  the  history  of 
having  had  pain  in  the  back  intermittently 
for  the  past  five  years.  The  episodes  had  oc- 
curred every  three  to  four  months,  usually 
lasting  two  to  three  weeks.  They  were  usu- 
ally brought  on  by  stooping  or  bending.  He 
had  little  leg  pain,  and  the  back  pain  had 
not  been  severe  enough  to  force  him  to  go  to 
bed.  The  patient's  last  attack  had  begun  four 
months  prior  to  admission,  and  had  per- 
sisted to  the  present  time.  He  had  noted  some 
pain  in  the  front  of  the  right  thigh,  which 
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radiated  into  the  patellar  area.  There  was 
no  numbness,  tingling,  or  temperature 
change  in  the  leg.  Coughing  and  sneezing 
caused  some  radiation  of  pain  into  the  pos- 
terior aspect  of  the  right  thigh  and  leg. 

The  patient  showed  a  definite  limp,  favor- 
ing the  right  leg.  Forward  bending  was  lim- 
ited by  pain  to  40  degrees.  Lateral  and  back- 
ward bending  were  free  and  painless.  The 
straight  leg  raising  test  on  the  right  was 
positive  at  80  degrees,  on  the  left  at  70  de- 
grees. Minimal  tenderness  was  noted  over 
the  fourth  and  fifth  lumbar  interspaces,  and 
pressure  over  the  fourth  lumbar  interspace 
caused  radiation  of  the  pain  into  the  right 
hip.  Reflexes  and  sensation  in  the  lower  ex- 
tremities were  within  normal  limits. 

The  consulting  neurosurgeon  felt  that  the 
patient  had  a  rupture  of  the  intervertebral 
disc  at  the  fourth  lumbar  interspace  on  the 
right,  and  since  no  improvement  followed 
conservative  therapy,  laminectomy  was  de- 
cided upon.  On  December  2,  1947,  the  fourth 
and  fifth  lumbar  interspaces  on  the  right 
were  explored.  No  disc  was  found  protruding 
through  the  posterior  longitudinal  ligament, 
and  the  interspaces  were  exceptionally  large. 
The  wound  was  closed,  and  the  patient  was 
returned  to  the  ward  in  good  condition.  After 
an  uneventful  convalescence  he  was  dis- 
charged on  December  12,  1947. 

The  patient's  course  was  satisfactory  un- 
til March,  1948,  when  he  again  began  having 
catches  in  the  lower  part  of  the  back,  with- 
out radiation  into  either  hip  or  leg.  These 
catches  increased  in  severity  over  the  next 
two  months,  until  he  was  unable  to  go  about 
his  normal  activities.  His  local  physician  had 
noted  a  small,  persistent  swelling  over  the 
fifth  lumbar  interspace  on  the  right  of  the 
midline.  This  was  aspirated  twice  unsuccess- 
fully by  a  neurosurgeon,  in  the  belief  that 
it  was  a  meningocele. 

The  discomfort  in  his  back  became  more 
severe,  and  he  was  admitted  to  the  Charlotte 
Memorial  Hospital  for  the  second  time  on 
May  14,  1948.  On  the  second  admission  the 
physical  findings  were  essentially  the  same 
as  those  noted  in  November,  1947.  In  addi- 
tion to  the  peripheral  neurologic  signs,  there 
was  a  swelling  to  the  right  of  the  fifth  lum- 
bar interspace,  about  3  cm.  in  diameter; 
this  was  slightly  tender  to  palpation. 

On  May  19,  1948,  under  Pentothal  anes- 
thesia the  back  was  opened  through  the  old 


operative  scar  in  the  lumbar  area.  A  large 
meningocele  was  encountered  to  the  right  of 
the  spinous  process  of  the  fifth  lumbar  ver- 
tebra; it  emerged  through  the  fifth  inter- 
space, bearing  close  to  the  spinous  process 
on  the  right.  The  sac  measured  about  3  by 
\  o  cm.,  and  emerged  from  the  spinal  canal 
through  an  orifice  about  J  o  cm.  in  diameter. 
The  meningocele  was  carefully  closed,  using 
plain.  No.  0  catgut,  and  then  an  "H"  type 
prop  graft  taken  from  the  left  tibia  was  care- 
fully fitted  between  the  spinous  processes  of 
the  fourth  lumbar  and  first  sacral  vertebrae. 
The  patient  was  returned  to  the  ward  in  good 
condition  after  routine  closure  of  his  wound. 
He  made  an  uneventful,  afebrile  recovery, 
and  was  up  on  the  fourteenth  postoperative 
day,  wearing  a  removable  lumbosacral  plas- 
ter cast. 

Comment 

Because  of  l!  ■  increasing  number  of  re- 
operations on  the  lower  lumbar  spine  follow- 
ing hemilaminectomy,  either  for  spinal  fu- 
sion or  for  further  laminectomies,  we  feel 
that  these  2  cases  of  lumbar  meningocele 
are  of  interest.  Surgeons  who  are  not  awai'e 
of  the  existence  of  this  condition  may  find 
that  it  sometimes  explains  the  persistence 
of  symptoms  in  the  low  back  following  the 
removal  of  a  ruptured  intervertebral  disc. 


Psychologic  factors  in  deficiency  slates. — Psycho- 
logic factors  elicited  in  the  history  may  give  the 
clue  to  the  presence  of  a  suspected  dietary  factor 
in  illness,  since  depressed  mental  states  and  emo- 
tional difficulties  may  lead  either  to  overeating  or 
undereating  or  abnormal  craving  or  dislike  for  cer- 
tain kinds  of  food,  which  may  result  in  a  one-sjded 
diet.  Often  those  who  prepare  their  own  food  and 
tat  alone  get  into  very  faulty  dietary  habits  which 
may  lead  to  malnutrition  and  specific  dietary  defi- 
ciencies. The  middle-aged  or  elderly  woman  who 
lives  alone  often  falls  into  this  category,  for  it  seems 
too  much  trouble  to  bother  to  prepare  a  proper  meal 
just  for  herself.  The  result  is  that  she  eats  cereals 
or  sandwiches  and  as  time  goes  on,  she  becomes 
more  and  more  tired,  and  the  preparation  of  food 
seems  to  be  an  ever  greater  task.  Thus  her  diet 
becomes  more  and  more  deficient,  and  often  she 
develops  gastrointestinal  symptoms  which  lead  her 
to  believe  certain  foods  are  disagreeing  with  her, 
and  she  restricts  her  diet  still  more.  This  type  of 
patient  is  likely  to  have  a  variety  of  symptoms, 
digestive,  rheumatic,  nervous,  dermatologic  or  oph- 
thalmic. Young  women  who  cut  down  their  food 
to  save  expense  or  who  diet,  without  proper  super- 
vision, to  lose  weight,  often  develop  symptoms  that 
are  attributable  to  lack  of  calories,  protein,  vitamins 
or  minerals  and  are  easy  prey  for  infections,  par- 
ticularly tuberculosis. — John,  H.  J.:  Dietary  Invalid- 
ism, Ann.  Int.  Med.  32:608   (April)   1950. 
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A  FEMORAL  HERNIA  CONTAINING  A 

STRANGULATED  APPENDIX 

PREOPERATIVELY  DIAGNOSED  AS  A 

METASTATIC  LYMPH  NODE 

Alfred  T.  Hamilton,  M.D.,  F.A.C.S. 

and 
W.  Howard  Wilson,  M.D.,  F.A.C.P. 

Raleigh 

A  complication  of  femoral  hernia,  infre- 
quently reported  in  our  literature111  but  rath- 
er common  in  South  American  publications, 
is  incarceration  and  strangulation  of  the  ap- 
pendix. We  report  such  a  case,  in  part  be- 
cause of  its  relative  rarity,  but  chiefly  be- 
cause of  our  failure  to  arrive  at  the  correct 
diagnosis  preoperatively  and  because  of  the 
very  considerable  risk  involved  in  such  a  mis- 
diagnosis. 

Report  of  Case 

A  60  year  old  housewife  was  seen  by  us  in 
consultation  on  January  5,  1949,  because  of 
a  mass  in  the  right  upper  femoral  area.  The 
patient  stated  positively  that  the  mass  had 
appeared  overnight  several  days  before,  that 
it  had  been  tender,  sore  and  firm  from  the 
onset,  and  that  she  had  had  no  nausea,  ab- 
dominal cramps,  or  constipation.  Examina- 
tion of  the  mass  revealed  it  to  be  a  stony 
hard,  multinodular,  uninflamed  and  only 
slightly  tender  tumor  located  just  beneath 
the  medial  extremity  of  the  right  inguinal 
ligament.  In  spite  of  the  patient's  certainty 
that  it  was  of  sudden  occurrence  and  in  spite 
of  the  location  of  the  mass,  we  both  consid- 
ered and  discarded  the  diagnosis  of  femoral 
hernia  and  with  studied  conviction  proposed 
removal  of  the  mass  for  biopsy.  A  thorough 
physical  examination,  including  sigmoido- 
scopy and  search  for  an  original  malignant 
lesion,  uncovered  no  abnormality  other  than 
the  mass. 

The  patient  was  admitted  to  Rex  Hospital 
on  January  9,  and  an  exploratory  operation 
of  the  upper  thigh  was  carried  out  on  the 
following  day.  A  transverse  incision  was 
made  over  the  mass  and  dissection  was  car- 
ried down  to  the  base  of  the  mass,  which  was 

1.  (a)  Doolin,  W.:  Inflamed  Appendix  in  a  Hernial  Sac, 
Brit.  M.  J.  2:239,  1919.  (b)  Knapp,  C.  S.  and  Claps,  L.  V.: 
Appendicitis  Incarcerated  in  a  Femoral  Hernia,  Am.  J. 
Surg:.  64:139-11(1  (April)  1944.  (c)  Seley.  G.  P.:  Incarcer- 
ated Femoral  Hernia  Containing;  an  Adherent  Appendix : 
Report  of  2  Cases  in  Men,  J.  Mt.  Sinai  Hosp.  8:175-177 
(Sept.-Oct.)   1941. 


clearly  discerned  to  be  stalk-like,  emerging 
in  the  usual  characteristic  fashion  from  be- 
neath the  inguinal  ligament  along  the  fe- 
moral canal.  The  margins  of  the  stalk  were 
grasped  peripherally  with  forceps ;  the  stalk 
was  carefully  excised  marginally,  and  the 
dissected  mass  was  removed,  in  much  the 
manner  of  a  glove,  from  over  what  was  ob- 
viously the  incarcerated  and  strangulated 
tip  of  the  appendix. 

The  lateral  margin  of  the  incision  was  then 
curved  upward  over  the  inguinal  canal  and 
the  external  oblique  fascia  was  divided  in  the 
line  of  the  canal,  as  were  the  transversalis 
fascia  and  the  peritoneum.  The  base  of  the 
appendix  was  identified  and  followed  down- 
ward to  the  internal  opening  of  the  femoral 
sac.  By  the  passage  of  a  grooved  director,  it 
was  possible  to  nick  the  posterior  border  of 
the  inner  end  of  the  inguinal  ligament  suffi- 
ciently to  allow  the  release  of  the  appendiceal 
tip  ;  thereafter  the  cecum  and  appendix  were 
delivered  through  the  upper  wound,  the  ap- 
pendix was  removed,  and  the  inguinal  wound 
was  closed  after  the  manner  of  the  usual  her- 
niorrhaphy. The  lower  hernia  was  closed  in 
layers  with  interrupted  cotton  sutures. 

Postoperatively  the  patient  did  well.  She 
was  given  penicillin  for  four  days,  was  out 
of  bed  on  the  first  postoperative  day,  and 
was  discharged  on  the  fifth  postoperative  day 
after  an  afebrile  course.  She  has  done  well 
since  her  operation  and  show's  no  evidence  of 
recurrence. 

It  seems  to  us  that  this  case  is  of  instruc- 
tional value  in  several  respects.  Had  we 
heeded  the  patient's  history,  so  easy  to  ig- 
nore where  strange  hard  masses  are  con- 
cerned, we  might  have  made  the  correct  di- 
agnosis immediately  and  would  probably 
have  urged  immediate  operation.  Except  for 
the  fact  that  the  history,  the  location  of  the 
mass,  and  its  general  structure  caused  us  to 
keep  the  possibility  of  hernia  in  mind,  we 
might  well  have  transected  the  base,  and 
gotten  ourselves  and  our  patient  into  serious 
difficulty.  Finally,  and  of  very  real  physio- 
logical interest,  is  the  fact  that  an  appendi- 
ceal tip  with  serious  circulatory  embarrass- 
ment which,  had  it  been  in  the  general  peri- 
toneal cavity,  would  have  given  rise  to  mark- 
ed abdominal  symptoms,  caused  no  symptoms 
suggesting  appendicitis  in  its  sequestered, 
isolated,  and  incarcerated  position. 
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VI 

THE  DeROSSET  FAMILY 

Settlements  were  made  on  the  Cape  Fear 
River  as  early  in  1723,  and  were  situated 
chiefly  on  the  west  side  of  the  river  below 
Wilmington  and  on  the  Northeast  River 
branch  above  the  town.  Rice,  indigo,  corn, 
and  tobacco  were  the  principal  crops,  and  in 
those  days  fine  wheat  was  raised  in  the  area. 
Beyond  Wilmington,  up  the  Northeast  River, 
were  Hilton  Plantation,  Halton  Lodge,  Sans 
Souci,  Rock  Hill,  Rocky  Run,  and  then  Cedar 
Grove,  eight  miles  north  of  town,  the  coun- 
try seat  of  the  DeRosset  family,  some  of 
whose  members  practiced  medicine  in  the 
community  of  Wilmington  during  a  period 
of  146  years. 

The  DeRossets  of  Wilmington  had  a  dis- 
tinguished ancestry.  Their  paternal  forebears 
were  from  Narbonne,  in  the  neighborhood  of 
Montpelier.  Louis  DeRosset,  a  Huguenot, 
held  a  commission  from  the  English  govern- 
ment and  under  the  great  Duke  of  Schom- 
berg  aided  in  the  consummation  of  the  Revo- 
lution of  1688.  His  grandson  later  wrote  of 
the  reason  for  this  allegiance:  "His  being  in 
the  service  of  that  country  may  be  accounted 
for  by  his  professing  the  protestant  religion, 
and  by  the  claim  of  that  nation  to  the  sov- 
ereignty of  sundry  provinces  of  France."*11 
Louis  was  an  honorary  doctor  of  laws  and  a 
doctor  of  medicine,  and  his  son,  Armand, 
was  graduated  in  medicine  from  the  Univer- 
sity of  Basel  in  1720.  Armand  was  the  first 
member  of  the  family  to  emigrate  to  Amer- 
ica, and  some  time  before  1735  he  came  to 
New  Liverpool  (now  Wilmington)  with  his 
wife  and  three  children,  thereby  forfeiting 
his  titles  and  estates.  He  practiced  medicine 
with  modesty  and  was  recognized  from  the 
beginning  as  a  public  spirited  man.  As  a  de- 
voted member  of  the  Church  of  England  he 
aided  in  the  establishment  of  St.  James 
Church. 

1.    DeRosset.     A.:     Autobiographical     Sketch,     Tbe     DeRosset 
Papers,  James  Sprunt  Historical  Monograph,  no.  4,  Chapel 

Hill,    111113. 


Armand's  two  sons  inherited  their  father's 
abilities,  and  each  attained  distinction  in  the 
colony.  Louis  Henry  represented  Wilming- 
ton in  the  New  Bern  assembly,  was  a  mer- 
chant and  planter,  and  served  as  lieutenant 
governor  under  Tryon  ;  being  an  intense  Loy- 
alist, however,  he  did  not  take  the  American 
side  in  the  Revolution,  but  adhered  to  his 
convictions  and  followed  Governor  Josiah 
Martin,  the  last  of  the  Royal  Governors  of 
the  Province,  when  the  latter  was  driven  out 
of  North  Carolina'21.  In  1779  he  was  banished 
from  the  province,  and  later  died  in  Eng- 
land. His  younger  brother,  Moses  John  De- 
Rosset, was,  like  his  father,  a  doctor  who 
took  a  prominent  part  in  public  life.  When 
Colonel  James  Innes  took  his  regiment  to 
Virginia  to  fight  the  French  and  Indians  in 
1754,  DeRosset  was  commissioned  a  captain. 
On  the  fifteenth  of  January,  1760,  Governor 
Dobbs  issued  letters  pertaining  to  changing 
the  town  of  Wilmington  to  a  borough,  the 
government  to  consist  of  a  mayor,  a  recorder 
and  eleven  aldermen.  The  freeholders  were 
to  elect  the  mayor  from  the  list  of  aldermen 
on  the  first  Monday  of  each  January.  Moses 
John  DeRosset  was  one  of  the  first  aldermen 
and  was  elected  mayor  in  1766  at  the  culmi- 
nation of  the  Stamp  Act  controversy.  It  is  to 
his  credit  that  he  accepted  the  position,  since 
the  first  choice  for  mayor  refused  to  qualify 
at  so  dangerous  a  period'3'.  In  a  letter  to  Gov- 
ernor Tryon,  DeRosset  said:  "Moderation 
ceases  to  be  a  virtue  when  the  liberty  of  the 
British  subject  is  in  danger."121  He  differed 
with  his  brother  on  the  rights  of  the  Col- 
onies, but  did  not  live  to  participate  in  the 
Revolution.  The  year  of  his  death  was  1767. 

Moses  John's  son,  Armand  John  DeRosset 
II,  was  born  the  year  his  father  died.  He  en- 
tered the  College  of  New  Jersey  (now  Prince- 
ton) at  17,  and  at  the  conclusion  of  his  work 
there  studied  medicine  at  the  University  of 
Pennsylvania,  where  he  gained  the  friend- 
ship of  Dr.  Benjamin  Rush  and  other  emi- 
nent physicians.  In  a  letter  to  Dr.  DeRosset 
written  on  November  24,  1790,  Rush  de- 
scribed the  state  of  medical  education  in 
Philadelphia  for  that  year  and  set  forth 
some  of  his  own  theories: 

"Our  City  swarms  with  students  of  Medicine.  But 
they  are  nearly  equally  divided  between  the  College 
and   the    University.     Dr.    Shippen's   attachment   to 

2.  Watldell,  A.  M. :  A  History  of  New  Hanover  County  and 
the  Lower  Cape  Fear  Region,  Wilmington,  1909,  v.  1. 
pp.  52-53. 

3.  Waddell  (2),  pp.  196-197. 


June,   1950 


THUMBNAIL    SKETCH 


297 


the  latter  has  been  open  and  impudent  this  year; 
in  consequence  of  which,  Dr.  Hutchinson  has  a  larger 
class  than  Dr.  Wistar,  and  Dr.  Kuhn  only  ten  in 
his  class,  less  than  I  have  in  mine.  I  have  made 
many  additions  to  my  lectures,  especially  to  my 
proximate  cause  of  fever. 

"I  consider  the  action  in  the  arterial  system  to 
be  a  convulsion,  resembling-  in  many  particulars,  a 
convulsion  of  the  nervous  system.  I  think  I  have 
fully  established  by  many  facts,  my  new  theories 
of  Dropsies.  I  have  lately  bled  in  anasarca,  and  hy- 
drocephalus with  success.  In  both  cases  there  was 
great  excess  of  irregular  action,  or  convulsions  in 
the  arterial  system.  .  .  ."*4) 

DeRosset  was  graduated  from  medical 
school  in  1790  and  returned  to  Wilmington 
to  practice.  He  gained  the  reputation  of  be- 
ing one  of  the  best  physicians  in  the  South, 
and  was  for  many  years  Port  Physician  of 
Wilmington,  a  promoter  of  the  Bible  Society, 
a  lay  reader  of  St.  James  Church,  a  Justice 
of  the  Peace,  and  a  director  of  the  Bank  of 
Cape  Fear.  On  November  17,  1847,  he  wrote : 

"My  grandfather,  my  father,  and  myself  and  both 
of  my  sons  have  been  practitioners  of  medicine  in 
this  place.  I  am  still  so,  having  been  engaged  in 
professional  pursuits  here  nearly  58  years;  and  have 
prescribed  for  six  generations  in  one  family.  .  .  ."(1) 

He  performed  his  last  medical  service  at 
the  age  of  91,  attending  a  woman  in  labor. 
He  died  in  1859. 

Armand's  son,  Moses  John  DeRosset  II, 
went  to  the  University  of  North  Carolina  for 
undergraduate  work  and  received  his  medical 
diploma  from  the  College  of  Physicians  and 
Surgeons  of  New  York  in  1820.  His  corre- 
spondence with  Dr.  Valentine  Mottl5),  one  of 
the  most  distinguished  surgeons  this  country 
has  produced,  is  testimony  to  the  high  es- 
teem in  which  DeRosset  was  held  in  his 
profession.  He  practiced  six  years  in  part- 
nership with  his  father,  and  was  active  in 
the  yellow  fever  epidemic  of  1821.  In  1826 
death  cut  short  his  medical  practice. 

Armand  DeRosset  II  had  another  son,  who 
was  his  namesake,  Armand  III.  He,  too, 
obtained  a  medical  education  at  the  Univer- 
sity of  Pennsylvania,  but  after  practicing 
several  years  he  gave  up  medicine  and  be- 
came a  merchant.  He  was  the  father  of  the 
well  known  Moses  John  DeRosset  III,  one 
of  the  founders  of  the  first  North  Carolina 
Medical  Journal. 

Moses  John  was  born  in  Pittsboro  on  July 
4,  1838.  During  his  early  years  he  went  to 

4.  Letter  from  Dr.  Benjamin  Rush,  November  24,  1790,  to 
Dr.  Armand  Jolin  DeRosset,  quoted  in  "The  DeRosset 
Papers"  (1). 

5.  Letter  from  Dr.  Valentine  Mott  to  Dr.  Moses  John  De- 
Rosset II,   "The  DeRosset  Papers"  (1). 


School  at  Diedrich's  Academy  in  Geneva, 
Switzerland.  After  three  years  there,  he 
spent  six  months  in  Cologne  learning  the 
German  language.  Returning  to  America  in 
1857,  he  studied  medicine  with  Dr.  Gunning 
Bedford  of  New  York  and  was  graduated  at 
21  from  the  Medical  Department  of  the  Uni- 
versity of  the  City  of  New  York.  He  was 
resident  physician  at  Bellevue  Hospital  un- 
til the  outbreak  of  the  Civil  War.  Despite 
flattering  offers  of  promotion  in  a  New  York 
regiment*"',  DeRosset  returned  to  the  South 
and  was  commissioned  assistant  surgeon  in 
the  Confederate  Army  in  1861.  He  shared 
the  dangers  of  General  Jackson's  campaign 
in  the  Valley  of  Virginia,  and  on  his  promo- 
tion to  full  surgeon,  he  was  put  in  charge  of 
the  General  Hospital  No.  4,  in  Richmond. 
Later  he  was  made  inspector  of  hospitals  for 
the  Department  of  Henrico. 

At  the  close  of  the  war  he  moved  to  Bal- 
timore and  was  appointed  assistant  to  the 
professor  of  chemistry  at  the  University  of 
Maryland,  and  professor  of  chemistry  at  the 
Baltimore  Dental  College.  He  decided  to  spe- 
cialize in  diseases  of  the  eye  and  ear,  and  in 
1873  went  back  to  Wilmington  to  practice. 
After  five  years  he  moved  to  New  York,  but 
in  three  more  years  death  ended  his  brilliant 
career  in  1881. 

Moses  John  DeRosset  was  an  intellectual 
man,  skilled  in  his  specialty  and  with  an  ex- 
tensive knowledge  of  general  science.  He 
was  interested  in  the  work  of  the  French 
therapists,  and  issued  a  translation  of  Bou- 
chardat's  Annuaire  in  1867(7).  In  addition  to 
this,  he  wrote  many  papers  on  ophthalmolo- 
gy, otology,  and  the  physiology  of  vision  and 
audition.  After  helping  to  start  the  North 
Carolina  Medical  Journal,  he  continued 
as  its  editor  until  1881. 

The  DeRossets  contributed  to  America  a 
great  family  spirit.  With  a  fine  medical  tra- 
dition they  combined  religious  leadership  and 
a  social  consciousness.  They  brought  honor 
to  North  Carolina  and  to  the  medical  pro- 
fession of  the  state  for  a  period  of  more 
than  a  century  and  a  half. 

M.  B.  T. 

6.  Sprunt.  J.:  Chronicles  of  the  Cape  Fear  River,  Raleigh, 
1914,   pp.   251-252. 

T.  Hume,  E.  E.:  Moses  John  DeRosset.  Dictionary  of  Ameri- 
can Biography.  New  York,  Scribner's,   1943,   p.  253. 


>98 


NORTH   CAROLINA   MEDICAL  JOURNAL 


June,   1950 


North  Carolina  Medical  Journal 

Owned  and  published  by 

The  Medical  Society  of  the  State  of  North  Carolina, 

under  the  direction  of  its  Editorial   Board. 

EDITORIAL  BOARD 
Wingate  M.  Johnson,  M.D.,  Winston-Salem 

Editor 
Mrs.  Edward  W.  Jackson,  Winston-Salem 

Assistant  Editor 
Mr.  James  T.  Barnes,  Raleigh 

Business  Manager 
Paul  H.  Ringer,  M.D.,  Asheville,  Chairman 
Ernest  W.  Furgurson,  M.D.,  Plymouth 
John  Borden  Graham,  M.D.,  Chapel  Hill 
George  T.  Harrell,  Jr.,  M.D.,  Winston-Salem 
William  M.  Nicholson,  M.D.,  Durham 
Hubert  A.  Royster,  M.D.,  Raleigh 


Address  manuscripts  and  communications  regarding 
editorial  matter  to  the 
NORTH   CAROLINA   MEDICAL  JOURNAL 
300  South  Hawthorne  Road,  Winston-Salem  7,  N.  C. 
Questions  relating  to  subscription  rates,  advertising, 
etc.,  should  be  addressed  to  the  Business   Manager, 

203  Capital  Club  Building,  Raleigh,  N.  C. 
All  advertisements  are  accepted  subject  to  the  ap- 
proval of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 
Annual  subscription,  $3.00         Single  copies,  50<t 
Publication  office:  Carmichael  Printing  Co.,  118 
West  Third  Street,  Winston-Salem  1,  N.  C. 


June,  1950 


THE  FORSYTH  COUNTY 
RESOLUTIONS* 

Physicians  for  centuries  have  enjoyed  the 
dignity  and  joys  of  private  practice,  and 
have  accepted  responsibility  for  the  welfare 
of  patients  under  their  care  during  good 
times  and  bad,  regardless  of  the  patient's 
ability  to  pay. 

As  the  science  of  medicine  increased  in 
complexity,  physicians  sought  means  of  as- 
suring the  best  care  at  the  least  cost  to  the 
patient.  Groups  of  physicians  began  to  as- 
sociate themselves  in  clinics  for  the  care  of 
their  patients.  The  word  "clinic,"  it  should 
be  recalled,  is  derived  from  the  Greek  word 
for  bedside,  and  those  first  clinics  provided 
hospital  medical  care.  The  idea  proved  excel- 
lent, since  it  allowed  each  physician  to  be- 
come adept  in  some  special  field  of  medicine, 
and  to  acquire  facility  in  the  techniques  of 
the  specialty.  Technical  advances  in  diag- 
nostic methods  frequently  were  achieved  by 
the  development  of  machines  or  apparatus 
which  in  many  cases  were  expensive;  their 
cost  was  borne  by  the  whole  group.  Since 

*See  page  309  of  this  issue. 


the  clinics  were  able  to  attract  large  num- 
bers of  patients,  the  increasing  expense  of 
the  best  medical  care  was  borne  by  the  pa- 
tients. It  was  the  ability  of  the  physicians 
who  composed  them  which  made  the  older 
clinics  successful. 

The  medical  miracles  which  came  out  of 
these  clinics  produced  in  the  public's  mind 
the  impression  that  something  magic  must 
be  connected  with  the  clinic.  Gradually  the 
demand  on  the  clinic  became  so  great  that 
outpatient  "clinics"  were  established.  In 
these  outpatient  departments,  "medically  in- 
digent" patients  were  cared  for  by  younger 
men  who  were  in  training  under  the  chiefs 
of  the  hospital  or  private  clinic. 

In  the  meantime,  a  similar  evolution  was 
taking  place  in  the  field  of  public  health. 
In  the  beginning  vigorous  attack  was  made 
on  the  diseases  which  endangered  the  com- 
munity as  a  whole.  The  control  of  water  sup- 
plies, sewage  disposal,  and  insect  vectors — 
environmental  sanitation — quickly  made  tre- 
mendous strides.  Soon  control  of  food  and 
milk  supplies  became  necessary  to  extend  the 
protection  of  the  community  against  enteric 
or  respiratory-borne  diseases  which  might 
become  epidemic.  These  services  are  now 
taken  for  granted. 

Once  diseases  were  controlled  at  the  com- 
munity level,  an  attack  was  begun  on  speci- 
fic infectious  diseases.  Immunization  cam- 
paigns were  introduced  for  the  protection 
of  the  individual  in  the  community  against 
typhoid,  diphtheria,  and  other  infectious  dis- 
eases. The  immunization  campaigns  served 
to  publicize  preventive  techniques  and  to  ed- 
ucate the  public.  In  the  process,  public  health 
began  to  overlap  the  field  of  personal  medi- 
cal care  in  the  prevention  of  disease. 

The  community  began  to  recognize  that 
certain  long  drawn  out  diseases  might  entail 
such  great  expense  as  to  be  beyond  the  finan- 
cial abilities  of  a  single  family.  The  treat- 
ment of  tuberculosis  and  of  mental  diseases 
has  now  long  been  accepted  as  a  field  of 
personal  medical  care  in  which  the  use  of 
public  funds  is  well  justified. 

In  the  absence  of  rapid  effective  means 
of  treatment,  education  and  publicity  were 
inadequate  to  reduce  the  incidence  of  the 
venereal  diseases.  Case  finding  through  the 
tracing  of  contacts  was  introduced  to  inter- 
rupt the  cycle  of  re-infection  and  transmis- 
sion of  disease.  New  techniques  in  case  find- 
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ing  were  then  introduced  through  mass  sur- 
veys, utilizing  serologic  tests  for  syphilis  and 
photoroentgen  techniques  for  the  detection 
of  tuberculosis.  These  techniques  were  ap- 
plied to  the  detection  of  unrecognized  disease 
in  a  field  accepted  by  the  public  and  the 
medical  profession  as  properly  within  the 
scope  of  public  health. 

The  success  of  the  mass  surveys  and  the 
public  acceptance  of  them  have  led  public 
health  agencies  to  explore  the  possibility  of 
extending  mass  detection  into  other  fields  of 
specific  disease.  "Clinics"  have  been  set  up 
for  the  detection  of  cancer,  heart  disease, 
diabetes,  and  other  conditions.  Any  detection 
or  screening  technique,  however,  requires 
the  services  of  a  physician,  at  least  for  in- 
terpretation, if  it  is  to  be  effectively  run  at 
a  professional  level.  In  many  of  these  clinics 
private  physicians  work  without  compensa- 
tion, or  in  return  for  a  token  fee. 

The  public  expects  the  clinic  to  produce 
magic  in  the  detection  of  disease.  The  magic, 
however,  lies  in  the  physician's  ability  and 
not  in  the  machines  at  his  disposal.  In  the 
public's  mind  the  screening  techniques  do  not 
represent  detection,  but  diagnosis  of  disease. 
Diagnosis  is  inseparable  from  therapy,  and 
is  an  integral  part  of  medical  care. 

In  the  clinics  first  set  up  with  public 
funds,  the  principle  was  introduced  that  all 
patients  should  be  seen  regardless  of  their 
ability  to  pay.  When  a  patient  with  an  or- 
thopedic condition  presented  himself  in  a 
Crippled  Children's  Clinic,  simple  inspection 
in  a  matter  of  minutes  was  usually  adequate 
to  indicate  the  possibility  that  an  orthopedic 
condition  existed.  After  the  presence  of  some 
such  condition  had  been  ascertained,  the 
medically  indigents  were  certified  as  such 
and  were  cared  for  with  public  funds.  Pa- 
.tients  who  could  afford  to  pay  a  private  phy- 
sician were  referred  to  one.  As  new  clinics, 
such  as  those  for  heart  disease,  were  pro- 
posed, it  became  apparent  that  some  diseases 
could  not  be  screened  by  any  simple  means. 
The  detection  of  heart  disease  depends  upon 
the  history  and  physical  examination.  Only 
in  rare  instances,  such  as  the  Wolff-Parkin- 
son-White anomaly  of  conduction,  is  heart 
disease  detected  by  a  laboratory  procedure. 
To  screen  or  to  detect,  then,  is  to  diagnose. 
Once  the  presence  of  a  disease  is  diagnosed, 
the  patient  demands  therapy,  and  it  is  the 
desire  for  treatment  which  usually  takes  him 


to  the  physician. 

Where,  then,  is  the  medical  profession  to 
draw  a  line?  The  recent  resolutions  passed 
by  the  Forsyth  County  Medical  Society  have 
attempted  to  bring  the  practice  of  medicine 
back  to  historic  principles.  This  society  has 
recommended  that  physicians  continue  to 
give  medical  care  to  indigent  patients  freely 
in  their  own  offices  as  they  have  tradition- 
ally done  in  the  past,  or  utilizing  facilities 
provided  by  public  funds  when  they  are 
necessary  to  care  for  the  case  properly.  The 
physician  has  only  advice,  opinion,  and  ex- 
perience to  offer  the  patient.  He  should  not 
prostitute  these  priceless  attributes  before 
the  sacred  altar  of  the  "clinic." 

In  the  past,  public  health  has  been  associ- 
ated with  preventive  medicine  in  the  highest 
sense.  Public  health  departments  have 
avoided  curative  medicine,  and  in  this  state 
have  referred  patients  in  need  of  treatment 
to  their  family  physicians.  Our  public  health 
officials  in  this  state  have  not  advocated 
compulsory  health  insurance,  and  the  use  of 
facilities  provided  by  public  funds  for  the 
care  of  medically  indigent  patients  should 
not  be  confused  with  the  issue  of  compulsory 
insurance.  However,  if  the  present  trend  in 
the  use  of  public  funds  for  medical  care  con- 
tinues, it  will  be  but  a  short  time  before 
government — federal,  state,  or  local — will 
control  the  most  modern  hospital  beds  and 
diagnostic  facilities.  The  molding  of  the  pub- 
lic mind  through  this  control  may  inevitably 
force  physicians  into  becoming  paid  servants 
of  government.  The  Forsyth  County  Society 
has  attempted  to  point  out  this  trend  and 
to  restore  the  private  physician  to  his  former 
respected  place  of  dignity  in  the  practice  of 
medicine. 

MRS.  EDWARD  W.  JACKSON  — 
ASSISTANT  EDITOR 
From  the  very  beginning  of  the  North 
Carolina  Medical  Journal,  Miss  Catherine 
Johnson  has  been  its  assistant  editor.  Her 
only  training  for  the  job,  besides  making 
English  her  major  subject  at  Meredith  Col- 
lege, was  as  editor  of  The  Acorn,  the  month- 
ly magazine  of  the  college.  She  was  gradu- 
ated from  Meredith  just  in  time  to  help  plan 
the  first  issue.  With  the  patient  help  and 
encouragement  of  the  publisher,  the  late 
Harry  Aitchison,  volume  1.  number  1  came 
off  the  press  in  January,  1940.  In  the  decade 
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that  has  intervened  the  assistant  editor  has 
steadily  become  more  proficient.  By  dint  of 
wearing  out  three  successive  editions  of  the 
American  Illustrated  Medical  Diction- 
ary she  has  acquired  an  excellent  medical 
vocabulary.  By  virtually  memorizing  the 
most  important  parts  of  two  editions  of  Dr. 
Morris  Fishbein's  Medical  Writing,  and  by 
using  her  training  in  English  plus  a  natural 
flair  for  writing,  she  has  become  an  accom- 
plished medical  stylist.  Meanwhile  she  has 
become  more  and  more  indispensable  to  the 
editor — as  most  of  the  members  of  the  State 
Medical  Society  well  know. 

It  will  be  noted  that  on  the  masthead  of 
this  issue  the  name  "Mrs.  Edward  W.  Jack- 
son" replaces  "Miss  Catherine  Johnson"  as 
assistant  editor.   This   does   not   mean   that 
Miss  Johnson  has  resigned  her  position,  but 
that  on  May  20  she  added  to  her  editorial 
duties  the  care  and  feeding  of  a  husband.  He, 
in  return,  will  help  keep  her  books  in  order 
— since  he  is  a  certified  public  accountant. 
For  this  occupation  he  was  fitted  bv  heredity 
and   training.   His   father,   Mr.   Frank   Lee 
Jackson,  has  for  thirty-five  years  been  treas- 
urer   of    Davidson  College.    Naturally    the 
young  man  was  graduated  from  that  school. 
He  then  served  in  the  Eighth  Air  Force  dur- 
ing World  War  II.  After  he  was  discharged 
from   the  army,   he   attended   the   Wharton 
School   of  the  University   of  Pennsylvania, 
and  came  to  Winston-Salem  three  years  ago 
with  the  firm  of  Wilson-Hosick  and  Com- 
pany.   He    joined    the    First    Presbyterian 
Church  and  became  a  member  of  its  choir. 
Here  he  and  Catherine — who  was  a  soloist 
in    the    choir — found    that   they    had    many 
tastes  in  common  besides  a  love  of  music. 
The  old,  old  story  was  again  repeated. 

The  couple  will  continue  to  live  in  Win- 
ston-Salem for  some  time,  at  least.  The  edi- 
tor hopes  that  it  will  be  for  many  years  to 
come. 

This   editorial  was   written   without   the  knowledge,    consent, 
or  cooperation   of  the   assistant   editor. 

%        #        % 

THE  DOCTOR  AND  HIS  RECREATIONS 

Doctors  often  prescribe  a  holiday,  or  a 
trip,  or  a  change  of  activity,  or  a  rest,  or  a 
hobby.  What  do  they  do  about  it  themselves  ? 
There  are  so  many  different  ways  of  occupy- 
ing leisure  time  that  the  doctor  may  have 
difficulty  in  choosing  the  particular  ones 
that  might  benefit  him  the  most,  and,  like 


the  ass  in  the  fable,  starves  to  death  because 
he  cannot  make  up  his  mind  between  equally 
attractive  possibilities.  There  is  also  the 
question  of  finding  the  leisure  time.  At  the 
beginning  of  practice,  the  doctor  is  tradi- 
tionally supposed  to  be  overburdened  with 
leisure  time,  while  after  he  has  established 
a  flourishing  practice  he  is  overburdened  the 
other  way. 

Changing     personal     characteristics     and 
changing  social  customs  bring  alterations  in 
the  doctor's  activities.  With  added  years  and 
pounds  there  is  less  tendency  to  indulge  in 
competitive  sports,  especially  on  a  team  ba- 
sis, and  the  doctor  watches  his  family  grow 
up  and  overtake  him  as  he  shifts  from  base- 
ball and  swimming  to  golf  and  to  fishing. 
Then  there  is  the  ceaseless  activity  of  the 
entertainer  to  provide  spectacles  of  various 
sorts  so  that  the  doctor  can  take  his  recrea- 
tion  sitting   down   or   stretched   out   in   his 
special  radio  and  television  easy  chair.  He 
doesn't  even  have  to  move  from  his  seat  in 
order  to  scan  the  world.  Perhaps  this  is  a 
good  thing,  perhaps  not.  The  human  being, 
and  the  doctor  in  particular,  seems  to  be  able 
to  adapt  himself  to  life  under  extraordinarily 
different  conditions.  The  individual  person 
can  always  dig  in  his  garden  if  he  wants  to, 
or  read  a  book,  or  sort  his  stamp  collection, 
or  drive  across  the  country.  The  kev  to  the 
riddle  is  the  wanting  to.  If  he  feels  the  need 
for  recreation  he  has  an  abundance  of  out- 
lets. 

There  are  subtle  distinctions  between  dis- 
tractions, amusements,  relaxations  and  re- 
creations. The  doctor  requires  an  occasional 
change  in  the  direction  of  his  interests,  a 
temporary  setting  aside  of  the  bedside  man- 
ner, a  shift  from  one  approach  and  one  goal 
to  a  different  one,  to  many  different  ones. 
Sometimes  it  requires  hours  or  even  days  to 
divert  the  current  of  thought  from  the  in- 
sistent problems  of  the  profession  to  the 
pleasure  of  being  alive.  Half  of  the  ills  of 
mankind  are  traceable  to  preoccupation  with 
the  self,  and  most  of  these  can  be  prevented 
by  cultivation  of  interests  outside  of  the  self. 
Let  the  doctor  compound  his  own  formula 
for  recreation  and  change  it  from  time  to 
time  in  order  to  meet  realistically  the  prac- 
tical problems  arising  in  his  own  maturing 
make-up. 

Walter  Freeman 


Reprinted    from    the   Medical   Annals   of   the   District   of   Co- 
lumbia  19:258   (May)    1050. 
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Cliaiicopatliologac  Conference 


Bowman   Gray  School  of  Medicine   of 
Wake  Forest  College 

This  59  year  old  white  woman  had  appar- 
ently been  in  good  health  until  approxi- 
mately six  weeks  prior  to  admission.  At  this 
time  aching-  developed  in  both  thighs  and 
persisted  for  a  period  of  ten  days.  Her  phy- 
sician informed  her  that  her  thighs,  legs, 
and  ankles  were  swollen,  and  told  her  to 
use  local  heat  for  an  inguinal  adenopathy. 
During  the  next  three  weeks  she  noticed 
cramp-like  pain  and  progressive  weakness 
of  her  lower  extremities.  She  was  admitted 
to  another  hospital  and  treated  for  approxi- 
mately ten  days  with  penicillin  and  intra- 
venous glucose.  This  afforded  some  relief 
of  pain,  but  the  weakness  did  not  improve. 
For  three  weeks  prior  to  admission  she  had 
been  confined  to  bed  and  was  so  weak  that 
she  was  unable  to  turn  herself  in  bed,  or 
even  to  feed  herself.  Her  arms  and  legs  were 
swollen,  and  motion  was  painful.  The  skin 
of  the  face  became  slightly  erythematous, 
and  excoriations  developed  over  her  but- 
tocks. 

Four  days  before  admission  she  began  to 
have  a  cough  productive  of  some  slight  yel- 
lowish sputum.  The  next  day  digitalis  and 
diuretics,  and  a  salt-poor  diet  were  pre- 
scribed. There  was  no  apparent  relief  of  her 
edema,  although  a  marked  diuresis  did  oc- 
cur. She  had  one  short  episode  of  diarrhea, 
with  approximately  five  stools  in  one  day. 
Her  appetite  had  been  poor  throughout  her 
present  illness,  but  she  had  had  no  vomiting. 
For  several  days  prior  to  admission  she  had 
noted  a  slight  daily  elevation  of  tempera- 
ture. There  had  been  no  fecal  or  urinary 
incontinence. 

She  had  not  been  exposed  to  any  heavy 
metals,  and  so  far  as  she  knew  had  eaten  no 
poorly  cooked  pork.  The  family  history  was 
strongly  positive  for  hypertension.  The  past 
history  was  entirely  negative. 

Physical  examination:  The  temperature 
was  99.6  F.,  pulse  120,  respiration  15,  blood 
pressure  150  systolic,  75  diastolic  in  both 
arms.  The  patient  was  an  acutely  ill  obese 
white  woman,  lying  flat  in  bed  and  unable 
to  move  any  of  her  extremities.  There  were 
blotchy,  macular,  erythematous  lesions  over 
the  face,  back,  shoulders,  and  arms.  The 
right    elbow    showed    beginning    decubitus 


ulcers  and  abrasions.  The  skin  was  slightly 
seborrheic  over  the  forehead  and  there  was 
considerable  dandruff  of  the  scalp.  The  thy- 
roid was  not  enlarged.  Examination  of  the 
eyes,  ears,  nose  and  throat  was  negative  ex- 
cept for  complete  anodontia.  Scattered  reso- 
nant rales  were  heard  at  both  lung  bases. 
Percussion  showed  the  heart  size  to  be  at  the 
upper  limits  of  normal ;  the  rhythm  was  reg- 
ular. A  soft  apical  systolic  murmur  was 
transmitted  over  the  entire  precordium.  The 
aortic  second  sound  was  louder  than  the 
pulmonic.  Examination  of  the  abdomen  was 
negative.  There  was  no  enlargement  of  the 
lymph  nodes. 

The  patient  was  unable  to  move  her  ex- 
tremities, and  passive  motion  was  quite 
painful.  Marked  pitting  edema  was  seen  on 
the  extremities,  back,  and  shoulders.  On  neu- 
rologic examination  the  tendon  reflexes  were 
found  to  be  generally  hypoactive,  and  the 
abdominal  reflexes  were  absent.  The  knee 
jerks  were  absent  bilaterally.  Vibratory,  pin- 
prick, and  position  sensations  were  all  intact. 
The  muscles  could  not  be  adequately  checked 
because  of  the  massive  edema.  The  re- 
mainder of  the  physical  examination  was 
within  normal  limits. 

Accessory  clinical  findings:  The  hemo- 
globin was  11.5  Gm.,  red  blood  cells  3,970,- 
000,  white  blood  cells  27,000.  with  83.5  per 
cent  segmented  polymorphonuclears,  11.5 
per  cent  nonsegmented  polymorphonuclears, 
3  per  cent  lymphocytes,  and  2  per  cent  mono- 
cytes. Platelets  appeared  adequate.  There 
was  anisocytosis,  poikilocytosis,  and  poly- 
chromatophilia.  A  blood  count  made  on  the 
following  day  showed  22,500  white  blood 
cells,  with  essentially  the  same  differential 
count.  A  specimen  of  urine  obtained  on  ad- 
mission had  a  cloudy  amber  color,  a  specific 
gravity  of  1.032,  and  a  ,oH  of  5.5;  it  was 
negative  for  albumin  and  sugar,  and  con- 
tained 2-3  red  blood  cells  and  2-3  white  blood 
cells  per  high  power  field.  On  one  occasion 
the  urine  showed  a  trace  of  albumin  and  1-4 
granular  casts  per  high  power  field.  Exam- 
ination of  the  urine  for  porphyrins  was  neg- 
ative. The  nonprotein  nitrogen  was  76  mg. 
per  100  cc,  cholesterol  198  mg.,  chlorides 
540  mg.,  total  serum  proteins  7.1  Gm.  (albu- 
min 2.6,  globulin  4.5).  The  carbon  dioxide 
combining  power  was  28  volumes  per  cent. 

Blood  Kahn  was  negative.  Spinal  fluid 
examination  revealed  a  clear  fluid  contain- 
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ing  64  red  blood  cells  per  cubic  millimeter; 
no  white  blood  cells  were  seen;  the  Pandy, 
Kahn,  and  colloidal  mastic  tests  were  nega- 
tive. A  trichinella  skin  test  was  negative. 

An  electrocardiogram  revealed  sinus 
tachycardia  with  a  prolonged  Q-T  interval 
and  low  voltage  of  all  the  T  waves.  The 
record  was  interpreted  as  being  abnormal, 
with  changes  due  to  pericardial  disease, 
myxedema,  generalized  edema,  or  myocard- 
ial disease.  A  roentgenogram  of  the  chest 
was  reported  as  negative. 

Course  in  the  hospital:  On  the  day  after 
admission  the  patient  began  to  have  progres- 
sive dysphagia,  and  frequent  nasopharyn- 
geal suction  was  necessary  to  keep  her  air- 
ways clear. 

She  was  placed  on  a  salt-free  diet,  with 
multivitamin  capsules.  Sodium  salicylate 
and,  at  times,  fairly  large  doses  of  Demerol 
were  necessary  for  relief  of  her  pain.  A 
mercurial  diuretic  was  given  without  effect. 
Because  of  the  collection  of  mucus  in  her 
nasopharynx  and  her  dysphagia,  penicillin 
was  administered  as  a  prophylactic  measure. 

On  the  night  of  her  fourth  hospital  day 
she  became  irrational  and  uncooperative. 
Because  of  cyanosis  and  respiratory  diffi- 
culty, it  was  frequently  necessary  to  give  her 
a  mixture  of  oxygen  and  carbon  dioxide 
under  positive  pressure.  On  the  morning  of 
the  fifth  hospital  day  her  temperature  sud- 
denly spiked  to  105  F.,  the  pulse  became 
slow,  and  cyanosis  increased.  Her  blood 
pressure  was  90  systolic,  40  diastolic.  She 
was  comatose  and  had  marked  respiratory 
distress.  The  administration  of  8  mg.  of 
lanatoside-C,  cardiac  and  respiratory  stim- 
ulants, and  Prostigmine  produced  no  appre- 
ciable improvement.  During  the  last  twenty- 
four  hours  she  was  completely  disoriented, 
and  fairly  large  doses  of  paraldehyde  were 
necessary  at  times  for  sedation.  During  this 
entire  period  of  time  oxygen  and  carbon 
dioxide  mixtures  were  given  to  relieve  the 
cyanosis,  but  without  apparent  effect.  Dur- 
ing the  last  twelve  hours  or  so  her  skin  be- 
came damp  and  cold,  with  purplish  splotch- 
ing throughout.  The  heart  sounds  became 
weak,  and  coarse  rhonchi  were  heard 
throughout  both  lung  fields.  The  pulse  rate 
remained  approximately  60  per  minute.  She 
expired  quietly  on  the  sixth  hospital  day. 


Clinical  Discussion 

Dr.  George  W.  James:  This  59  year  old 
woman  certainly  had  a  systemic  disease  with 
cutaneous  manifestations.  It  would  be  of 
some  help  to  have  a  more  complete  history, 
especially  with  regard  to  any  evidence  of 
actinic  sensitivity,  and  illness  in  other  mem- 
bers of  the  family  which  would  suggest  the 
possibility  of  trichinosis.  More  descriptive 
data  concerning  the  cutaneous  findings 
would  also  be  helpful. 

Possible  diagnoses  which  have  been  con- 
sidered and  discarded  because  of  the  absence 
of  etiologic  factors  or  essential  diagnostic 
features  are  polyneuritis,  myasthenia  gravis, 
erysipelas,  Addison's  disease,  rheumatic  dis- 
eases, myxedema,  deficiency  diseases  (es- 
pecially pellagra),  and  panniculitis  or 
Weber-Christian  disease. 

A  disease  which  must  be  considered  more 
seriously  is  poikiloderma  or  poikiloderma- 
tomyositis.  Essential  characteristics  of  this 
disease,  however,  are  telangiectasia,  pig- 
mentation, and  atrophy — a  triad  of  cutane- 
ous findings  which  very  closely  simulates 
radiodermatitis.  Since  this  patient  had  no 
telangiectasia  or  atrophy,  this  possibility 
can  be  eliminated. 

Scleredema  adultorum,  a  disease  charac- 
terized by  solid  edema  of  the  head  and  neck, 
rarely  involves  the  extremities. 

Diffuse  progressive  scleroderma  in  the 
acute  edematous  phase  is  a  possibility  which 
we  certainly  cannot  eliminate.  However,  the 
classic  morphologic  finding  of  scleroderma 
— a  hard,  indurated,  somewhat  rigid  appear- 
ance of  the  skin — usually  develops  before 
there  is  any  involvement  of  the  muscle. 
Pathologic  studies  may  be  necessary  to  diag- 
nose this  condition,  in  which  obliterative 
blood  vessel  changes  can  usually  be  dem- 
onstrated. 

Disseminated  lupus  erythematosus  is  an- 
other diagnostic  possibility  which  we  cannot 
absolutely  eliminate.  As  a  rule,  however, 
this  disease  begins  in  the  third  or  fourth 
decade.  After  the  disease  process  has  been 
present  as  long  as  a  month,  there  should  be 
definite  follicular  plugging  in  the  lesions 
which  could  be  easily  demonstrated  by  a 
magnifying  lens.  The  articular  pain  of  dis- 
seminated lupus  erythematosus  may  be  pres- 
ent months  before  systemic  manifestations 
appear.  Leukopenia  is  more  characteristic  of 
this  disease  than  the  leukocytosis  which  we 
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have  in  this  case.  Arthralgia,  renal  irrita- 
tion, and  relative  lymphocytosis  are  also 
present  in  most  cases.  Wasting  and  degen- 
eration of  large  muscles  are  not  usually  as 
severe  as  they  seemed  to  be  in  this  case.  It 
would  be  of  some  interest  to  know  whether 
the  so-called  LE  cell  was  demonstrated  in 
the  bone  marrow. 

Periarteritis  nodosa,  a  systemic  disease 
with  non-specific  cutaneous  manifestations, 
is  said  to  predominate  in  males  by  a  ratio 
of  4  to  1.  This  is  a  disease  with  protean 
systemic  and  cutaneous  manifestations ; 
however,  it  is  usually  subacute  in  nature 
and  is  characterized  by  remissions  and  acute 
exacerbations,  irregular  fever,  tachycardia, 
and  eosinophilia.  This  diagnosis  seems  un- 
likely in  this  case. 

Trichinosis  also  seems  unlikely,  since  we 
have  no  history  of  acute  food  poisoning  and 
since  the  trichinella  skin  test  was  negative. 
Usually  trichinosis  causes  spastic  paralysis 
and  eosinophilia,  and  pain  disappears  in  two 
to  three  weeks  after  infestation. 

There  is  much  evidence  to  suggest  that  we 
are  dealing  with  a  disease  of  the  muscle  with 
cutaneous  manifestations  of  a  rather  non- 
specific nature.  Parenchymatous  myositis,  a 
disease  in  which  the  muscle  cell  as  well  as 
the  intramuscular  fibrous  supporting  tissue 
is  involved,  may  be  either  suppurative  or 
nonsuppurative  in  type.  Since  there  is  no 
evidence  of  abscess  formation  or  breakdown 
of  the  muscular  tissues,  the  suppurative 
group  can  be  eliminated.  The  three  types  of 
nonsuppurative  myositis  are  (1)  progressive 
myositis  fibrosa,  in  which  there  are  no 
cutaneous  manifestations;  (2)  trichinous 
myositis,  which  has  already  been  eliminated 
as  a  diagnostic  possibility;  and  (3)  derma- 
tomyositis  or  polymyositis,  a  rare  disease 
which  is  fatal  in  50  per  cent  of  the  cases. 
This  disease  often  has  its  onset  in  the  fifth 
decade.  It  involves  the  muscles  of  the  lower 
extremities  first ;  and  later  the  muscles  of 
the  shoulder  and  neck,  the  muscles  of  deglu- 
tition, and  other  groups  of  muscles.  In  some 
cases  the  cardiac  musculature  is  involved  to 
such  an  extent  that  death  may  be  due  to 
cardiac  failure.  There  is  usually  pain  and 
extreme  tenderness  to  pressure  over  the  af- 
fected muscles,  and  edema  is  rather  con- 
spicuous. The  cutaneous  changes  are  non- 
specific, and  in  some  cases  are  very  meager. 
Edema,    erythema,    pigmentation,    rigidity, 


atrophy,  and  even  calcification  may  be  pres- 
ent. If  creatinuria  had  been  demonstrated, 
this  finding  would  strengthen  the  diagnosis, 
which  can  be  made  definitely  only  on  the 
basis  of  pathologic  studies  of  the  muscle 
and  skin. 

The  temperature  elevation  on  the  fifth 
hospital  day  was  most  likely  due  to  the  de- 
velopment of  bronchopneumonia.  Since  the 
respiratory  difficulty  was  progressive  and 
so  resistant  to  oxygen  therapy,  it  is  probable 
that  this  patient  had  respiratory  paralysis. 
There  was  also  involvement  of  the  cardiac 
.muscle,  which  probably  brought  about  car- 
diac failure.  It  is  probable  that  the  autopsy 
showed  myocarditis  and  possibly  cardiac 
hypertrophy  and  cardiorenal  changes. 

While  the  possibility  of  acute  diffuse 
lupus  erythematosus,  periarteritis  nodosa, 
or  the  acute  stage  of  scleroderma  or  trichi- 
nosis cannot  be  completely  eliminated,  this 
case  fits  best  into  the  picture  of  acute  derm-' 
atomyositis  with  marked  destruction  of  the 
muscles. 

Anatomic  Discussion 

Dr.  Jerome  0.  Williams*  :  The  pertinent 
and  interesting  findings  at  autopsy  were  in 
the  muscles  throughout  the  entire  body,  par- 
ticularly the  pectoralis  and  psoas  muscles, 
which  were  pale  and  friable.  The  skin  of 
the  forehead  had  a  pale  purplish  tinge ; 
otherwise  no  remarkable  lesions  or  discolor- 
ation could  be  detected  in  the  skin.  The  heart 
was  not  enlarged,  but  was  pale  and  flabby. 
There  was  pleural  effusion  on  the  right.  The 
liver  was  normal  in  size  but  showed  an  ex- 
treme fatty  metamorphosis  with  congestion. 

Microscopic  findings :  The  muscles  showed 
swelling,  hyalinization,  and  degeneration  of 
the  fibers  in  the  areas  involved.  Some  of  the 
fibers  had  undergone  complete  necrosis; 
these  were  replaced  by  hyperactive  sarco- 
lemmic  nuclei  and  exhibited  some  evidence 
of  lymphocytic  infiltration.  In  the  necrotic 
areas  there  was  an  infiltration  of  macro- 
phages with  removal  of  cellular  debris  (fig. 
1 ) .  The  vascular  changes  in  some  of  the 
organs  were  particularly  prominent.  Patchy 
areas  of  bronchial  pneumonia  were  present 
in  both  lower  lobes.  The  alveoli  contained 
"heart  failure"  cells  as  well  as  some  typical 
corpora  amylacea.  The  spleen  showed  mod- 
erate congestion.  There  was  thinning  of  the 


*  Trainee   in    Cancer,    National    Cancer    Institute. 
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Fig.  1.  Photomicrograph  of  the  psoas  muscle, 
showing  swelling,  hyalinization,  and  degenera- 
tion of  muscle  fihers  with  some  necrosis.  There 
is  hyperplasia  of  the  sarcolemmic  nuclei,  with 
some  lymphocytic  infiltration. 

surface  epithelium,  beneath  which  there 
appeared  to  be  increased  fibrosis  of  the 
corium,  with  a  marked  to  moderate  lympho- 
cytic infiltration  which  was  predominantly 
perivascular  in  distribution  (fig.  2). 

In  one  section  of  the  thyroid  there  was 
found  a  small  adenoma  of  the  fetal  variety. 

Dr.  C.  C.  Carpenter:  The  diagnostic  pos- 
sibilities in  this  case  are  relatively  limited, 
but  the  case  is  an  extremely  difficult  one  to 
interpret.  The  diagnosis  of  dermatomyositis, 
or  preferably  polymyositis,  should  be  con- 
sidered first.  The  muscular  changes  and  the 
changes  noted  in  a  biopsy  of  the  skin,   as 


Fig.  2.  Photomicrograph  of  the  skin,  showing 
thinning  of  the  surface  epithelium  with  fibrosis 
of  the  corium  and  perivascular  lymphocytic 
infiltration. 

and  which  showed  relatively  little  change 
otherwise.  He  offered  no  explanation,  how- 
ever, for  the  development  of  this  lesion. 

The  second  diagnosis  to  be  considered  is 
thyrotoxic  myopathy.  This  possibility  is  sug- 
gested by  the  finding  of  hyperplasia  with 
some  involution  in  the  thyroid  gland,  by  the 
fatty  changes  in  the  liver,  and  by  the  muscle 
changes.  There  are  certain  myotoxic  sub- 
stances which,  theoretically  at  least,  are 
detoxified  by  the  liver11'1.  Against  the  diag- 
nosis of  thyrotoxic  myopathy,  however,  is 
the  extreme  rarity  of  reported  cases  in 
which  the  acute  condition  was  found.  Only 
one  such  case  has  been  reported  in  the  lit- 
erature to  date,  though  a  number  of  reports 


well  as  the  gross  findings  at  autopsy  and     concerning  the  chronic  type  and  the  ophthal 


prior  to  death,  are  all  compatible  with  that 
diagnosis.  This  is  not  the  typical  case,  in 
which  the  lesions  resemble  scleroderma  and 
show  hyalinization  and  proliferation  of  the 
arterioles.  This  is  rather  the  type  of  case 
which  O'Leary  classed  as  acute  fulminat- 
ing'11. He  described  a  group  of  cases  in 
which  the  muscle  degeneration  was  primary, 

1.  (a)  O'Leary,  P.  A.:  Dermatomyositis,  M.  Clin  North 
America  33:21-29  (Jan.)  194!)  (b)  O'Leary,  P.  A.,  and 
Waisman,  M. :  Dermatomyositis;  A  Study  of  Forty  Cases, 
Arch.  Derinat.   &  Syph.   41:1001-1019    (June)    1940. 


moplegic  type  can  be  found. 

Trichinosis  was  considered  clinically,  and 
could  be  considered  from  the  pathologic 
standpoint  also.  Against  this  diagnosis  is 
the  complete  lack  of  histologic  evidence  and 
the  extreme  degree  of  muscular  degenera- 
tion, which  is  not  customarily  found  in  trich- 
inosis. 

The  acute  muscular  dystrophies,  particu 

2.    Thorn,  G.  W.  and  Eder,  H.  A.:  Studies  in  Chronic  Thyro- 
toxic  Myopathy,   Am.   J.   Med.    1 :583-601    (Dec.)    1946. 
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larly  the  so-called  pseudohypertrophic  mus- 
cular dystrophies,  can  be  ruled  out  by 
the  patient's  age,  by  the  peculiar  distribution 
of  the  dystrophic  changes,  and  by  the  acute 
development  of  the  dystrophy.  Most  cases 
are  believed  to  represent  chronic  changes 
occurring  over  long  periods  of  time. 

Attaching  a  name  to  this  case  will  not  in- 
crease our  understanding  of  the  etiology  of 
the  muscular  lesion,  nor  of  the  general  pro- 
cess involved.  It  may  well  be  a  hypersensi- 
tivity reaction  related  to  disseminated  lupus 
and  scleroderma'"'. 

Anatomic  Diagnoses 

1.  Generalized  muscular  degeneration, 
cutaneous  atrophy,  and  edema  and  perivas- 
cular lymphocytic  infiltration  in  the  cutis 
(dermatomyositis) 

2.  Bronchopneumonia,  both  lower  lobes 

3.  Extensive  fatty  metamorphosis  of  the 
liver 

4.  Microscopic  hyperplasia  of  the  thyroid 
with  involutional  changes 

5.  Pleural  effusion  (right) 

3.  Banks,  B.  M. :  Is  There  a  Common  Denominator  in  Sclero- 
derma, Dermatomyositis,  Disseminated  Lupus  Erythemato- 
sus, Libman-Saeks  Syndrome,  and  Polyarteritis  Nodosa  ? 
Ne\y  England  J.   Med.  225:433-4-44    (Sept.    18)    1941. 
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Physicians   Advised   on  New    Treatment   for 
Amebiasis 

This  new  treatment  is  called  Milibis,  described  by 
Dr.  J.  B.  Rice,  director  of  medical  research  for  Win- 
throp-Stearns,  Inc.,  as  "more  powerful  than  the 
amebacides  heretofore  available  and  yet  of  such 
low  toxicity  that  side  effects  from  its  use  are  very 
rare." 

"Milibis  is  an  organic  arsenic  bismuth  compound 
in  which  the  metals  are  so  firmly  bound  and  so 
slowly  and  incompletely  split  off  that  it  is  impos- 
sible to  administer  enough  by  mouth  to  kill  animals 
in  acute  toxicity  experiments." 

"In  addition  to  its  powerful  amebacidal  effect, 
Milibis  also  offers  the  antidiarrheal  action  of  bis- 
muth. Milibis  has  produced  clinical  and  laboratory 
cures  of  intestinal  amebiasis  in  over  80  per  cent 
of  cases  after  administration  in  from  one  to  four 
courses  of  0.5  Gm.  in  tablets  three  times  daily  for 
seven  days  each." 

Milibis  was  developed  by  the  Sterling-Winthrop 
Research  Institute  in  Rensselaer,  N.  Y. 


Advertisers  in  our  journal  are  carefully  selected. 
Only  those  meeting  our  advertising  standards  may 
use  the  facilities  of  our  pages.  No  advertisement 
will  be  accepted  which,  either  by  intent  or  inference, 
would  result  in  misleading  the  reader.  May  we  sug- 
gest that  you  review  the  ads  in  each  issue  of  our 
journal  and,  when  occasion  arises  to  prescribe  pro- 
ducts featured  or  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  the  North  Carolina  Medical 
Journal. 


PUBLIC  RELATIONS  COMMITTEE 

THE   MEDICAL  PROFESSION'S 
PUBLIC  RELATIONS 

W.  Frank  Phillips" 
Charlotte 

Members  of  the  medical  profession  can 
gain  both  illumination  and  guidance  along 
the  intricate  path  of  public  relations  they 
are  traveling  today  by  recalling  the  unhappy 
position  of  the  banking  profession  during 
the  bank  holidays  of  1933,  when  banking  was 
definitely  in  the  doghouse  of  public  opinion. 
It  was,  indeed,  a  grave  and  critical  time  for 
the  banks  of  the  country. 

In  the  main,  the  bankers  of  America  met 
this  crisis  honorably  and  unflinchingly,  just 
as  the  majority  of  our  physicians  are  meet- 
ing their  ever-growing  problem  of  public 
relations  today  with  courage  and  awareness. 

Prior  to  1933  the  banking  profession 
broke  out  with  a  rash  of  superiority  com- 
plexes that  left  the  public  bristling  with  ill 
will.  Wisecrackers  were  taking  jabs  at  bank- 
ers openly  on  every  street  corner  in  the 
country.  Americans  were  suddenly  face  to 
face  with  life  in  an  altered  world  .  .  .  with 
new  adjustments,  new  ideas,  new  habits  of 
thought,  and  a  new  order  of  values  replac- 
ing the  old ;  for  an  era,  a  state  of  mind,  had 
abruptly  ended  and  the  psychological  climate 
was  changing. 

About  this  time  the  banking  profession 
realized  that  ill  will  would  overwhelm  them 
if  not  corrected.  The  Financial  Public  Rela- 
tions Association  and  the  American  Bank- 
ers Association  launched  intensive  public 
relations  campaigns.  The  banking  profession 
put  aside  its  mask  of  superiority,  got  down 
to  bedrock,  and  tried  to  determine  what  the 
public  thought  about  them  and  why  the  pub- 
lic was  antagonistic.  Open  forums  offered 
an  excellent  means  of  finding  out  what 
people  thought.  The  bankers  realized  that 
before  any  profession  or  individual  can  cor- 
rect an  opinion,  it  must  first  be  learned 
what  the  opinion  is  and  why  it  came  about. 

Medical  public  relations  today  is  in  a 
period  of  transition.   During  the  last  hun- 


*Chairman,    Public    Relations    and    Public    Education    Com- 
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dred  years  medical  .science  has  progressed 
more  than  ever  before  in  history.  It  has 
forged  new  and  powerful  weapons  for  the 
conquest  of  disease,  but  we  have  not  yet 
learned  how  to  use  them  in  a  society  whose 
structure  has  changed  basically  in  the  past 
century.  There  is  a  great  deal  of  unrest  in 
the  medical  world  as  a  result  of  this  para- 
doxical situation.  While  some  physicians  are 
fully  aware  of  the  trends  of  the  time  and 
have  the  courage  to  face  the  problem  openly 
and  to  seek  its  best  possible  solution,  others 
are  afraid  of  any  change. 

It  is  not  enough  to  be  technically  good 
bankers  and  good  doctors.  We  must  realize 
that  public  understanding  of  our  profes- 
sional problems  is  our  greatest  weapon 
against  socialization.  Most  of  those  who  are 
urging  the  enactment  of  foolish  and  bizarre 
legislation  today  would  not  do  so  if  they  were 
drawing  conclusions  from  true  facts  rather 
than  a  jumble  of  misinformation. 

A  prominent  educator  said  recently  that 
"freedom's  greatest  threat  today  is  too  much 
government:  that  all  limits  to  government 
action  may  be  swept  away."  He  was  ringing 
a  warning  bell  which  the  physicians  of  the 
country  will  do  well  to  heed.  As  he  said,  the 
increase  of  government  power  is  a  danger, 
not  only  to  our  liberty,  but  also  to  our  moral 
code.  If  government  takes  the  responsibility 
for  everything,  including  the  future  of  the 
medical  profession  in  this  country  ...  if  the 
individual  is  relieved  of  responsibility  for 
his  own  welfare,  that  individual  will  lose  his 
sense  of  responsibility,  and  his  moral  fiber 
will  be  weakened. 

As  our  morality  and  our  sense  of  respon- 
sibility are  weakened,  the  government  is 
left  free  to  pursue  its  unbridled  course,  and 
that  present  course  is  toward  inflation, 
which  will  wipe  out  our  wealth.  This  infla- 
tion, as  the  educator  said,  "has  come  from 
government-managed  economics,  from  gov- 
ernment favoritism  to  certain  pressure 
groups,  in  disregard  of  the  national  in- 
terest." This  inflation  is  destroying  our 
wealth,  because  people  who  put  by  savings 
in  100-cent  dollars  will  draw  them  out  in 
60-cent  dollars,  or  in  dollars  worth  even  less. 
Big  government  is  the  greatest  danger  to 
liberty. 

With  that  thought  in  mind,  the  doctors 
should  never  forget  the  importance  of  their 
day-by-day  contacts  with  patients  as  a 
means    of   increasing    public    understanding 


of  their  professional  problems.  In  the  final 
analysis,  it  is  the  attitude  of  the  public 
which  will  determine  the  path  medicine  will 
follow  during  the  years  ahead. 

The  function  of  the  physician  is  no  longer 
regarded  as  being  limited  to  the  care  of  the 
sick.  The  physician  is  an  integral  part  of 
the  community  he  serves.  Modern  medicine 
is  entering  a  period  in  which  organization 
and  service  seem  destined  to  play  a  promi- 
nent and  perhaps  somewhat  exaggerated 
role.  The  introduction  of  business  methods 
and  business  phraseology  into  a  profession 
which  has  hitherto  been  singularly  free  from 
a  business  atmosphere  is  good  public  rela- 
tions and  a  praiseworthy  attempt  on  the 
part  of  the  doctors  to  give  the  public  an  op- 
portunity to  benefit  more  systematically 
from  the  extensive,  though  often  compli- 
cated, advances  of  modern  medicine. 

Any  reorganization  of  the  medical  profes- 
sion that  threatens  the  personal  bond  be- 
tween doctor  and  patient  is  to  be  approached 
cautiously,  even  if  the  object  appears  at 
first  sight  to  be  more  thorough  and  careful 
practice.  With  the  exception  of  the  relation- 
ship that  one  may  have  with  a  member  of 
one's  family,  there  is  no  human  bond  that 
is  closer  than  that  between  physician  and 
patient,  and  attempts  to  substitute  the  meth- 
ods of  machine  or  organization,  be  they  ever 
so  efficient,  are  bound  to  fail.  New  needs 
and  opportunities  are  to  be  recognized  and 
met  as  well  as  possible,  but  the  chief  thing 
is  to  be  certain  that  the  effective  doctor- 
patient  relationship  is  not  lost.  The  truth  of 
the  matter  is  that  the  practice  of  medicine 
is  intensely  personal  and  no  system  of  con- 
trol can  be  substituted  for  the  personal  re- 
lationship. 

The  controversies  over  socialized  medicine 
have  not  changed  the  fact  that  many  people 
who  need  doctors  are  without  them,  and  that 
a  great  deal  of  distress  could  be  prevented 
by  closer  attention  of  the  doctors  to  the 
general  health  of  the  community.  It  is  pos- 
sible for  the  pendulum  to  swing  too  far  in 
the  trend  toward  specialization.  .  .  Medical 
educators  and  leaders  must  take  the  situa- 
tion in  hand  before  it  is  too  late.  Sympa- 
thetic public  relations  is  the  first  step  to- 
ward public  understanding.  The  course 
seems  clearly  indicated.  What  we  need  is 
less  of  the  system  and  law  that  kills  and 
more  of  the  spirit  that  gives  life.  The  true 
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physician,  with  his  rare  blending  of  learning 
and  humanity,  incisiveness  of  intellect  and 
sensitiveness  of  spirit,  has  the  medical  pro- 
fession's public  relations  in  the  palm  of  his 
hand. 

I  recall  overhearing  a  question  asked 
about  a  certain  doctor  .  .  .  and  the  answer 
has  always  stuck  in  my  mind.  It  is  the 
answer  to  present-day  medical  public  rela- 
tions in  a  nutshell.  "What  sort  of  a  doctor 
is  he?"  "Well,  I  don't  know  much  about  his 
ability,  but  he  has  a  very  good  bedside 
manner." 


BULLETIN  BOARD 


INAUGURAL   REMARKS    OF 
PRESIDENT  ROSCOE  D.  McMILLAN 

I  hardly  recognized  whom  President 
Murphy  was  talking  about — what  the  words 
meant,  or  to  whom  he  could  be  referring. 

It  is  difficult  for  me  *to  express  how  deep- 
ly grateful  I  am  to  you  for  conferring  on  me 
this  high  honor.  I  consider  it  not  only  an 
honor  but  a  manifestation  of  your  friendship 
and  your  trust.  While  I  am  deeply  appreci- 
ative of  this  honor,  I  am  also  acutely  aware 
of  the  manifold  problems  that  are  facing  the 
medical  profession  today  and  tomorrow.  I 
shall  need  your  counsel,  your  advice,  and 
your  loyalty,  and  I  know  that  I  can  count 
upon  this. 

From  the  bottom  of  my  heart  I  thank 
you,  and  I  hope  to  justify  your  confidence. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.  David  T.  Smith,  professor  of  bacteriology  at 
Duke  University,  is  the  new  president  of  the  Na- 
tional Tuberculosis  Association.  Dr.  Smith  took  of- 
fice at  the  Annual  Meeting  of  the  Association  held 
in  Washington,  D.  C,  April  24-28. 

Other  officers  installed  at  the  Washington  meet- 
ing include  Dr.  Alton  S.  Pope  of  Massachusetts, 
president-elect  of  NT  A;  Dr.  Grover  C.  Bellinger, 
Oregon,  president  of  American  Trudeau  Society,  and 
Dr.  John  H.  Skavlem,  of  Ohio,  president-elect. 

The  Greensboro  Tuberculosis  and  Heart  Associa- 
tion's offices  have  moved: 

Prom:  401   Piedmont  Building 

Greensboro,  N.  C. 
To:        502  N.  Elm  Street 
Greensboro,  N.  C. 


State  Board  of  Medical  Examiners 

The  Board  of  Medical  Examiners  of  the  State  of 
North  Carolina  will  meet  at  the  Atlantic  Beach 
Hotel  in  Morehead  City  on  Saturday,  July  22,  at 
10  a.m.,  at  which  time  it  will  interview  applicants 
for  licensure  by  endorsement  of  credentials. 


News  Notes  from  the  State  Board  of 
Health 

At  the  nineteenth  annual  meeting  of  the  Southern 
Branch  of  the  American  Public  Health  Association, 
held  in  Birmingham,  Alabama,  Dr.  C.  C.  Applewhite, 
Director  of  the  State  Board  of  Health's  Division  of 
Public  Health  Administration,  was  chosen  as  one  of 
the  Association's  three  vice  presidents.  Dr.  J.  W.  R. 
Norton,  State  Health  Officer,  is  a  member  of  the 
Governing  Council  and  was  a  member  of  this  year's 
nominating  committee. 

Dr.  Philip  E.  Blackerby,  Jr.,  dental  director  of 
the  W.  K.  Kellogg  Foundation,  stated  that  the  North 
Carolina  Public  Health  Dental  Program  now  is 
recognized  as  one  of  the  nation's  greatest. 


Field  studies  on  x-ray  shoefitting  machines  were 
begun  by  the  Industrial  Hygiene  Unit  of  the  State 
Board  of  Health  in  July,  1949.  Since  then,  115  estab- 
lishments have  received  the  services  of  125  visits. 

The  Industrial  Hygiene  Section  has  the  responsi- 
bility for  the  protection  of  all  occupational  groups 
against  disease  effects  resulting  from  their  employ- 
ment. In  this  instance,  the  source  of  the  hazard  also 
affects  the  patrons  served.  Too  often,  there  has  not 
been  a  clear  understanding  of  the  purpose  of  these 
machines,  either  on  the  part  of  the  customer  or  the 
salesman.  This  fact  has  resulted  in  frequent,  re- 
peated exposure,  for  dangerously  long  total  expo- 
sure time  for  the  customer,  the  salesman  operator, 
and  fellow  salesmen  within  range  of  the  stray  and 
bounce  radiation. 

X-ray  shoefitting  machines  should  be  used  only 
for  the  final  fitting  for  the  benefit  of  the  salesman 
when  he  feels  there  is  some  doubt  as  to  the  fit  of 
the  fleshy  parts  of  the  foot  in  the  new  shoe.  Com- 
petent salesmen  have  repeatedly  stated  that  shoe- 
fitting  machines  are  necessary  aids  only  in  occa- 
sional cases  of  doubt.  X-ray  shoefitting  machines 
are  useful  tools  for  competent  shoe  fitters,  but  dan- 
gerous playthings. 

Although  this  application  of  x-ray  has  all  the  un- 
feelable  and  unseeable  hazards  of  high  energy  radi- 
ation, shoefitting  can  be  installed,  maintained  and 
operated  safely.  To  realize  their  benefits  requires 
rigorous  adherence  to  good  practices  by  proprietors, 
salesmen,  and  customers. 


Miss  Lucy  Lee  Knox  and  Miss  Florence  Burnett, 
mental  health  nurses,  are  the  first  representatives 
of  this  nursing  specialty  to  work  in  North  Carolina 
mental  health  clinics.  Miss  Knox  is  on  the  staff  of 
the  Charlotte  City  Health  Department,  and  Miss 
Burnett  has  joined  the  staff  of  the  Psychosomatic 
Clinic,  Duke  Hospital. 


North  Carolina  Health  Council 

The  North  Carolina  Health  Council  held  a  State- 
wide Health  Conference  at  the  Sir  Walter  Hotel, 
Raleigh,  June  14-15. 
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North  Carolina  Pharmaceutical 
Association 

Prescriptions   For   Veterans 

For  the  information  of  participating  physicians, 
the  following  comments  are  made  in  order  to  clarify 
the  circumstances  under  which  prescriptions  may 
be  written  for  beneficiaries  of  the  Veterans  Admin- 
istration to  be  filled  by  participating  pharmacies 
at  no  cost  to  the  veteran: 

1.  The  basic  consideration  in  writing  prescrip- 
tions, which  are  prepared  in  duplicate*,  is  that  the 
attending  physician  has  in  his  possession  an  author- 
ity covering  outpatient  treatment  during  the  period 
when  the  veteran  is  under  his  care.  The  authority 
to  write  prescriptions  under  such  circumstances  is 
limited  to  the  period  set  forth  in  the  authority  it- 
self. Under  ordinary  circumstances,  authorizations 
cover  a  thirty-day  period.  Any  prescription  written 
after  the  expiration  date  of  the  authority  is  not  valid 
and  will  not  he  covered  at  VA  expense. 

2.  It  is  essential  that  the  attending  physician 
bear  in  mind  that  prescriptions  for  medications  may 
be  written  for  treatment  of  the  service-connected 
disability  only.  Failure  to  observe  this  stipulation 
will  result  in  a  denial  of  the  claim  for  reimburse- 
ment on  the  part  of  the  Veterans  Administration. 
The  authority  to  prepare  prescriptions  is  also  con- 
fined to  those  cases  which  are  considered  as  being 
outpatient  treatment  cases  and  there  is  no  authority 
for  writing  prescriptions  in  connection  with  cam- 
pensation   examinations   and  hospitalization. 

VA  Pharmacy  Service  Department 
W.  J.  Smith,  Secretary. 
*  A  pad  of  prescription  blanks  printed  in  accordance 
with  the  requirements  of  the  NCPA — VA  Prescrip- 
tion Service  Agreement  will  be  sent  on  request  and 
without  cost.  Address  the  NCPA,  Drawer  151, 
Chapel  Hill,  N.  C. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Members  of  the  staff  who  presented  papers  before 
the  Biochemistry  and  Physiology  Section  of  the 
North  Carolina  Academy  of  Science  during  the 
forty-seventh  annual  meeting  at  Catawba  College, 
Salisbury,  on  May  5  and  6  included  Drs.  Creed  Mc- 
Fall,  Harold  D.  Green,  Richard  Pollitzer,  Parker  R. 
Beamer,  Ben  J.  Lawrence,  Jr.,  Adam  B.  Denison.  Jr., 
J.  Maxwell  Little,  Camillo  Artom,  Dorothy  Tuttle, 
William  A.  Wolff,  James  F.  Donnelly,  and  Marjorie 
Swanson.  Dr.  Swanson  served  as  secretary  for  the 
group. 

Alumni  Day  was  observed  at  the  medical  school  on 
May  16,  with  approximately  100  alumni  present  for 
the  occasion.  During  the  morning  visits  were  made 
to  the  medical  school  laboratories,  Baptist  Hospital, 
Graylyn,  and  the  new  site  of  Wake  Forest  College 
at  Reynolda.  A  series  of  clinics  were  held  in  the 
amphitheatre  during  the  afternoon,  including  sur- 
gery, obstetrics-gynecology,  medicine,  pediatrics, 
neurology-neuropsychiatry,  and  neurosurgery.  Dr. 
C.  C.  Carpenter,  dean,  was  speaker  during  tlie  din- 
ner held  at  the  Old  Town  Club. 

Dr.  David  Cayer,  associate  professor  of  internal 
medicine,  was  one  of  the  speakers  for  the  vicennial 
program  of  the  Duke  University  medical  alumni  in 
Durham  on  April  29.  His  subject  was  "Use  of 
Radioactive  Phosphorus  in  the  Study  of  Certain 
Forms  of  Liver  Disease." 


Forty-one  students  received  their  M.D.  degrees, 
and  two  received  M.S.  degrees  from  the  Bowman 
Gray  School  of  Medicine  in  commencement  exercises 
scheduled  for  June  1  and  5  at  Wake  Forest.  It  was 
I  he  first  time  that  graduation  exercises  had  been 
held  at  Wake  Forest  since  the  medical  school  moved 
to  Winston-Salem.  Dr.  Sankey  L.  Blanton,  dean  of 
the  school  of  religion,  delivered  the  commencement 
address,  and  Dr.  Wingate  M.  Johnson  paid  tribute 
to  Dr.  Thurman   D.   Kitehin,  retiring  president. 


Duke  Medical  Postgraduate  Course 

The  Duke  Medical  Postgraduate  Course  was  held 
at  Duke  Hospital  in  Durham,  June  12-15. 


Edgecombe-Nash  Counties  Medical 
Society 

The  regular  monthly  meeting  of  the  Edgecombe- 
Nash  Counties  Medical  Society  was  held  on  Mav 
10,  1950.  Dr.  L.  C.  Koch  of  Rocky  Mount  pvesented 
an  illustrated  talk  on  "The  Pathologv  of  Cirrhosis 
of  the  Liver."  Drs.  K.  D.  Weeks  and  John  Smith 
lenorted  on  the  recent  meeting  of  the  American 
College  of  Physicians. 


Forsyth  County  Medical  Society 

The   Forsyth   County  Medical   Society   passed   the 
following  resolutions  on. April   12,   1950. 

1.  That  the  Forsyth  County  Medical  Society  ap- 
prove and  continue  professional  support  of  all 
clinics  affording  medical  care  to  indigent  pa- 
tients. 

2.  That  the  Forsvth  County  Medical  Society  ap- 
proves establishment  of  special  clinics  for  the 
medical  care  of  patients,  regardless  of  the  eco- 
nomic status  if  the  disease  constitutes  a  hazard 
to  public  health  (such  as  tuberculosis  and  vener- 
eal disease). 

3.  That  all  other  clinics  supported  by  federal  or 
state  tax  funds,  and  not  restricting  medical  care 
to  indigent  patients,  or  to  patients  with  diseases 
that,  constitute  a  hazard  to  public  health,  be  rec- 
ognized as  violating  the  code  of  ethics  of  the 
A.M.A.,  the  State  Medical  Society,  and  the  For- 
syth County  Medical  Society. 
That  the  members  of  the  Forsyth  Countv  Medi- 
cal Society  agree  to  continue  to  give  adeouate 
medical  care  to  all  known  indigent  patients  either 
through  voluntary  uncompensated  service  in  es- 
tablished clinics  or  in  their  own  offices. 
That  the  membership  of  this  society  and  t.h» 
various  clinics  in  Forsyth  Countv  be  ronnested 
to  conform  to  these  fundamental  principles  of 
medical   practice. 

That  refusal  to  comply  with  this  reauest  he  de- 
clared a  violation  of  the  code  of  ethics  of  this 
society. 

That  these  recommendations,  if  adopted  by  the 
Forsyth  County  Medical  Societv,  be  transmitted 
to  the  proper  officials  of  the  State  Medical  So- 
ciety, and  a  copy  of  this  resolution  be  sent  to 
each  County  Medical  Society  in  the  state. 
That  our  Public  Relations  Committee  advise  the 
press  of  these  facts,  in  order  that  the  public  may 
know  that  physicians  are  anxious  to  continue 
adequate  medical  care  for  all  indigent  patients. 
That  the  medical  indigent  be  defined  by  the  same 
standard  as  that  used  by  the  North  Carolina 
State  Welfare  Board. 


4. 
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7. 


8. 
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News  Notes 

Dr.  Dan  P.  Boyette  has  announced  the  opening  of 
his  offices  for  the  practice  of  pediatrics  in  Ahoskie. 

Dr.  J.  S.  Hiatt,  Jr.,  associate  superintendent  of 
the  North  Carolina  Sanatorium  at  McCain,  has  been 
certified  in  pulmonary  disease  by  the  American 
Board  of  Internal  Medicine. 

Dr.  Annie  Louise  Wilkerson  of  Raleigh  has  an- 
nounced the  removal  of  her  offices  from  the  Wood- 
ward Building  to  100  South  Boylan  Avenue. 


Oak  Ridge  Institute  of  Nuclear  Studies 

The  cancer  research  program  conducted  by  the 
Medical  Division  of  the  Oak  Ridge  Institute  of 
Nuclear  Studies  in  cooperation  with  the  Southern 
medical  schools  will  be  in  full  operation  by  July  1. 
A  small  research  staff  has  been  assembled,  and  a 
30-bed  clinical  unit,  together  with  laboratories, 
treatment  rooms,  and  radiation  storage  facilities 
has  been  constructed  and  equipped. 

The  program  is  designed  to  study  the  treatment 
of  neoplasms  through  the  use  of  radiation  from 
radioactive  isotopes.  It  is  being  financed  by  the 
Atomic  Energy  Commission  through  reimbursement 
under  the  Institute's  contract  with  AEC. 

Patients  to  be  treated  will  be  selected  and  referred 
only  by  staff  members  of  participating  Southern 
medical  schools.  These  include  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  the 
Duke  University  School  of  Medicine  and  the  Uni- 
versity of  North  Carolina  School  of  Medicine. 

The  physicians  at  these  schools  who  will  under- 
take to  refer  suitable  patients  will  be  guided  by  the 
principle  that  no  patient  will  be  considered  for  ad- 
mission if  the  neoplastic  condition  is  amenable  to 
effective  surgical  or  x-ray  therapy.  In  view  of  the 
limited  facilities  only  two  or  three  types  of  neo- 
plasms will  be  under  study  at  any  one  time. 

A  Board  of  Medical  Consultants  exercises  general 
supervision  of  the  Institute  program.  It  is  com- 
posed of  Dean  Wilburt  C.  Davison,  School  of  Medi- 
cine, Duke  University,  Chairman;  Dr.  George  T. 
Harrell,  professor  of  internal  medicine.  Bowman 
Gray  School  of  Medicine;  Dean  Vernon  W.  Lippard, 
Department  of  Medicine,  University  of  Virginia; 
Dr.  Douglas  H.  Sprunt,  professor  of  pathology,  Col- 
lege of  Medicine,  University  of  Tennessee;  Dean  Roy 
R.  Kracke,  of  the  Medical  College  of  Alabama,  and 
Dr.  Robert  B.  Taft,  professor  of  radiology,  Medical 
College  of  South  Carolina. 


American  Heart  Association 

A  new  section  reviewing  the  latest  advances  in 
the  cardiovascular  field  and  pointing  out  their  prac- 
tical application  where  appropriate,  will  be  added 
to  Circulation,  The  Journal  of  the  American  Heart 
Association,  in  the  fall  of  1950.  The  new  section,  to 
appear  monthly  under  the  heading,  "Clinical  Prog- 
ress," will  be  edited  by  Dr.  Herrman  L.  Blumgart, 
Professor  of  Medicine,  Harvard  Medical  School. 
Circulation  is  published  monthly  by  Grune  and 
Stratton,  New  York,  N.  Y. 

The  new  section  will  include  contributions  by 
recognized  authorities  ranging  from  4,000  to  8,000 
words,  and  representing  critical  judgments  of  the 
current  status  of  the  subjects  handled.  While  his- 
torical reviews  of  the  subject  will  not  be  included, 
some  six  or  eight  important  bibliographic  references 
will  be  made. 


American  Medical  Association 

National   Conference   of   County    Medical 
Society  Officers 

The  Seventh  National  Conference  of  County  Med- 
ical Society  Officers  (Grass  Roots  Conference)  is 
scheduled  for  Sunday  morning,  June  25,  at  the 
Palace  Hotel  in  San  Francisco.  The  program  will 
begin   at   9:45,   following   registration   at   9   o'clock. 

Dr.  A.  M.  Mitchell  of  Terre  Haute,  Indiana,  is 
chairman  of  the  conference. 


Course  in  Postgraduate 
Gastroenterology 

The  National  Gastroenterological  Association  an- 
nounces that  its  course  in  Postgraduate  Gastroen- 
terology will  be  given  at  the  Hotel  Statler  in  New 
York  City  on  October  12,  13,  14,  1950. 

The  course,  which  will  again  be  under  the  personal 
direction  of  Dr.  Owen  H.  Wangensteen,  professor 
of  surgery,  University  of  Minnesota  Medical  School, 
will  cover  the  following  subjects:  diseases  of  the 
mouth;  diseases  of  the  esophagus;  peptic  ulcer;  dis- 
eases of  the  stomach;  diseases  of  the  pancreas; 
cholecystic  disease;  psychosomatic  aspects  of  gas- 
trointestinal disease;  diseases  of  the  liver;  diseases 
of  the  colon  and  rectum;  and  other  miscellaneous 
subjects,  including  pathology  and  physiology,  radi- 
ology, and  gastroscopy. 

The  distinguished  faculty  for  the  course  has  been 
chosen  from  medical  schools  in  New  York  City  as 
well  as  out  of  town. 

For  further  information  and  enrollment,  write  to 
the  National  Gastroenterological  Association,  Dept 
GSJ,  1819  Broadway,  New  York  23,  N.  Y. 


Western  Association  of  Industrial 
Physicians  and  Surgeons 

The  Western  Association  of  Industrial  Physicians 
and  Surgeons  invites  all  American  Medical  Associa- 
tion members  to  attend  its  meeting  on  Sunday,  June 
25,  1950  (the  day  prior  to  the  opening  of  the  A.M. A. 
convention),  from  9:00  a.m.  to  5:00  p.m.,  in  the 
Curran  Theater,  456  Geary  Street,  San  Francisco. 
The  program  includes:  Tetanus  Prophylaxis  in  Pre- 
viously Immunized  Persons,  Rodney  R."  Beard,  M.D.; 
Medical  Administrative  Problems  in  Workmens 
Compensation  Cases,  a  panel;  A  Rest  Regime  for 
Acute  Back  Sprain,  Christopher  Legge,  M.D  and 
Harry  W.  Walker,  M.D.;  Psychosis,  a  Side  Door 
Out  of  Industry,  Frank  Tallman,  M.D.;  and  Job 
Placement  in  the  Rehabilitation  of  Alcoholics,  a 
panel. 

(BULLETIN  BOAHD  CONTINUED  OX  PAGE  312) 

Eaton    Laboratories    Announces    Furaspor,    a 
Powerful,  New   Fungicide 

Eaton  Laboratories,  Inc.,  Norwich,  New  York,  an- 
nounces a  powerful  new  fungicide  for  the  topical 
treatment  of  tinea  capitis:  Furaspor.  Furaspor  Oint- 
ment was  used  with  excellent  results  in  a  recent 
epidemic  of  tinea  capitis  due  to  Microsporum  au- 
douini  among  school  children  in  Baltimore.  Cure  or 
marked  improvement  was  produced  in  the  majority 
without  necessity  for  roentgen  epilation. 

Preliminary  clinical  trials  on  other  fungus  infec- 
tions are  yielding  highly  promising  results. 

Furaspor  is  one  of  the  antimicrobial  nitrofurans 
and  is  chemically  related  to  Furacin,  the  topical 
antibacterial   agent. 

Furaspor  Ointment  is  packaged  as  a  1  per  cent 
concentration  in  a  water-dispersible,  non-staining, 
odorless,  vanishing  cream  base,  in  3  ounce  jars.  It 
is  available  on  prescription  only. 
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AUXILIARY 


HISTORY  OF  THE  STEVENS  BED 

The  Auxiliary  to  the  Medical  Society  of 
the  State  of  North  Carolina  is  a  compara- 
tively young  organization.  At  first  not  many 
of  the  doctors'  wives  attended  the  state 
meetings,  but  as  the  group  grew  more  in- 
terest was  manifested,  and  in  1927  the  Wom- 
an's Auxiliary  was  organized  by  a  group  of 
ladies,  with  Mrs.  P.  P.  McCain  taking  the 
initiative. 

After  a  few  years  the  ladies  decided  to 
support  and  endow  a  bed  at  the  State  Sana- 
torium, which  was  called  the  McCain  Bed. 
This  plan  proved  so  interesting  that  in  1939 
another  fund  was  started  to  endow  a  second 
bed.  The  Western  North  Carolina  Sanatorium 
had  just  been  completed,  and  it  was  decided 
that  the  second  bed  should  be  placed  there. 

Mrs.  C.  F.  Strosnider  of  Goldsboro,  presi- 
dent of  the  Auxiliary,  appointed  Mrs.  James 
Vernon  of  Morganton  chairman  of  the  com- 
mittee to  name  the  bed.  She  was  given  the 
authority  to  choose  two  other  members  for 
the  committee.  Mrs.  A.  A.  Kent  of  Granite 
Falls  and  Mrs.  S.  M.  Bittinger  of  Black 
Mountain  were  selected. 

The  committee  decided  to  name  the  bed 
in  honor  of  Dr.  Martin  L.  Stevens  of  Ashe- 
ville.  Dr.  Stevens  was  a  pioneer  specialist 
in  tuberculosis.  He  was  a  charter  member 
of  the  combined  board  for  the  McCain  and 
Western  North  Carolina  Sanatoriums,  and 
was  most  active  in  bringing  the  sanatorium 
to  western  North  Carolina.  It  was  very  fit- 
ting that  the  bed  be  called  the  Martin  L. 
Stevens  Bed. 

The  first  chairman  was  Mrs.  J.  L.  Reeves 
of  Canton.  Mrs.  Myrtle  Grady,  a  nurse,  was 
the  first  occupant.  Following  her  came  our 
first  doctor,  Dr.  Grimes  Byerly  from  Lenoir. 

In  1941  two  funds  were  set  up  to  support 
the  two  beds. 

Mrs.  Reeves  continued  as  chairman  of  the 
Stevens  Bed  until  1945,  when  Mrs.  G.  M. 
Billings  of  Morganton  was  appointed  chair- 
man. Mrs.  Stevens  gave  $1000  to  buy  War 
Bonds  toward  the  endowment  of  the  bed. 
Our  fund  had  now  grown  to  $1440.50.  Miss 
Effie  Daniels,  another  nurse,  was  our  guest. 


In  1946  Mrs.  D.  M.  Tanner  came  to  the 
bed.  She  recovered  sufficiently  to  leave  the 
Sanatorium,  and  Louise  Stamey  became  the 
next  occupant.  She  was  discharged,  and  in 
1947  Miss  Liselotte  Schuman  was  the  guest 
of  the  bed.  During  this  year  Mrs.  Stevens 
gave  another  thousand  dollars  and  the  coun- 
ty auxiliaries  became  very  much  interested 
and  contributed  freely.  Our  fund  reached 
$3054.88. 

In  1948  Miss  Mary  Vick,  a  student  nurse 
at  McCain,  was  taken  sick  just  before  grad- 
uation and  was  transferred  from  McCain  to 
the  Stevens  Bed.  Each  year  Mrs.  Stevens 
gave  $1000,  and  the  county  auxiliaries  con- 
tinued to  contribute. 

In  1949  Miss  Vick  left,  and  Miss  Schuman 
came  back  to  the  bed.  After  she  left  Miss 
Vick  had  a  relapse  and  returned.  She  re- 
covered sufficiently  to  leave,  and  a  young 
doctor,  Marcellino  Guzman,  a  native  of  the 
Philippines,  and  a  member  of  the  staff  of 
the  Sanatorium,  became  ill  and  was  assigned 
to  this  bed.  Dr.  Guzman  has  sufficiently  re- 
covered to  be  at  work  in  Philadelphia. 

This  year,  1950,  our  Stevens  Bed  Fund 
has  been  increased  to  $8562.45.  We  are  very 
close  to  our  goal — the  completion  of  the  en- 
dowment of  ten  thousand  dollars  which  we 
hope  will  help  greatly  toward  providing  the 
upkeep  funds  for  the  bed. 

These  beds,  the  McCain  at  McCain  Sana- 
torium and  the  Stevens  at  the  Western  North 
Carolina  Sanatorium,  as  well  as  the  Cooper 
Bed  at  the  Eastern  North  Carolina  Sana 
torium,  were  all  established  by  the  Auxiliary 
to  the  State  Medical  Society  to  be  used  first 
by  doctors  and  their  families,  and  second,  by 
nurses. 


WANTED 
Copies  of  the  NORTH  CAROLINA  MEDI- 
CAL JOURNAL  for  April  and  December, 
1949.  Fifty  cents  will  be  paid  for  each  copy 
of  one  of  these  issues  received  in  good  condi- 
tion at  the  office  of  the  business  manager, 
Mr.  J.  T.  Barnes,  203  Capital  Club  Building, 
Raleigh.  N.  C. 
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Normal  Values  in  Clinical  Medicine.   By  F. 

William  Sunderman,  M.D.,  Ph.D.,  Professor 
of     Experimental     Medicine     and     Clinical 
Pathology,   University   of   Texas   Postgrad- 
uate    School     of   Medicine;     and     Frederick 
Boerner,  V.M.D.,  Late   Associate  Professor 
of    Clinical    Bacteriology,    Graduate    School 
of    Medicine,    University    of    Pennsylvania. 
845  pages  with  413  tables  and  237  figures. 
Price,    $14.00.     Philadelphia    and     London: 
W.  B.  Saunders  Company,   1949. 
The  preface  of  this  excellent  reference  work  be- 
gins with  a  very  apt  quotation   from   Lord   Kelvin: 
"When    you    can    measure    what    you    are    speaking 
about  and  express  it  in   numbers,   you  know  some- 
thing about  it;  when  you  cannot  express  it  in  num- 
bers,  your  knowledge  is   of  a   meager   and  unsatis- 
factory kind."  The  authors,  with  the  assistance  of 
forty-four     collaborators     (all     but     two     from     the 
Philadelphia   area),   have   attempted   to    collect   into 
( ne  volume  as  much  as  possible  of  the  vast  store  of 
determinations    of   normal    values   useful    in   clinical 
medicine.  A  systemic  form  of  presentation   is  used, 
with  sections  (each  consisting  of  two  to  twelve  chap- 
ters) on  the  circulatory  system,  blood,  blood  chem- 
istry, respiratory  system,  digestive  system,  nervous 
system,  urinary  system,  male  and  female  reproduc- 
tive systems,  skeleton  and   muscles,   skin,  eye,  ear, 
nose,    endocrines,    metabolism,    anatomical    normals, 
teeth  and   saliva,  and  miscellaneous   data. 

The  text  material  is  clear  and  concise,  but  all 
possible  data  on  measurements  are  presented  in 
tabular  form.  The  sources  of  the  findings  summar- 
ized are  cited,  and  extensive  bibliographic  references 
are  given  at  the  end  of  each  chapter.  The  variety  of 
measurements  made  on  normal  persons  is  surprising 
in  its  scope,  including  everything  from  the  common- 
ly used  clinical  studies  to  measurement  of  the  bit- 
ing force  between  individual  opposing  teeth  with  a 
hydraulic  ganthodynamometer.  Wherever  possible, 
variations  in  normal  values  that  occur  with  age,  sex, 
or  other  pertinent  factors  are  given. 

The  work  is  apparently  quite  up  to  date,  even 
including  a  five  page  table  of  the  properties  of 
r.inety-eight  cyclotron-produced  radioisotopes.  An 
excellent  index,  covering  27  pages,  contributes 
greatly  to  the  ease  with  which  the  volume  may  be 
used  for  reference. 

It  is  most  unfortunate  that  one  of  the  authors, 
Dr.  Boerner,  did  not  live  to  see  this  work  in  print. 
The  reviewer  feels  that  the  book  will  be  a  most 
welcome  addition  to  the  general  reference  works 
available,  and  may  serve  as  a  fitting  monument  to 
the  industry  and  thoroughness  of  the  authors. 


Fundamentals     of     Internal     Medicine.     By 

Wallace  M.  Yater,  M.D.,  M.S.  (in  Medicine), 
F.A.C.P.,   Director,   Yater   Clinic,   Washing- 
ton, D.  C.;  formerly  Professor  of  Medicine 
and  Director  of  the   Department  of   Medi- 
cine,    Georgetown     University     School     of 
Medicine;     Physician-in-Chief,    Georgetown 
University      Hospital;      Physician-in-Chief, 
Gallinger  Municipal   Hospital,  Washington, 
D.   C;   and   Fellow  in   Medicine,   the   Mayo 
Foundation.  Ed.  3.   1451   pages.  Price,  $12. 
New  York:    Appleton-Century-Crofts,   Inc., 
1949. 
One  who  reads  various  sections  of  this  book  must 
be  impressed  with  the  ability  of  the  author  and  his 
fellow  contributors   to   compress   so   much   informa- 
tion into  so  little  space.  Even  with  their  ability  to 
say  much  in  a  few  words,  the  third  edition  is  almost 


a  third  larger  than  was  the  first.  This  increase  in 
size  does  not  mean  that  the  style  is  more  verbose, 
but  that  the  past  twelve  years  have  added  a  tre- 
mendous amount  of  factual  information  to  the  sub- 
ject of  internal  medicine.  The  clear,  simple  style  of 
the  book  makes  it  easy  to  read,  and  it  can  be  highly 
recommended  as  living  up  to  the  purpose  of  the 
first  edition:  "To  present  the  minimum  amount  of 
knowledge  of  clinical  medicine  a  medical  student 
or  general  practitioner  should  have  at  his  finger 
tips."  Furthermore,  any  internist  may  well  profit 
from   having  it  in   his   library. 


Harvey    Gushing,    Surgeon,    Author,    Artist. 

By    Elizabeth    H.    Thomson.     Foreword    by 

John    F.    Fulton.    347    pages.    Price,    $4.00. 

New  York:  Henry  Schuman,  Inc.,  1950. 
This  biography  of  Harvey  Gushing  is  well-written, 
concise,  and  not  without  its  share  of  good  humor. 
It  is  written  primarily  for  lay  readers  and  for  those 
physicians  whose  interests  lie  outside  the  field  of 
neurologic  surgery.  This  book  is  highly  recom- 
mended to  those  interested  not  only  in  the  life  of 
a  great  surgeon  but  in  the  life  of  a  great  man  as 
well. 


YOUNG  PHYSICIAN  WANTED  FOR 
GENERAL  PRACTICE 
The  services  of  a  young  physician  are  desired 
in  Mt.  Olive,  North  Carolina.  Town  of  4,000 
population  and  thriving  surrounding  farm 
area  offer  fine  opportunity  for  location. 
Office  facilities  in  heart  of  business  district 
always  occupied  by  physicians  will  be  offered 
rent  free  until  physician  establishes  himself. 
Mt.  Olive  stands  13th  in  the  state  in  the  num- 
ber of  rural  patrons  served  by  its  postoffice, 
all  of  whom  are  dependent  upon  the  town  for 
its  medical  service.  Interested  parties  should 
get  in  touch  with  Mr.  W.  K.  Lewis,  Mt.  Olive 


PHYSICIAN  WANTED 
WANTED:  Experienced  eye,  ear,  nose,  and 
throat  physician  to  take  over  practice,  well 
established  by  two  physicians,  in  one  of  best 
cities  in  the  state;  big  pay  rolls.  For  price  of 
equipment  full  details  will  be  furnished.  New 
100  bed  hospital  building  in  the  community-. 
Reply  to  Box  1606,  Raleigh,  N.  C. 


FOR  SALE 

good    condition — 60 


Instruments  in  good  condition — 60  items — 
scales,  centrifuge,  microscope,  axis  traction 
forceps,  examining  table  (everything  to  begin 
practice).   Reply   to: 

North   Carolina   Medical   Journal    (60-16) 

Box  1606 

Raleigh,  N.  C. 


LOST,  while  attending  the  State  Medical  So- 
ciety meeting  at  Pinehurst,  one  small  sun- 
burst pin.  Center  small  diamond  surrounded 
by  small  pearls.  The  finder  is  requested  to 
notify 

Mrs.  Alfred   A.   Kent,   Jr. 
Granite  Falls,  N.  C. 
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First  International  Congress  on 
Diseases  of  the  Chest 

The  First  International  Congress  on  Diseases  of 
the  Chest,  sponsored  by  the  American  College  of 
Chest  Physicians  and  the  Carlo  Forlanini  Institute 
of  Rome,  Italy,  will  be  held  in  Rome  on  September 
17-22,  1950,  with  the  patronage  of  the  Italian  Gov- 
ernment and  the  cooperation  of  the  National  Insti- 
tute of  Social  Providence  and  Italian  Federation 
against  Tuberculosis.  One  hundred  subjects  will  be 
presented  by  more   than   100  speakers. 


Award  for  Outstanding  Research  in  the 
Field  of  Infertility 

The  American  Society  for  the  Study  of  Sterility 
offers  an  annual  award  of  $1000,  known  as  the 
Ortho  Award,  for  an  outstanding  contribution  to  the 
subject  of  infertility  and  sterility.  Competition  is 
open  to  those  in  clinical  practice  as  well  as  indi- 
viduals whose  work  is  restricted  to  research  in  the 
basic  sciences.  Essays  submitted  for  the  1951  con- 
test must  be  received  not  later  than  March  1,  1951. 
The  prize  essay  will  appear  on  the  program  of  the 
1951  meeting  of  the  Society.  For  full  particulars, 
address  The  American  Society  for  the  Study  of 
Sterility,  20   Magnolia  Terrace,   Springfield,   Mass. 


Department  of  Defense 

Navy   Offers   200   Hospital   Internships   to   1951 
Medical  School   Graduates 

Real  Admiral  C.  A.  Swanson,  Surgeon  General 
of  the  Navy,  has  announced  that  200  rotating  in- 
ternships in  U.  S.  Naval  hospitals  will  be  available 
to  qualified  medical  students  who  will  graduate  in 
1951. 

Applications  for  the  naval  internships  will  be  ac- 
cepted beginning  on  December  19,  1950,  in  accord- 
ance with  the  Association  of  American  Medical 
Colleges'  cooperative  plan  for  appointment  of  in- 
terns. However,  a  Naval  intern  must  meet  all  re- 
quirements for  commission  in  the  Medical  Corps  of 
the  U.  S.  Naval  Reserve  and  it  is  necessary,  there- 
fore, that  applications  for  Naval  Reserve  commis- 
sions be   submitted  prior  to  the  December   date. 

Prospective  applicants  for  internships  should  visit 
the  Naval  Officer  Procurement  office  nearest  their 
homes  as  soon  as  possible  and  apply  for  a  Naval 
Reserve  commission,  so  that  this  application  may 
be  processed  well  in  advance  of  February  20,  1951, 
the  deadline  for  notification  of  successful  internship 
candidates. 

Candidates  for  Naval  internship  are  selected  from 
volunteers  who  agree  to  serve  a  minimum  of  24 
months  of  active  duty  from  the  date  of  commence- 
ment of  their  intern  training.  Appointees  are  com- 
missioned Lieutenant  (junior  grade)  in  the  Medical 
Corps  of  the  Naval  Reserve.  On  graduation  from 
medical  school  they  receive  the  pay  and  allowance 
of  their  rank  while  serving  as  interns  and  on  active 
duty.  When  ordered  to  other  duty  upon  completion 
of  internship,  they  also  qualify  for  an  additional 
compensation   of   $100   per   month. 

Applications  and  further  information  concerning 
the  program   may  be   obtained   from   any   office   of 


Naval  Procurement,  or  by  writing  to  the  Personnel 
Division,  Bureau  of  Medicine  and  Surgery,  Navy 
Department,   Washington   25,   D.   C. 

Military  Use  of  Iodine  to  Disinfect  Drinking  Water 
Recommended  as  Result  of  Army-Navy   Research 

The  military  use  of  a  standard  iodine  compound 
for  individual  disinfection  of  drinking  water  in  can- 
teen quantities  has  been  recommended  as  the  result 
of  a  recent  joint  Army-Navy  research  project  at 
Majuro  Atoll  in  the  Marshall  Islands,  Pacific. 

Medical  research  officers  found  that  compounds 
releasing  free  iodine  in  concentrations  of  eight  parts 
per  1,000,000  were  highly  effective  disinfecting 
agents,  and  produced  no  ill  effects  among  personnel 
using   water  thus  treated. 

The  controlled  research  study,  which  continued 
over  a  period  of  six  months,  was  conducted  on  the 
Pacific  atoll  because  toxic  effects  are  more  readily 
apparent  under  tropical   conditions. 

Although  iodine  had  been  used  previously  for  dis- 
infecting water,  no  conclusive  studies  had  been  re- 
corded as  to  its  toxicity  when  consumed  in  diluted 
amounts  by  humans  over  an  extended  period  of  time 
in  a  tropical  climate. 


United  States  Atomic  Energy 
Commission 

Atomic    Energy    Commission    Publishes    Technical 
Handbook   on   Aerosols 

A  147-page  Handbook  on  Aerosols  has  been  pub- 
lished by  the  United  States  Atomic  Energy  Com- 
mission in  connection  with  its  program  for  control 
of  radioactive  wastes  at  atomic  energy  facilities. 
The  Handbook  consists  of  11  chapters  by  various 
authors,  originally  prepared  as  part  of  the  Summary 
Technical  Report  of  Division  10,  National  Defense 
Research   Committee. 

Engineers  and  others  charged  with  preventing 
atmospheric  contamination  by  radioactivity  need 
basic  knowledge  of  the  behavior  of  dusts,  fumes  and 
mists.  The  Handbook  on  Aerosols  summarizes  pres- 
ent knowledge  in  this  field. 

The  Handbook  on  Aerosols  may  be  obtained  from 
the  Superintendent  of  Documents,  U.  S.  Govern- 
ment Printing  Office,  Washington  25,  D.  C,  at  a 
cost  of  60  cents  per  copy. 


Veterans  Administration 

Dr.  John  B.  Barnwell,  chief  of  the  Tuberculosis 
Division  of  the  Veterans  Administration  Depart- 
ment of  Medicine  and  Surgery,  received  the  1950 
award  of  the  National  Tuberculosis  Association — 
the  Trudeau  medal — for  his  accomplishments  in  the 
fight  against  tuberculosis. 

The  presentation  was  made  in  connection  with 
the  recent  meeting  of  the  National  Tuberculosis 
Association   in   Washington,  D.   C. 


Tuberculosis  is  no  longer  a  disease  of  young 
people  primarily,  but  has  shifted  to  the  middle  aged 
and  older  age  brackets,  Dr.  Paul  B.  Magnuson,  Chief 
Medical  Director  of  the  Veterans  Administration, 
stated  recently. 

Dr.  Magnuson  said,  "Our  veteran  population  is 
growing  into  the  peak  of  the  disease  and  not  out 
of  it." 

The  number  of  veterans  suffering  from  tubercu- 
losis and  in  need  of  hospitalization  will  not  reach 
a  peak  until   1955,  Dr.   Magnuson   estimated. 
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PRACTICAL  CONSIDERATIONS  IN  THE  DIAGNOSIS 
OF  THE  JAUNDICED  PATIENT 


T.  Grier  Miller,  M.D. 
Philadelphia 


The  word  "jaundice"  means  yellow.  By 
the  term  we  ordinarily  signify  a  yellowish 
discoloration  of  the  skin  that  has  resulted 
from  an  excess  of  bile  pigments  in  the 
blood.  In  spite  of  that  definition,  we  ordi- 
narily have  recognized  two  types  of  jaun- 
dice :  "overt  jaundice,"  in  which  there  occurs 
a  yellowish  pigmentation  of  the  skin,  mu- 
cous membranes,  and  sclerae ;  and  "latent 
jaundice,"  in  which,  although  the  bilirubin 
content  of  the  blood  is  increased,  it  is  not 
sufficient  to  cause  discoloration  of  the  body 
tissues.  More  properly  the  word  "jaundice" 
should  be  restricted  to  the  visibly  recogniz- 
able type  of  hyperbilirubinemia,  and  the  lat- 
ter word  should  be  employed  to  include  both 
the  overt  and  the  latent  types. 

In  1939,  just  ten  years  ago,  Machella  and 
I  wrote  the  chapter  on  "Diseases  of  the 
Liver"  in  Nelson's  System  of  Medicine.  In  it 
we  discussed  the  types  and  the  pathogenesis 
of  jaundice  with  a  certain  sense  of  finality. 
We  classified  its  causes  as  obstructive,  hemo- 
lytic, and  hepato-cellular ;  and  we  unhesi- 
tatingly invoked  the  van  den  Bergh  reaction 
in  support  of  the  classification  and  of  the 
mechanisms  that  were  described.  Today  that 
procedure  for  the  determination  of  the  type 
of  jaundice  has  been  discredited,  for  it  has 
been  recognized  that  it  only  confused  our 
understanding  of  the  physiology  and  of  the 
clinical  aspects  of  the  affection. 

In  the  meantime  many  new  tests  for  the 
study  of  liver  function  have  been  developed, 
but  they  too  have  failed  fully  to  clarify  the 


From  the  Gastrointestinal  Section  (Kinsey-Thomas  Foun- 
dation) of  the  Medical  Clinic  of  the  University  of  Pennsylvania 
Hospital. 

Presented  in  the  Postgraduate  Medical  Extension  Course  of 
the  University  of  North  Carolina  at  Wilmington,  February  23, 
1950. 


problem.  Although  we  appreciate  the  fact 
that  bilirubin  is  derived  from  a  breakdown 
of  the  hemoglobin  of  the  blood  and  is  elab- 
orated by  the  reticulo-endothelial  cells  of  the 
body,  including  those  of  the  liver  (fig.  1), 
we  do  not  know  the  fate  of  that  pigment. 
Once  bilirubin  has  reached  the  liver  and  bil- 
iary system,  we  do  not  know  with  certainty 
how  it  is  handled  or  how  at  times,  after 
entering  the  bile  ducts,  it  gets  back  into  the 
blood  stream ;  how  sometimes  it  is  eliminated 
into  the  urine  without  first  having  appeared 
in  excessive  quantity  in  the  blood ;  or  how 
again,  though  concentrated  in  the  blood,  it 
fails  to  appear  in  the  urine.  We  do  not  fully 
understand  the  pathogenesis  or  associated 
phenomena  of  any  type  of  jaundice.  Con- 
sequently my  subsequent  statements  must  be 
regarded  as  largely  tentative. 

The  Types  of  Jaundice 

Prehepatic 

What  we  formerly  called  hemolytic  or  re- 
tention jaundice  is  now,  I  believe,  best  des- 
ignated, as  Ducci111  has  suggested,  prehepa- 
tic jaundice  (table  1  and  fig.  2) .  He  recog- 
nizes two  subtypes,  hemolytic  and  non-hem- 
olytic.  Even  when  associated  with  the  pro- 
duction of  an  excessive  amount  of  bilirubin 
(the  hemolytic  subtype),  however,  prehepa- 
tic jaundice  cannot  be  due  entirely  to  this 
factor,  since  the  liver  has  an  enormous  re- 
serve capacity  to  eliminate  bilirubin.  Indeed, 
5  per  cent  of  that  organ  is  said  to  be  capable 
of  excreting  the  blood's  normal  content  of 
bilirubin.  It  has  been  suggested  that  in  this 
hemolytic  subtype  of  prehepatic  jaundice, 
possibly  as  the  result  of  some  associated  he- 
patic cell  damage,  the  threshold  of  the  liver 
for  bilirubin  excretion  is  raised. 
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Fig.    1.     The    normal    circulation    of    bilirubin, 
modified   and   unmodified,  and   of   urobilinogen. 

Table  1 
Ducci's  Classification  of  Jaundice 

Prehepatic 

Hemolytic 

Nonhemolytic 
Hepatic 

Hepatocellular 

Hepatocanalicular 
Posthepatic 

Complete  obstructive 

Incomplete   obstructive 

The  other  subtype  of  prehepatic  jaundice, 
also  indicated  by  the  indirect  van  den  Bergh 
test,  is  not  at  all  dependent  on  excessive 
hemolysis,  and  so  is  referred  to  as  the  non- 
hemolytic subtype.  It  obviously  is  due  to  a 
raised  threshold  on  the  part  of  the  liver  for 
the  dissociation  of  the  bilirubin-protein  com- 
plex. This  type  would  seem  to  correspond  to 
"physiological  hyperbilirubinemia"  as  de- 
fined by  Hanger1-'.  He  stated  that  this  af- 
fection occurs  in  2  to  3  per  cent  of  the  popu- 
lation, is  functional  in  origin  and  may  be  on 
a  familial  basis.  It  apparently  manifests  it- 
self only  after  emotional  upsets,  physical  ex- 
ertion, and  fatigue.  Neefe':il,  however,  in  the 
discussion  of  Hanger's  presentation,  sug- 
gested the  possibility  that  more  intensive 
study,  especially  by  biopsy  and  by  metabolic 
and  enzyme  investigations,  might  eventually 
reveal  a  morphologic  background  in  the  liver. 

At  any  rate,  such  non-hemolytic  prehepatic 
jaundice  may  be  associated,  though  unrecog- 
nized, with  the  other  chief  types  of  jaun- 
dice— the  hepatic  and  post-hepatic  varieties. 
The  presence  of  only  the  indirect  reacting 
bilirubin  in  the  blood  and  the  absence  of 
bilirubin  in  the  urine  suggest  this  subtype 
of  prehepatic  jaundice,  unless  excessive  uro- 
bilinogen in  the  feces,  splenomegaly,  anemia, 
increased  fragility  of  the  red  cells,  and  other 
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Fig.  2.  Prehepatic  jaundice.  The  formation  of 
bilirubin  is  excessive.  The  portion  modified  by 
the  liver  cells  has  normal  circulation.  The  re- 
mainder stays  in  the  blood  stream  and  reaches 
the  skin  in  unmodified  form ;  none  passes 
through  the  kidney.  Urobilinogen  passes 
through  the  kidney   in  excessive  amounts. 

clinical   phenomena   support   a   diagnosis   of 
the  hemolytic  type. 

Posth epa tic  jaundice 

Posthepatic  jaundice,  as  defined  by  Ducci, 
is  the  type  which  was  previously  called  ob- 
structive or  regurgitant.  It  may  be  complete 
or  incomplete,  and  is  characterized  prima- 
rily by  the  presence  of  an  excess  of  the 
promptly  reacting  bilirubin  in  the  blood  and 
by  bilirubinuria  (fig.  3).  Hyperphosphata- 
semia  and  hypercholesterolemia  also  occur, 
and  presumably  result  from  rupture  of  the 
biliary  capillaries,  which  permits  bilirubin, 
alkaline  phosphatase,  and  cholesterol  —  also 
bile  salts — to  be  regurgitated  directly  into 
the  lymphatics  and  the  blood  stream. 

The  bilirubinemia,  however,  is  not  always 
due  solely  to  regurgitation  from  the  biliary 
ducts.  Once  the  bile  pressure  in  the  ducts 
reaches  that  of  the  secreting  mechanism 
(about  300  mm.  of  water) ,  no  further  secre- 
tion of  bile  takes  place.  Yet  the  jaundice,  to- 
gether with  the  bilirubinuria,  persists.  This 
phenomenon  is  now  explained  on  the  basis 
of  enzyme  action  by  the  liver  cells — an  ac- 
tivity that  continues  even  after  these  cells 
have  become  necrotic.  Under  such  circum- 
stances the  posthepatic  jaundice  is  compli- 
cated by  an  association  of  the  hepatic  va- 
riety. Indeed,  except  when  associated  with 
liver  cell  damage,  posthepatic  jaundice  is  not 
accompanied  by  an  excessively  high  biliru- 
bin content  of  the  blood ;  and  sometimes, 
when  the  obstruction  has  developed  slowly 
and  intermittently,  as  in  common  duct  stone, 
no  hyperbilirubinemia  may  occur. 
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Fig.  3.  Posthepatic  jaundice.  The  bilirubin 
is  modified  in  the  liver  and,  because  of  obstruc- 
tion, is  reabsorbed.  It  enters  the  skin  and  passes 
through  the  kidney  in  modified  form.  No  uro- 
bilinogen is  formed. 

Hepatic  or  intrahepatic 

The  hepatic  or  intrahepatic  type  of  jaun- 
dice (fig.  4),  therefore,  may  occur  secon- 
darily in  connection  with  the  posthepatic 
type,  and  possibly  also  in  connection  with 
prehepatic  jaundice.  It  also  may  occur  inde- 
pendently. Presumably  it  may  result  from 
either  functional  or  organic  disease  of  the 
liver  cells.  Most  often  it  depends  on  some 
bacterial,  viral,  or  protozoal  infection,  or  on 
some  chemical  agent ;  at  times  it  may  be  due 
to  anoxia,  dietary  deficiencies,  or  fatty  infil- 
tration. The  damage  may  involve  primarily 
the  liver  cells  (the  hepatocellular  subtype  of 
hepatic  jaundice),  or  the  primary  lesion  may 
occur  in  the  biliary  capillaries.  Cases  of  the 
latter  type  Ducci  classifies  as  the  hepatoca- 
nalicular  subtype,  though  this  form  presents 
features  indicative  of  obstruction  and  pre- 
viously was  called  intrahepatic  obstructive 
jaundice.  At  any  rate,  in  both  these  sub- 
types one  finds  evidence  of  hepatic  cell  dam- 
age, and  usually  some  involvement  of  the 
biliary  canaliculi. 

Differential  Diagnosis 

Clin  iced  findings 

Fortunately  it  is  possible  in  most  instances 
to  determine  the  cause  of  jaundice  on  the 
basis  of  clinical  observations.  The  history 
alone  will  not  infrequently  establish  a  diag- 
nosis of  common  duct  stone,  of  hemolytic  ic- 
terus, or  of  an  infectious,  homologous  serum, 
or  toxic  hepatitis.  A  long  story  of  indiges- 
tion, finally  leading  to  colicky  attacks  unre- 
lated to  meals  and  sometimes  occurring  in 
the  night,  especially  in  a  woman  having  had 
one  or  more  pregnancies,  clearly  indicates 
gall  stones.  Sometimes  a  similar  history,  but 
with  less  severe  attacks  of  pain  and  more 


Fig'.  1.  Hepatic  jaundice.  Some  bilirubin  is 
modified  and  passes  to  the  intestine;  some  is 
modified  but  obstructed  in  the  small  biliary 
radicles  (small  dots);  some  may  not  enter  the 
biliary  ducts  because  of  liver  cell  damage  (large 
dots)  and  remains  in  the  blood  stream  unmodi- 
fied, or  this  fraction  may  be  modified  by  en- 
zymes of  liver  cells.  Urobilinogen  is  formed  in 
the  intestine  from  modified  bilirubin  that  passes 
through  the  liver,  and  some  of  it  reaches  the 
kidney. 

impairment  of  general  health,  is  related  by 
the  patient  with  a  malignant  pancreatic  le- 
sion. 

Detailed  physical  examination  frequently 
yields  convincing  evidence  of  the  nature  of 
the  jaundice.  This  is  especially  true  for  the 
hemolytic  type,  in  which  pallor  and  spleno- 
megaly are  demonstrable,  and  in  which  stud- 
ies of  the  blood  and  feces  usually  give  the 
final  answer.  An  enlarged,  firm,  and  irregu- 
lar liver  may  at  once  suggest  malignant  dis- 
ease. Metastatic  nodules  may  also  be  pal- 
pated. In  severe  and  long  standing  liver  dis- 
ease, spider  nevi  may  accompany  the  jaun- 
dice and  leave  little  doubt  as  to  the  presence 
of  intrahepatic  anatomic  changes. 

When  the  jaundice  appears  in  a  young  per- 
son and  is  associated  with  fever  and  vague 
digestive  symptoms,  especially  in  the  midst 
of  an  epidemic,  and  when  there  is  slight  he- 
patic enlargement  and  tenderness,  infectious 
hepatitis  is  almost  certain.  If  the  jaundice 
occurs  within  four  to  six  months  after  the 
subcutaneous  or  intravenous  administration 
of  some  blood  product,  if  it  comes  on  insidi- 
ously and  if  the  patient  is  afebrile,  one  sus- 
pects homologous  serum  jaundice.  In  all  such 
cases,  however,  the  simpler  laboratory  pro- 
cedures are  indicated,  even  if  only  for  con- 
firmation of  the  diagnosis. 

In  other  instances,  when  jaundice  appears 
without  suggestive  symptoms  or  signs,  entire 
dependence  must  be  placed  on  special  investi- 
gations, including  at  times  liver  biopsy  and 
even  abdominal  exploration.  In  such  cases 
the   physician   must   determine   first   of   all 
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whether  or  not  operative  therapy  is  indi- 
cated. This  problem  resolves  itself  largely 
into  a  decision  as  to  whether  the  causative 
disturbance  is  hepatic  or  posthepatic — 
whether  it  is  hepatocellular  or  due  to  extra- 
hepatic  biliary  obstruction. 

The  significance  of  urobilinogen  studies 

Because  of  its  value  in  differentiating  the 
types  of  jaundice,  I  shall  now  refer  to  the 
origin  and  fate  of  urobilinogen.  This  pig- 
ment is  formed  in  the  colon  as  a  reduction 
product  of  bilirubin.  For  its  production  bile 
must  reach  the  intestine.  Of  the  total  amount 
produced  in  the  bowel,  according  to  Wat- 
son'41,  one  half  normally  is  lost  in  the  feces, 
the  other  half  being  absorbed.  Most  of  the 
absorbed  portion  is  disposed  of  in  some  un- 
known way,  probably  by  the  liver,  though  a 
slight  portion  passes  on  from  the  portal  into 
the  general  circulation  and  is  eliminated  by 
the  kidney.  Another  small  amount  is  passed 
through  the  liver  back  into  the  intestine. 

When  the  liver  cells  are  damaged,  they 
cannot  dispose  of  the  urobilinogen  reaching 
them  through  the  portal  circulation;  then  a 
larger  quantity  reaches  the  general  circula- 
tion and  is  excreted  by  the  kidneys.  Conse- 
quently, when  the  urobilinogen  of  the  urine 
is  excessive  in  amount,  we  know  that  bile  is 
reaching  the  bowel  and,  if  hemolytic  jaun- 
dice and  partial  biliary  obstruction  are  ruled 
out,  that  the  liver  cells  are  damaged.  Hyper- 
bilirubinuria  occurs,  for  instance,  in  viral 
hepatitis  and  in  other  diseases  affecting  the 
liver  cells. 

When  hemolytic  or  retention  jaundice  is 
present,  the  differentiation  may  be  made,  in 
addition  to  the  clinical  and  hematologic  ob- 
servations, on  the  basis  of  a  very  marked 
increase  in  the  urobilinogen  content  of  the 
feces  together  with  acholuria.  On  the  other 
hand,  in  complete  obstruction,  as  from  car- 
cinoma of  the  head  of  the  pancreas,  little 
or  no  urobilinogen  is  found  in  the  duodenal 
contents,  the  feces,  or  the  urine.  If,  how- 
ever, the  obstruction  is  incomplete,  as  is 
usual  in  common  duct  stone,  the  feces  are 
bile-stained,  and  urobilinogenuria,  as  well 
as  bilirubinuria,  is  found.  It  must  be  pointed 
out  that  in  some  instances  of  severe  viral 
hepatitis  and  of  toxic  hepatopathies,  no  bile 
passes  into  the  bowel  and,  under  such  cir- 
cumstances, no  urobilinogenuria  occurs,  just 
as  in  complete  obstruction. 


Table  2 
Usual    Laboratory    Results 
in   Uncomplicated    Types   of   Jaundice 


Chief   Types 
Serum  Prompt  (1') 

bilirubin      Total 
Urine   bilirubin 
Urine  urobilinogen 
Feces  urobilinogen 
Ceph.  chol.  floe. 

and  thymol  tests 

Alkaline   phosphatase 

,-,,    ,  ,1  Total 

Cholesterol  |   Esterified 

Prothrombin  response 


Pre- 
Hepatic 

N 
I 
0 

I 
I 


N 
N 
N 
X 


Post- 
Hepatic 

I 

I 

+ 
O   or  N 
0   or   D 


I 
I 

N 
N 


Hepatic 

I 
1 

+ 

I 

N  or 


D 


+ 
N 
N  or 
D 
D 


D 


N   -~   normal  I    =   increased 

D    =   decreased  —    =    negative 

+    =   positive  O   =   absent 

:!Some  of  the  variations  are  referred  to  in  the  text. 

Other  special  tests 

In  the  differentiation  of  hepatic  from  post- 
hepatic  jaundice  other  special  tests  are  avail- 
able (table  2).  The  former  produces  dis- 
turbances in  the  serum  albumin  and  globu- 
lin, as  indicated  by  a  positive  cephalin  chol- 
esterol flocculation  test  and  by  positive  thy- 
mol flocculation  and  turbidity  tests.  These 
are  absent  in  the  uncomplicated  obstructive 
or  posthepatic  type.  In  the  latter,  however, 
the  alkaline  phosphatase  and  the  cholesterol 
values  of  the  blood  are  increased. 

While  these  various  tests  are  clearly  indi- 
cated in  all  obscure  cases  of  jaundice,  they 
must  not  be  depended  on  exclusively.  Ccn- 
fusion  can  arise  from  the  fact  that,  as  has 
been  indicated,  the  various  types  of  jaundice 
are  frequently  associated  and  also  from  the 
fact  that  the  particular  hepatic  structures 
involved  in  any  one  disease  may  vary.  Thus 
in  infectious  hepatitis  the  involvement  may 
be  limited  to  certain  parts  of  the  liver:  the 
parenchyma,  the  Kupffer  system,  or  the  per- 
ilobular spaces.  Unless  the  hepatic  cells  are 
involved,  the  flocculation  tests  usually  are 
negative.  Hepatic  jaundice  also  may  occur 
on  the  basis  of  passive  congestion  or  of  a 
liver  tumor,  when  the  flocculation  tests  may 
be  negative.  In  addition,  the  tests  themselves 
"  are  not  pathognomonic.  Even  an  increase  in 
the  blood  alkaline  phosphatase  may  result 
from  certain  bone  diseases  or  from  a  hepatic 
neoplasm,  as  well  as  from  biliary  obstruc- 
tion. 

If  the  lesion  is  extrahepatic,  the  blood  will 
contain  an  excess  of  promptly  reacting  bili- 
rubin and  of  alkaline  phosphatase.  The  urine 
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under  such  circumstances  will  contain  bili- 
rubin, and,  unless  the  obstruction  is  com- 
plete, also  some  urobilinogen.  If  the  obstruc- 
tion is  complete,  no  urobilinogen  will  appear 
in  the  duodenal  contents,  the  feces,  or  the 
urine.  The  cephalin  cholesterol  flocculation 
and  the  thymol  turbidity  tests  will  usually  be 
negative  unless  secondary  damage  to  the  he- 
patic cells  has  developed.  In  an  advanced  case 
of  complete  obstruction,  as  from  carcinoma 
of  the  pancreas,  no  bile  will  appear  in  the 
feces,  while  in  a  case  of  common  duct  stone 
some  usually  does  occur  from  time  to  time. 
It  must  be  remembered,  however,  that  some- 
times, even  without  obstruction,  the  stools 
may  be  acholic.  In  that  event  the  flocculation 
tests  usually  are  positive. 

For  the  differentiation  of  obstructive  and 
nonobstructive  jaundice,  both  giving  acholia, 
a  determination  of  the  prothrombin  time  of 
the  blood  may  be  very  helpful.  If  the  pro- 
thrombin concentration  in  the  blood  is  low 
and  the  liver  cells  are  intact,  the  administra- 
tion of  synthetic  vitamin  K  will  promptly 
bring  about  a  return  of  the  prothrombin  to 
normal.  In  the  presence  of  excessive  hepatic 
cell  damage,  however,  no  such  effect  can  be 
obtained. 

A  picture  suggestive  of  posthepatic  jaun- 
dice may  result  from  hepatic  disease  which 
involves  only  or  mainly  the  cholangioles.  As 
has  already  been  stated,  this  condition  was 
formerly  referred  to  as  intrahepatic  obstruc- 
tion. In  early  stages  of  this  affection,  as  in 
posthepatic  jaundice,  the  liver  function  tests, 
except  for  hyperbilirubinemia,  are  negative. 
This  picture  occurs  in  cholangitis,  in  toxic 
degeneration  and  tumor  of  the  liver,  and,  ac- 
cording to  Ducci,  after  the  therapeutic  use 
of  arsenic,  the  sulfonamides,  or  thiouracil, 
and  sometimes  after  viral  hepatitis.  In  some 
cases  liver  biopsy  may  be  required  to  make 
the  diagnosis ;  in  others  surgical  exploration 
of  the  abdomen  may  be  the  only  means  of 
finally  settling  the  matter.  When  at  such  an 
operation  no  extrahepatic  lesion  is  found, 
clinical  experience  suggests  that  it  still  may 
be  justifiable  to  drain  the  gallbladder.  Not 


infrequently  this  procedure  brings  about  re- 
lief. 

Intrahepatic  disease  should  be  suspected  in 
all  jaundiced  patients  in  whom  no  convinc- 
ing evidence  of  either  prehepatic  or  posthe- 
patic jaundice  is  found.  It  should  be  regarded 
as  probable  when  the  cephalin  flocculation 
and  thymol  turbidity  tests  are  positive.  It 
should  be  suspected  in  association  with  pre- 
hepatic jaundice  when  there  is  a  consider- 
able increase  in  the  promptly  reacting  bili- 
rubin of  the  blood  and  bilirubinuria  as  well 
as  positive  flocculation  and  turbidity  tests. 
In  patients  with  posthepatic  jaundice  it 
should  be  suspected  when,  in  addition  to  the 
symptoms,  signs  and  laboratory  evidence  of 
biliary  obstruction,  the  bilirubinemia  is  very 
marked,  and  the  albumin,  prothrombin,  and 
cholesterol  ester  values  are  reduced. 

Many  variations,  not  as  yet  explainable, 
occur.  In  the  early  stages  of  infectious  hepa- 
titis, for  instance,  before  hyperbilirubinemia 
occurs,  bilirubin  and  urobilinogen  may  be 
found  in  the  urine;  and,  later  in  the  conva- 
lescent stage,  when  the  pigments  have  dis- 
appeared from  the  urine,  some  elevation  of 
the  bilirubin  of  the  blood  may  still  be  de- 
monstrable. This  finding  suggests  some  al- 
teration in  the  permeability  of  the  renal 
glomerulus  for  bilirubin  and  urobilinogen — 
a  factor  that  has  not  as  yet  been  elucidated, 
but  one  that  may  influence  the  concentration 
of  these  pigments  in  the  blood  and  urine 
under  other  circumstances. 

Conclusion 
No  attempt  has  been  made  in  this  presen- 
tation to  cover  exhaustively  the  subject  of 
jaundice,  or  even  to  mention  all  of  the  clini- 
cal and  laboratory  procedures  available  for 
its  investigation.  Instead,  I  have  merely  tried 
to  outline,  on  the  basis  of  a  recently  pro- 
posed classification,  some  of  the  more  sim- 
ple methods  now  available  by  which  the  vari- 
ous types  can  usually  be  recognized. 


The  figures  were  prepared  by  Dr.  Mary  Lou  Haanes, 
whose  assistance  is  gratefully  acknowledged. 
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THE    CHANGING    EMPHASIS    IN 
COMMUNICABLE    DISEASE    CONTROL 

Cecil  G.  Sheps,  M.D.,  M.P.H. 
Chapel  Hill 

Recent  changes  in  the  control  of  chronic 
communicable  diseases  such  as  tuberculosis 
and  syphilis  are  frequently  discussed.  It  ap- 
pears, however,  that  there  is  a  tendency  to 
take  for  granted  our  programs  for  the  con- 
trol of  acute  infections,  in  spite  of  the  im- 
portant changes  in  emphasis  which  are  tak- 
ing place.  It  is,  therefore,  largely  toward 
these  latter  problems  that  these  remarks  are 
directed. 

Governmental  responsibility  in  the  control 
of  communicable  diseases  has  long  been  rec- 
ognized. The  modern  public  health  movement 
is  barely  one  hundred  years  old,  and  it  is 
interesting  to  note  that  for  the  first  sixty 
years — that  is,  until  the  beginning  of  the  per- 
sonal hygiene  movement  around  1910 — the 
control  of  communicable  disease  was  the  sole 
raison  d'etre  of  health  departments.  This 
function  has  been  carried  out  largely  by  the 
application  of  three  basic  procedures :  isola- 
tion and  quarantine,  environmental  sanita- 
tion, and  immunization. 

As  scientific  knowledge  accumulated,  our 
notions  as  to  the  relative  value  of  these  pro- 
cedures have  been  modified,  as  has  the  em- 
phasis we  have  placed  on  each  in  specific 
control   programs. 

The  efforts  of  organized  public  health  ac- 
tivities have  been  largely  responsible  for  re- 
moving "from  modern  life  the  treacheries  of 
many  diseases  which  once  menaced  the  de- 
velopment of  our  urban  civilization."  This, 
the  oldest  function  of  preventive  medicine, 
is  full  of  triumphs.  If  you  could  say  to  an 
individual  patient,  lying  on  his  death  bed,  "I 
will  give  you  twenty-five  more  years  of  life," 
it  would  be  recognized  as  a  miracle.  And  yet, 
that  is  precisely  what  has  been  accomplished 
in  four  generations.  In  1850  the  expectation 
of  life  at  birth  in  this  country  was  only  about 
forty  years.  Today  it  has  risen  to  sixty-seven 
years.  Most  of  these  gains  in  the  expectation 
of  life  have  been  made  in  the  population  un- 
der the  age  of  50,  and  are  due  mainly  to  the 
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control  of  communicable  diseases.  Between 
1900  and  1920  the  reduction  in  the  incidence 
of  typhoid,  tuberculosis,  diphtheria,  diarrhea, 
and  enteritis  alone  corresponded  to  a  saving 
of  230,000  lives  each  year  in  the  United 
States. 

"Public  Health  has  a  future  as  well  as  a 
present  and  a  past."  As  a  result  of  its  tri- 
umphs, we  now  have  a  population  with  an 
increasing  proportion  of  older  people.  An 
evaluation  of  present  day  health  problems 
brings  to  the  fore  the  need  for  more  em- 
phasis in  new  and  challenging  fields  of  pub- 
lic health  activity.  Dr.  Winslow  has  recently 
said,  "The  health  officer  who  is  interested 
merely  in  back  yards  and  quarantine  signs 
dates  back  to  1900.  The  health  officer  who 
adds  to  this  immunization,  child  welfare  and 
tuberculosis  clinics  dates  back  to  1930.""'  On 
all  sides  we  are  being  adjured  to  introduce 
or  extend  such  programs  as  cancer  control, 
dental  hygiene,  diabetes,  cardiac  disease  con- 
trol, mental  hygiene,  accident  control,  and 
multiphasic  screening. 

In  the  face  of  these  necessary  develop- 
ments, what  is  to  be  done  about  our  time- 
honored  responsibility  and  procedures  for 
the  control  of  communicable  disease?  Do  we 
simply  graft  these  new  programs  on  to  the 
old  ones?  Or  is  our  job  done  in  communicable 
disease,  and  can  we  therefore  let  it  slide  into 
neglect  ? 

It  is  clear  that  our  job  in  communicable 
disease  control  is  not  finished.  We  still  have 
people  dying  of  completely  preventable  com- 
municable diseases  such  as  diphtheria.  The 
recent  outbreaks  of  smallpox  in  New  York 
City  and  on  the  West  Coast  are  also  cases 
in  point.  If  we  think  beyond  deaths  and  con- 
sider sickness  and  disability  caused  by  in- 
fectious conditions,  it  is  apparent  that  there 
is  still  much  to  be  done.  In  addition  to  unfin- 
ished work  which  remains  to  be  done  in  the 
control  of  some  of  the  infections  which  have 
traditionally  occupied  health  departments, 
there  are  new  problems  confronting  us  as  a 
result  of  recent  scientific  developments. 

Basic  Procedures  in  the  Control  of 
Communicable  Diseases 

Quarantine 

We  realize  now  that  the  abounding  faith 
which  we  all  had  in  the  effectiveness  of 
quarantine  is  not  justified.  Until  fairly  re- 
cently, disinfection  by  fumigation  was  be- 
lieved to  be  the  answer  to  the  prevention  of 
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infectious  disease.  Even  as  late  as  1898,  the 
notion  that  disease  was  due  to  the  gaseous 
products  of  decomposition,  and  particularly 
to  the  deadly  nature  of  sewer  gas,  was  so 
widely  held  that  G.  A.  Waring  was  sent  to 
Havana  to  stamp  out  yellow  fever  by  cleans- 
ing the  city.  His  efforts  resulted  in  making 
Havana  one  of  the  cleanest  cities  of  its  time 
— but  the  yellow  fever  continued'2'. 

The  science  of  bacteriology  gave  us  the 
information  that  the  control  of  communi- 
cable disease  involves  the  control  of  conta- 
gion. Therefore  we  began  to  direct  our  at- 
tention more  to  groups  of  persons  and  to  in- 
dividuals. The  notion  that  the  strict  isolation 
of  infected  persons  and  the  quarantine  of 
their  contacts  would  stamp  out  disease  has 
long  since  been  shown  to  be  wrong.  And  yet, 
when  we  examine  the  regulations  under 
which  many  health  departments  operate,  it 
is  obvious  that  the  limitations  and  inherent 
deficiencies  of  these  restrictive  measures  are 
not  yet  sufficiently  appreciated. 

Some  of  the  more  important  deficiencies 
of  these  restrictive  measures  are : 

1.  Most  cases  of  the  communicable  dis- 
eases are  highly  infectious  before  they  be- 
come recognized  clinically. 

2.  The  plan  presupposes  that  every  case 
of  the  disease  is  readily  recognized.  This  is 
seldom  true. 

3.  The  health  department  is  seldom  noti- 
fied of  all  the  cases  which  are  diagnosed. 

4.  Healthy  carriers  are  often  hard  to  de- 
tect. 

5.  These  measures  constitute  a  great  in- 
terference with  personal  liberty.  They  often 
may  mean  a  serious  loss  of  earning  power 
or  a  considerable  loss  of  time  from  school. 

Between  1910,  when  Dr.  Baker  began  her 
work  in  the  New  York  City  schools,  and  the 
second  World  War,  when  extensive  experi- 
ence was  obtained  in  army  camps,  sufficient 
evidence  has  accumulated  to  show  that, 
rather  than  enforce  a  rigid  quarantine  of  all 
contacts,  it  is  much  more  efficient  from  all 
points  of  view  to  let  contacts  proceed  with 
their  activities  as  long  as  they  are  carefully 
examined  each  day  during  the  incubation  pe- 
riod. Certainly  these  are  procedures  which 
are  practical  in  our  city  health  departments. 

The  recommendation  regarding  placarding 
made  by  the  American  Public  Health  Asso- 
ciation, the  Public  Health  Service,  and  the 
United  States  Army  and  Navy  and  Air  Force 


reads  in  part  as  follows131 : 

"Placarding,  as  practiced  in  the  United 
States,  does  not  aid  significantly  the 
efforts  of  a  health  department  to  con- 
trol acute  communicable  diseases  ordi- 
narily spread  directly  from  person  to 
person  in  the  United  States  (chicken- 
pox,  mumps,  pertussis,  measles,  diph- 
theria, scarlet  fever,  anterior  poliomye- 
litis, meningococcus  meningitis,  pneu- 
monia, tuberculosis,  gonorrhea,  syph- 
ilis) ;  consequently  it  is  not  recommend- 
ed for  these  diseases. 
"Placarding  has  definite  disadvanta- 
ges :  it  is  difficult  to  enforce,  it  may 
be  a  deterrent  to  reporting,  it  is  costly 
in  transportation.  The  most  serious  ob- 
jection is  the  loss  of  time  of  public 
health  nurses  and  other  health  depart- 
ment employees  which  should  be  devoted 
to  practical  instruction  in  the  observ- 
ance of  isolation  and  concurrent  disin- 
fection at  the  bedside  of  patients  suf- 
fering from  the  more  serious  communi- 
cable diseases." 
In  North  Carolina,  placarding  is  still  man- 
datory for  five  of  the  diseases  listed,  and 
optional  for  three. 

Uniformity  of  procedure  is  not  a  virtue 
in  itself.  It  does  seem  desirable,  however, 
that  our  administrative  regulations  should 
be  in  agreement  with  the  scientific  facts 
which  are  relevant  to  each  situation. 

Another  example  of  our  undue  emphasis 
on  restrictive  procedures  is  the  hospitaliza- 
tion of  patients  with  communicable  disease. 
The  arrangements  and  facilities  presently 
available  are  uneconomic  and  ineffective.  We 
have  progressed  from  the  era  of  the  pest 
houses  to  that  of  isolation  hospitals  which, 
according  to  the  1948  American  Medical  As- 
sociation Directory  of  Hospitals,  had  an  av- 
erage occupancy  rate  of  only  43.6  per  cent. 
Students  of  this  problem  have  recently  sug- 
gested that  special  facilities  and  proper  tech- 
niques be  established  as  an  integral  part  of 
general  hospitals.  "These  can  be  readily  pro- 
vided and  made  available  for  use  when  the 
occasion  demands  this  specialized  service. 
However,  during  periods  when  little  com- 
municable disease  is  prevalent  in  the  com- 
munity, these  same  accommodations  could  be 
used  for  patients  with  non-communicable 
acute  illness,  thus  providing  a  flexible  serv- 
ice to  meet  the  needs  of  the  community."*4' 
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This  plan  is  of  special  value  in  rural  areas, 
because  the  expansion  of  such  a  service  in 
the  community  hospital  would  make  pos- 
sible more  complete  care  to  residents  in  the 
area,  and  would  provide  a  ready  means  for 
isolating  cases  of  an  illness  which  otherwise 
might  develop  into  epidemic  proportions. 
Such  an  arrangement  bespeaks  the  appoint- 
ment of  the  local  health  officer  as  an  active 
staff  member  of  the  hospitals  in  his  juris- 
diction, and  facilitates  his  becoming  the  con- 
sultant to  the  private  physicians  in  the  man- 
agement of  their  cases  of  communicable  dis- 
ease. Such  a  relationship  can  be  expected  to 
be  of  real  value  in  bringing  about  a  better 
understanding  of  the  health  department  on 
the  part  of  the  practicing  physicians,  with 
attendant  benefits  to  all  aspects  of  the  pub- 
lic health  program. 

Environ m ental  sanitation 

In  an  effort  to  draw  attention  to  some  of 
the  newer  problems  in  public  health  today, 
statements  are  often  made  which  lead  one  to 
believe  that  the  job  of  environmental  sani- 
tation has  been  completed — that  the  environ- 
ment of  Americans  is  both  safe  and  static. 
As  Dr.  Wolman  says,  these  statements 
"would  lead  one  to  believe  that  the  role  of 
the  (sanitary)  engineer  in  modern  society  is 
primarily  one  of  a  resurrected  mummy,  gra- 
ciously invited  to  review  the  history  of  a  dead 
function.  .  .  .  How  sound  is  the  concept  that 
the  United  States  has  passed  through  the 
period  of  necessary  environmental  control 
with  such  success,  assurance  and  probability 
of  continued  safety  that  its  guardians  of 
health  may  climb  on  the  next  band  wagon  in 
public  health  activity  while  simultaneously 
discharging  the  baggage  of  the  'Golden  Age 
of  Sanitation'?"10'  If  our  vigilance  is  slack- 
ened, the  great  achievements  which  resulted 
from  previous  sanitary  efforts  will  quickly 
be  lost.  Environmental  sanitation  has  not  yet 
reached  the  maximum  limit  of  its  effective- 
ness. Its  charter  in  the  public  health  program 
needs  to  be  extended  and  not  curtailed. 

It  behooves  us,  however,  to  reconsider 
some  aspects  of  this  program.  It  should  be 
made  more  positive  and  creative,  rather  than 
corrective,  and  should  concentrate  on  those 
procedures  for  which  there  is  a  sound  scien- 
tific basis.  Sanitary  control  of  our  sewage 
wastes  is  not  yet  an  accomplished  fact.  In 
the  five  years  of  new  housing  construction 
in  the  United  States  ending  in  1947,  more 


cesspools  and  privies  were  added  than  the 
health  officers  and  engineers  removed  in  the 
previous  twenty-five  years'"".  These  are  some 
of  the  matters  which  deserve  our  attention, 
even  at  the  sacrifice  of  preoccupation  with 
nuisance  complaints,  dead  horses,  chicken 
houses,  and  ash  piles.  Environmental  sani- 
tation is  the  Gibraltar  upon  which  is  based 
our  protection  from  epidemics  of  intestinal 
disease. 

Immunization 

The  third  weapon  in  the  control  of  com- 
municable diseases  is  the  technique  of  spe- 
cific active  immunization.  Here  we  have  a 
potent  factor  indeed  to  insert  into  the  eternal 
conflict  between  the  population  and  the  in- 
fectious agent.  Active  immunization  has  very 
drastically  reduced  the  incidence  of  diseases 
such  as  diphtheria.  In  the  past,  however,  the 
immunity  produced  by  artificial  exposure  to 
an  antigen  was  intermittently  reinforced  by 
subclinical  exposures  to  the  disease  itself. 
As  the  incidence  of  cases  has  decreased,  the 
number  of  such  exposures  has  also  decreased, 
with  a  resultant  reduction  in  the  opportunity 
for  "latent  immunization."  This  function 
must  therefore  be  performed  by  reinforcing 
or  "booster"  doses  given  at  suitable  intervals 
— a  procedure  which  becomes  increasingly 
necessary. 

In  1935,  the  American  Public  Health  As- 
sociation recommended  that  all  children 
should  be  actively  immunized  against  diph- 
theria at  6  months  without  prior  Schick 
testing.  In  1936,  a  standard  pediatrics  text 
had  this  to  say  in  the  chapter  on  diphtheria : 
"By  the  injection  of  toxin-antitoxin  mix- 
tures, it  is  possible  to  confer  a  lasting  im- 
munity on  from  70  to  90%  of  all  children  so 
treated.""1'  In  1945  the  American  Public 
Health  Association  recommended  that  toxoid 
be  given  at  6  months,  with  a  reinforcing  dose 
on  entrance  to  school.  Today's  American 
Public  Health  Association  recommendation 
is  that  toxoid  be  given  by  6  months,  and  that 
"if  diphtheria  is  to  be  more  effectively  con- 
trolled, the  giving  of  reinforcing  doses  in 
preschool  life,  on  entrance  to  school,  and 
throughout  school  life  and  early  adulthood 
must  be  considered."171 

A  recent  epidemic  of  diphtheria  in  New 
York  State  is  a  case  in  point,""  In  a  small 
township  with  a  population  of  about  1200 
there  were  reported,  last  December,  11  cases 
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and  2  deaths  in  a  ten-day  period.  For  the 
last  two  years,  this  area  has  been  considered 
well  immunized  against  diphtheria,  because 
72  per  cent  of  the  children  under  5  years  of 
age  were  known  to  have  received  a  series  of 
two  doses  of  diphtheria  toxoid.  It  appears, 
however,  that  few  children  in  the  area  have 
ever  been  given  a  reinforcing  dose  of  toxoid. 
This  necessity  for  seeing  that  a  population 
is  compensated  for  being  rendered  "epidemi- 
ologically  innocent"  also  applies  in  tetanus, 
pertussis  and  smallpox. 

Typhoid  Control 

The  problem  of  typhoid  control  provides 
an  excellent  exercise  in  evaluating  the  role 
of  the  three  basic  procedures  employed.  The 
use  of  quarantine  should  clearly  be  restricted 
to  carriers  and  to  family  contacts  who  are 
food  handlers.  The  most  effective  means  of 
protecting  the  public  against  typhoid  is,  of 
course,  sanitation.  In  the  early  part  of  this 
century  the  practicing  physician  saw  many 
more  cases  of  typhoid  fever  than  obstetrical 
cases.  In  1900  more  than  23,000  people  in  the 
United  States  died  of  this  disease.  In  1947 
there  were  only  282  such  deaths.  There  can 
be  no  doubt  that  this  miracle  is  due  chiefly 
to  the  sanitary  control  of  the  products  of 
defecation  and  to  the  purification  of  our 
water  supply. 

What  is  the  role  of  typhoid  vaccination 
today?  Its  value  in  lowering  the  secondary 
attack  rate  is  established.  The  need  to  use  it 
for  the  protection  of  groups  of  people  who 
are  subject  to  unusual  exposure  by  reason  of 
occupation  or  travel  is  unquestioned,  as  is 
its  value  to  those  for  whom  immunization 
can  be  systematically  and  economically  ap- 
plied, as  in  military  forces  and  institutional 
populations.  With  the  present  incidence  of 
typhoid  in  this  country,  approximately  50,- 
000  persons  would  have  to  be  vaccinated,  and 
given  booster  shots  every  year  or  so  to  pre- 
vent one  case.  In  1948  there  were  62  cases 
of  typhoid  in  North  Carolina10'.  This  would 
mean  immunizing  more  than  60,000  persons 
to  prevent  a  single  case.  How  much  better  it 
would  be  to  concentrate  on  getting  adequate 
coverage  with  diphtheria  immunization — for 
there  were  in  the  same  year  509  cases  of  that 
disease  reported  in  North  Carolina''".  The 
case  fatality  rate  of  both  diseases  is  roughly 
the  same. 

It  would  appear  that  much  of  the  health 


department's  money  and  time  spent  on  ty- 
phoid vaccination  could  be  directed  with 
greater  effect  into  other  channels.  If  we 
maintain  and  strengthen  our  sanitary  de- 
fenses, the  dwindling  problem  of  typhoid 
control  is  largely  one  of  the  discovery  and 
control  of  carriers — a  fact  which  ought  to 
be  faced.  In  these  times  of  shortage  of 
funds  and  personnel,  there  can  be  little  jus- 
tification for  a  continuing  program  of  mass 
typhoid  vaccination  except  in  areas  of  high 
endemic  incidence  —  a  category  in  which 
North  Carolina  does  not  at  present  belong. 

The  Role  of  Natural  Resistance 

It  has  long  been  recognized  that  there  is 
such  a  phenomenon  as  natural  resistance  to 
infectious  disease — and  that  this  is  of  a  non- 
specific character.  Evidence  in  support  of 
this  belief  is  found  in  the  British  and  Can- 
adian studies  of  the  measles  and  whooping 
cough  mortality  rates'11".  These  declined 
markedly  in  the  years  between  1920  and 
1940.  This  decline  was  due  to  a  decrease  in 
case  fatality  rates  rather  than  in  incidence, 
and  there  was  no  difference  in  the  age  dis- 
tribution of  cases. 

This  simultaneous  and  equal  decline  in  the 
case  fatality  rates  of  these  two  communi- 
cable diseases  cannot  be  attributed  to  the  in- 
troduction of  any  specific  or  otherwise  effec- 
tual therapeutic  measure,  or  to  parallel  re- 
duction in  the  virulence  of  the  micro-organ- 
isms involved  in  the  two  diseases.  It  is  sug- 
gested that  these  declines  are  due  to  a  com- 
mon factor  affecting  the  diseases  similarly. 
What  comes  to  mind,  of  course,  is  the  grad- 
ual improvement  that  took  place  during  that 
time  in  the  general  physical  and  social  wel- 
fare of  children,  as  evidenced  by  the  virtual 
disappearance  of  the  previously  common 
marantic,  sub-standard,  debilitated  child. 
There  is  also  experimental  evidence  from  the 
clinic  and  the  laboratory  indicating  that  the 
food  we  eat  affects  our  resistance  to  infecti- 
ous disease'11'. 

The  Importance  of  "Minor"  Infectious 
Diseases 

A  re-evaluation  of  our  attitudes  toward 
the  so-called  "minor"  infectious  diseases  of 
childhood  has  become  mandatory  since  the 
brilliant  demonstration  in  1941  that  German 
measles  occurring  in  the  first  four  months 
of  pregnancy  causes  congenital  defects  such 
as  deafness,  cataracts,  and  heart  disease  in 
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more  than  50  per  cent  of  the  infants'12'.  This 
finding  raises  the  question  as  to  whether 
young  girls  should  be  deliberately  exposed 
to  rubella. 

Relationship  of  Communicable  Diseases  to 
Cardiac  Problems 

The  increasing  interest  in  the  application 
of  public  health  methods  to  the  control  of 
cardiovascular  diseases  has  brought  out  some 
important  inter-relationships  between  the 
control  of  communicable  diseases  and  cardiac 
problems.  The  relationship  between  rubella 
and  congenital  heart  disease  has  been  men- 
tioned. Diphtheritic  heart  disease  can,  of 
course,  be  completely  prevented.  The  preven- 
tion, adequate  treatment,  and  follow-up  of 
cases  of  syphilis  will  eventually  lead  to  the 
elimination  of  heart  disease  of  syphilitic  ori- 
gin. Recent  evidence  concerning  the  relation- 
ship of  hemolytic  streptococcal  infection  to 
rheumatic  fever  points  to  the  importance  of 
applying  all  known  techniques  for  control- 
ling its  spread  and  preventing  its  effects113'. 
The  role  of  the  carrier  has  been  shown  to 
be  important.  Emphasis  must  be  placed  on 
the  early  treatment  of  all  streptococcal  in- 
fections with  penicillin  to  prevent  attacks  of 
acute  rheumatic  fever,  and  on  sulfonamide 
and  penicillin  prophylaxis  to  prevent  recur- 
rences among  patients  who  have  had  rheu- 
matic fever. 

Summary 

At  this  moment  in  the  development  of  pub- 
lic health,  when  programs  are  extending  into 
many  new  and  important  fields,  an  evalua- 
tion of  our  time-honored  programs  for  the 
control  of  communicable  disease  indicates, 
not  only  that  they  can  not  be  neglected,  but 
that  they  have  not  yet  reached  maximum 
effectiveness.  The  established  programs  of 
the  past  need  to  be  re-evaluated  in  terms  of 
their  present  effectiveness.  This  re-evalua- 
tion involves  developing  new  techniques  and 
strengthening  those  procedures  which  are 
useful,  as  well  as  discarding  those  which  are 
no  longer  of  value. 

A  fuller  recognition  of  the  limitations  and 
inherent  deficiencies  of  quarantine  and  iso- 
lation needs  to  be  translated  into  our  man- 
uals of  procedure.  Environmental  sanitation 
must  be  given  the  opportunity  to  complete 
its  job  and  thus,  among  other  things,  protect 
us  from  infectious  disease  of  intestinal  ori- 
gin. Active  immunization  must  be  provided, 


as  often  as  necessary,  in  order  to  maintain 
a  protective  level  of  immunity  in  a  popula- 
tion which  has  diminishing  opportunities  to 
benefit  from  subclinical  exposure. 

Recent  light  on  some  of  the  factors  in- 
volved in  producing  general  resistance  to  in- 
fections strengthens  our  interest  in  nutri- 
tion and  in  broad  health  and  social  meas- 
ures. The  information  presently  available  on 
the  cardiovascular  diseases  which  are  pre- 
ventable shows  that  communicable  disease 
control  is  not  a  distinct,  separate  and  isolated 
activity,  but  that  it  is  intimately  related  to 
many  other  areas  of  public  health  interest 
and  responsibility. 
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Maternal   Disease  as  a 


The  heritage  of  science.  The  open  mind,  the  re- 
liance on  example  and  persuasion,  rather  than  on 
authority — these  are  the  heritage  of  the  centuries  in 
which  science  has  altered  the  face  of  the  earth. 
Science  can  help  in  diverse  ways  in  preserving  and 
extending  this  heritage.  Its  very  universality  speaks 
across  frontiers  to  make  truth  manifest  in  lands 
otherwise  darkened;  its  material  applications  cre- 
ate the  preconditions — in  leisure,  in  education,  in 
means  of  communication — for  the  converse  of  men 
with  each  other.  Science  provides  the  material  and 
the  intellectual  basis  for  a  world  in  which  example 
and  understanding  can  help  all  men  to  fulfill  their 
hopes.  Today  we  need  to  remember  that  our  coun- 
try, founded  on  these  practices,  and  grown  strong 
by  their  exercise,  owes  its  strength  to  them.  In  this 
time  of  crisis,  we  need  to  cherish  that  strength. — ■ 
Openheimer,  Robert:  Encouragement  of  Science, 
Science  111:375  (April  4)  1950. 
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"ANTABUSE"  IN  THE  TREATMENT  OF 
CHRONIC  ALCOHOLISM 

Richard  C.  Proctor,  M.D.* 

and 

Patrick  H.  Tooley,  M.D.,  M.R.C.P., 
D.P.M.** 

Winston-Salem 

The  first  publication  on  tetraethylthiuram- 
disulphide  (trade  name,  "Antabuse")  and  its 
effects  in  sensitizing  the  organism  to  alco- 
hol appeared  in  December,  1948m,  and  the 
result  of  therapeutic  trials  was  reported  at 
the  same  time'21.  In  this  country,  as  in  Eu- 
rope, work  with  this  drug  is  going  on  in  many 
centers,  but  published  results  are  few.  Our 
purpose  in  presenting  this  paper  is  to  eval- 
uate the  results  obtained  in  a  series  of 
chronic  alcoholic  patients  treated  with  An- 
tabusef  during  the  past  year. 

Routine  of  Therapy 

Hospitalized  patients 

A  routine  of  therapy  for  hospitalized  pa- 
tients has  been  evolved  which,  in  our  ex- 
perience, has  proved  to  be  most  satisfactory. 
Patients  are  hospitalized  for  a  period  of  four 
to  six  weeks.  It  was  requested  that  all  pa- 
tients be  sober  at  the  time  of  admission  and 
that  they  come  asking  for  treatment,  "of 
their  own  free  will  and  accord."  In  spite  of 
this  request  30  per  cent  were  inebriated  upon 
arrival  at  the  hospital. 

Immediately  upon  admission,  the  routine 
of  the  hospital  and  its  rules  and  regulations 
were  explained  to  the  patient,  and  he  was 
shoAvn  to  his  room  while  a  complete  medical, 
developmental,  and  psychiatric  history  was 
secured  from  members  of  the  family.  The 
patient  was  given  a  thorough  physical  and 
neurologic  examination,  and  blood  and  urine 
were  secured  for  routine  laboratory  studies. 
If  the  patient  was  intoxicated  at  the  time  of 
admission,  he  was  given  an  intravenous  in- 
jection consisting  of  Coramine  (2  cc),  vita- 
min B  complex  (2  cc.  of  a  soluble  prepara- 
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tion),  regular  insulin  (20  units),  and  a  50 
per  cent  solution  of  glucose  (44  cc).  This 
usually  had  an  adequate  "sedative"  effect  and 
aided  in  the  sobering  up  process.  Occasion- 
ally the  same  mixture  was  repeated  one  hour 
later;  rarely  was  it  necessary  to  use  other 
forms  of  sedation.  If  the  patient  was  ad- 
mitted in  a  typical  post-alcoholic  state,  with 
headache,  tremois,  and  agitation,  he  was 
given  30  mg.  of  Pyrahexyl,  a  synthetic  mari- 
huana-like derivative,  three  times  daily  for 
two  days.* 

Following  the  admission  procedure  and  in- 
itial examinations,  the  patient  was  given  a 
psychiatric  examination  and  a  battery  of 
psychologic  tests  designed  to  examine  all  of 
his  personality  and  intellectual  spheres.  This 
battery  consisted  of  a  complete  Wechsler- 
Bellevue  intelligence  test,  a  Rorschach  test, 
a  graphic  Rorschach  test,  and  a  Grassi  block 
substitution  test.  This  last  test  was  designed 
primarilv  to  test  abstract  and  concrete  in- 
tellectual functions,  to  determine  whether 
these  had  been  impaired.  When  indicated, 
other  tests  of  organic  brain  damage,  as  well 
as  the  Thematic  Apperception  test,  were 
given.  The  purpose  of  all  the  tests  was  to  en- 
able the  psychiatrist  in  charge  of  the  case 
to  understand  the  patient  better  as  a  func- 
tioning- personality  rather  than  "just  another 
alcoholic." 

Following  these  examinations,  insulin  sub- 
shock  therapy  was  begun  and  was  continued 
for  about  three  weeks — the  exact  length  of 
time  varying  with  the  patient's  need  for  this 
type  of  therapy  and  his  response  to  it.  This 
treatment  was  given  in  the  mornings  before 
breakfast,  and  was  followed  by  "brunch"  at 
11  a.m.  In  the  afternoons,  the  patient's  time 
was  filled  with  occupational  and  recreational 
therapy,  phvsiotheranv.  and  swimming.  Dur- 
ing the  afternoons  the  r»atients  were  also 
seen  in  psychotherapeutic  sessions  by  the 
psychiatrist.  At  some  point  during  the  first 
few  days  of  his  hospitalization,  each  patient 
was  asked  to  write  a  complete  autobiogra- 
phy. This  was  evolved  in  order  that  the  pa- 
tient could  put  down  and  examine  in  a  logi- 
cal sequence  all  of  his  past  experiences  in 
the  light  of  his  present  situation. 

During  the  second  week  of  hospitalization 
the  patients  were  given  a  bromsulfalein  liver 


*A  report  on  this  will  lie  published  later  by  the  authors, 
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function  test.  Any  patient  showing  more  than 
15  per  cent  dye  retention  at  forty-five  min- 
utes was  rejected  for  Antabuse  therapy,  as 
this  degree  of  retention  was  considered  to  be 
definite  evidence  of  hepatic  dysfunction.  Any 
patient  showing  moderately  severe  cardiovas- 
cular disease  was  also  rejected.  The  number 
rejected  for  these  reasons  was  gratifyingly 
few.  In  this  initial  series  no  patient  was  re- 
jected for  psychiatric  reasons. 

Toward  the  end  of  the  course  of  insulin 
therapy,  Antabuse  was  started  in  doses  of  1 
Gm.  daily  at  bedtime  for  a  total  of  four 
days.  On  the  fifth  morning,  before  break- 
fast, a  test  dose  of  alcohol  was  given  to  de- 
termine the  degree  of  sensitivity  achieved. 
After  the  patient's  blood  pressure  and  pulse 
had  been  charted,  he  was  given  one  third  of 
an  ounce  of  90  proof  whisky.  Following  the 
ingestion  of  the  whisky,  his  blood  pressure 
and  pulse  were  recorded  every  five  minutes, 
and  notes  were  made  as  to  his  facial  colora- 
tion and  subjective  complaints.  The  dose  of 
whisky  was  repeated  every  thirty  minutes 
until  a  satisfactory  reaction  was  obtained. 
This  was  evidenced  by  moderately  severe  fa- 
cial flushing,  conjunctival  injection,  an  in- 
crease of  30  points  or  more  above  the  resting 
pulse  rate,  a  decrease  of  20  points  or  more 
below  the  resting  systolic  blood  pressure,  and 
subjective  complaints  of  tightness  in  the 
chest,  headache,  nausea,  and  a  general  feeling 
of  being  "unwell."  If  the  patient  desired  an- 
other drink  after  the  reaction  occurred,  he 
was  given  one. 

After  the  initial  test  with  alcohol,  the  dos- 
age of  Antabuse  was  regulated  according  to 
the  severity  of  the  reaction  and  the  amount 
of  whisky  required  to  bring  about  the  de- 
sired reaction.  In  most  patients  it  was  re- 
duced to  0.5  Gm.  daily,  and  the  test  dose  of 
alcohol  was  repeated  after  another  four  days. 
The  optimal  reaction  should  occur,  in  a  sen- 
sitized patient,  in  less  than  five  minutes  after 
the  ingestion  of  one  third  of  an  ounce  of 
whisky.  This  reaction  time  will  prevent  a 
patient  from  finishing  his  first  drink,  much 
less  starting  a  second  drink.  When  this  de- 
gree of  sensitivity  is  achieved,  most  patients 
are  continued  on  a  maintenance  dosage  of 
0.25  Gm.  of  Antabuse  daily. 

The  drug  is  given  at  bedtime  because  about 
25  per  cent  of  our  patients  complained  of 
lethargy  and  drowsiness  following  the  orig- 
inal dose  of  1  Gm.  We  also  feel  that  it  is 
advisable  for  patients  to  establish  a  habit  of 


taking  the  drug  at  bedtime  along  with  their 
evening  "toilette,"  when  it  will  be  easier  for 
them  to  remember  it,  and  when  its  mildly 
sedative  action  is  desirable. 

Occasionally  a  patient  has  a  severe  reac- 
tion to  alcohol  which  necessitates  termina- 
tion of  the  test.  This  can  be  accomplished 
by  allowing  the  patient  to  inhale  oxygen  for 
a  few  minutes,  or  by  the  intravenous  admin- 
istration of  1000  mg.  of  vitamin  C.  The  latter 
technique  will  bring  about  recovery  for  about 
fifteen  to  thirty  minutes,  and  then  the  pa- 
tient may  have  a  relapse.  The  oral  admin- 
istration of  1000  mg.  of  vitamin  C  simultane- 
ously with  the  intravenous  injection  fore- 
stalls the  relapse.  It  has  been  reported  that 
5  cc.  of  a  10  per  cent  solution  of  sodium 
thiosulfate  given  intravenously  will  also 
terminate  a  reaction'3',  but  we  have  had  no 
experience  with  this  drug. 

When  he  is  discharged  from  the  hospital, 
the  patient  is  given  an  appointment  to  re- 
turn for  a  follow-up  examination,  psycho- 
therapy, re-testing,  and  a  regulation  of  dos- 
age if  this  is  indicated.  He  is  given  a  suffi- 
cient amount  of  Antabuse  to  last  until  his 
return,  at  which  time  a  new  supply  is  issued. 
He  is  also  given  a  card  to  carry,  bearing  his 
name,  address,  telephone  number,  and  the 
name  and  telephone  number  of  Graylyn.  It 
also  contains  a  description  of  the  reaction 
which  will  occur  if  the  patient  ingests  alco- 
hol. 

Following  discharge  from  the  hospital,  pa- 
tients are  seen  every  three  to  four  weeks  on 
an  outpatient  basis  until  the  therapy  is  com- 
pleted. 

Outpatients 

In  the  case  of  those  treated  as  outpatients 
from  the  start,  a  similar  work-up,  including 
the  physical,  psychiatric  and  psychometric 
examinations  and  the  autobiographical 
sketch,  is  used.  Studies  of  the  urine,  blood, 
and  liver  function  are  made.  Antabuse  is 
then  begun  without  a  period  of  physical  and 
psychotherapeutic  rehabilitation,  and  the  pa- 
tients return  for  re-tests  and  psychotherapy 
at  gradually  increasing  intervals. 

Results 

Thirty-six  of  the  patients  in  this  series 
were  admitted  to  Graylyn,  and  22  were 
treated  as  outpatients.  They  have  been  fol- 
lowed for  periods  varying  from  three  to 
eleven  months. 


July,    1950 


ANTABUSE— PROCTOR    AND    TOOLEY 


325 


Hospitalized  patients 

Eleven  of  these  patients  have  been  followed 
from  three  to  six  months,  and  23  from  six 
to  eleven  months.  We  have  lost  track  of  2 
patients,  but.  it  is  known  that  they  have 
ceased  taking  Antabuse.  Table  1  shows  the 
results  obtained  in  hospitalized  patients,  as 
determined  by  follow-up  studies. 

Table   1 

Results    in    Hospitalized  Patients 

6-11  3-6 

months  months      Totals 

Still  on  Antabuse                     18  9               27 

Stopped  drug-  of  own  accord    4  2                 6 

Died                                               10  1 

The  27  patients  who  have  kept  to  their 
treatment  have  remained  sober,  though  one 
patient  reported  a  single  episode  of  drinking 
when  he  ran  out  of  Antabuse.  Of  the  9  re- 
maining, 4  continued  on  Antabuse  for  less 
than  two  months  (the  2  patients  who  were 
not  followed  are  included  in  this  group,  al- 
though they  are  not  listed  in  the  table) ,  and 
5  stayed  on  the  drug  six  months.  Of  these  5, 
one  died  of  coronary  disease,  one  has  re- 
turned to  renew  treatment,  and  another  is 
reported  as  sober,  although  not  taking  An- 
tabuse. 

We  may  therefore  claim  satisfactory  re- 
sults in  30  out  of  36  hospitalized  patients — 
a  failure  rate  of  only  16  per  cent. 

Twenty-nine  of  these  patients  were  con- 
tinuous drinkers ;  7  were  sporadic  "spree- 
ers."  Pathologic  indulgence  in  alcohol  had 
been  known  to  exist  for  periods  ranging  from 
six  months  to  fifteen  years,  the  average  be- 
ing 5.3  years.  Our  group  is  not  large  enough 
to  permit  valid  conclusions,  but  it  appears 
that  the  length  of  history  has  little  bearing 
on  the  results  of  treatment  with  Antabuse. 
Previous  treatment  had  been  obtained  by 
31  patients.  Thirteen  had  been  committed  to 
an  institution;  11  had  had  more  than  one 
voluntary  admission  to  a  hospital ;  and  7  had 
had  psychiatric  care  as  outpatients,  or  only 
one  hospital  admission.  Only  5  patients  de- 
nied having  had  previous  treatment.  We  feel 
that  the  results  obtained  with  Antabuse  are 
more  impressive  in  view  of  this  high  inci- 
dence of  failures  with  previous  treatment. 

Outpatients 

Of  the  22  patients  in  this  group,  15  were 
patients  who  volunteered  for  treatment  after 
a  lecture  to  Alcoholics  Anonymous.  They 
were  treated  free.  We  felt  that  the  prognosis 


in  this  group,  which  was  unselected  by  us 
except  in  regard  to  their  physical  condition, 
was  extremely  poor.  Of  60  attending  the  lec- 
ture, 40  volunteered  for  treatment,  and  only 
15  arrived.  Eleven  had  previously  been  com- 
mitted to  another  institution.  They  showed  a 
high  percentage  of  psychopathic  traits,  and 
we  feel  that  they  have  unfavorably  weighted 
the  whole  outpatient  group. 

Only  3  of  the  15  patients  are  still  taking 
the  drug,  and  we  know  that  one  of  these  had 
been  sober  for  four  months  before  starting 
treatment.  Two  others  have  remained  sober, 
though  they  have  stopped  the  drug  on  medi- 
cal advice.  These  2  patients  had  remained 
sober  for  one  and  three  years  respectively 
before  beginning  Antabuse,  and  their  reason 
for  taking  it  at  all  was  largely  to  encourage 
the  others.  The  remaining  10  took  Antabuse 
for  varying  periods :  one  for  six  months,  two 
for  four  months,  and  two  for  three  months. 
One  gave  up  the  drug  because  he  proposed 
to  get  drunk  at  the  Alcoholics  Anonymous 
convention,  and  the  remainder  took  Anta- 
buse for  only  a  few  days  or  weeks. 

There  remain  7  private  patients  referred 
by  their  own  doctors.  Of  these,  one  stopped 
treatment  after  less  than  a  month;  three 
have  continued  steadfast;  and  three  are  off 
the  drug  for  medical  reasons.  In  one  man  a 
maniacal  reaction  developed  when  his  alco- 
holic crutch  was  removed,  and  two  others 
developed  hepatitis  which  we  believe  to  have 
been  due  to  virus  infection  and  not  to  the 
Antabuse  'alcohol  syndrome.  Both  these  pa- 
tients have  remained  sober.  We  have  not  seen 
a  case  of  psychosis  due  to  Antabuse,  but  we 
are  informed  that  this  sometimes  occurs. 

Personality  Analysis  and  Selection  of  Cases 
Seven  traits  characteristic  of  alcoholic  pa- 
tients'41 were  evaluated  on  the  basis  of  the 
history,  psychiatric  examination,  and  psy- 
chometric tests  in  these  patients.  The  traits 
are  as  follows: 

1.  Anxiety 

2.  Depressive  swings 

3.  Emotional  explosiveness 

4.  Resentfulness 

5.  Subjective  loneliness 

6.  Failure  to  gain  social  objectives 

7.  Failure  in  more  intimate  interpersonal 
relationships. 

We  believe  that   the  distribution  pattern 
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of  these  characteristics  bears  some  relation- 
ship to  the  prognosis  of  Antabuse  therapy 
(fig.  1).  The  presence  of  moderate  to  se- 
vere anxiety  and  of  moderate  feelings  of 
loneliness,  and  the  absence  of  severe  emo- 
tional outbursts,  resentment,  and  social  and 
domestic  failure  are  considered  to  be  favor- 
able prognostic  signs. 

Antabuse  is  not  a  cure  for  alcoholism,  but 
it  does  support  the  patient's  will  to  give  up 
the  habit.  We  consider  that  evidence  of  this 
desire  is  of  paramount  importance  in  select- 
ing cases,  and  this  is  one  of  the  reasons  that 
a  thorough  study  of  the  patient  in  the  hos- 
pital is  desirable.  At  Graylyn  this  takes 
place  in  a  moderately  disciplined  environ- 
ment, and  the  patient's  ability  to  accept  this 
discipline,  his  preparedness  to  undertake  the 
expense  involved,  and  his  willingness  to  go 
through  more  than  one  test  of  his  reaction 
to  alcohol  are  indicative  of  his  will  to  be  well. 

We  regard  explosive  emotional  reactions, 
resentment,  projective  mechanisms,  and  lack 
of  ability  to  make  reasonably  stable  interper- 
sonal relationships  as  evidence  of  poor  prog- 
nosis. Such  reactions  are  most  often  found 
in   aggressive,   immature   psychopaths,   and 


our  experience  leads  us  to  believe  that  these 
patients  are  unsuitable  for  treatment  with 
Antabuse.  Patients  admitted  drunk,  or 
brought  to  the  hospital  against  their  will  by 
anxious  relatives,  will  early  reveal  their  un- 
willingness to  undertake  treatment.  Others 
hope  for  a  magical  release  without  realizing 
that  their  lasting  cooperation  is  necessary. 

The  attitude  of  the  family  is  important, 
and  one  looks  for  stability,  intelligence,  and 
patient  devotion  in  the  wife  or  friend  as  pre- 
requisites to  a  really  satisfactory  result.  The 
better  the  domestic  and  economic  environ- 
ment, the  more  secure  the  patient's  future 
and  the  greater  his  chance  of  recovery. 

Physically,  the  most  important  contrain- 
dications are  liver  damage  and  cardiovascu- 
lar disease,  but  psychosis  or  obvious  evidence 
of  cerebral  deterioration  are,  we  feel,  abso- 
lute contraindications. 

Case  Reports 
The  following  case  summaries  illustrate 
some  of  the  points  made  above  concerning 
the  selection  of  cases.  The  last  case  is  in- 
cluded to  show  that  cases  with  a  most  un- 
favorable prognosis  may  respond  well  to  An- 
tabuse therapy. 
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Case  1 

A  36  year  old  white  man  had  been  twice  married 
and  once  divorced.  His  second  wife,  a  nurse,  was  a 
drug:  addict.  He  gave  a  history  of  having  drunk  as 
much  as  a  fifth  of  whisky  a  day  for  fifteen  years. 
He  had  been  admitted  to  Graylyn  on  three  occa- 
sions, and  had  had  two  commitments  to  a  state) 
hospital  and  numerous  other  admissions  to  private 
institutions.  A  male  nurse  by  vocation,  he  also  has 
been  treated  for  drug  addiction.  He  had  been  sen- 
tenced for  forgery  on  one  occasion. 

His  mother,  a  grossly  overprotective  woman,  al- 
ways gave  way  to  his  slightest  whim,  but  he  ex- 
pressed for  her  a  feeling  of  contempt.  His  father, 
an  alcoholic,  had  left  the  mother  when  the  patient 
was  a  child. 

The  patient  was  immature,  egocentric,  and  ex- 
tremely resentful  if  his  unreasonable  demands  were 
not  acceded  to.  When  sober,  he  was  overbearing  and 
had  no  sense  of  guilt  about  his  conduct.  He  took 
Antabuse  for  six  weeks  only,  and  was  discovered 
to  have  substituted  Demerol  for  alcohol  during  this 
period. 

Case  2 

A  33  year  old  white  woman  had  separated 
from  her  husband,  an  unfaithful  alcoholic  psycho- 
path, one  year  ago.  He  obtained  temporary  custody 
of  their  child.  Three  years  before  admission,  under 
the  stress  of  her  domestic  unhappiness,  she  had 
begun  drinking  as  much  as  two  pints  of  whiskey 
daily.  After  separation  from  her  husband  she  ob- 
tained a  job  where  her  employer  was  so  impressed 
with  her,  in  spite  of  her  drunkenness,  that  he  was 
prepared  to  pay  for  her  hospitalization  and  treat- 
ment. She  recognized  on  admission  that  she  had  a 
strong  motive  for  giving  up  alcohol,  since  the  even- 
tual custody  of  the  child  would  probably  depend  on 
her  sobriety. 

She  was  a  pleasant,  cooperative,  attractive  woman, 
who  accepted  the  hospital  regimen  and  formed 
friendships  quickly  with  other  patients.  Her  I.  Q. 
was  108  (Wechsier),  and  the  Rorschach  test  sug- 
gested sensitiveness  and  feelings  of  inferiority. 
There  was  considerable  unconscious  hostility,  which 
in  the  course  of  psychotherapy  became  directed  to- 
ward her  husband.  She  has  taken  Antabuse  faith- 
fully, has  cooperated  in  psychotherapy,  is  working 
well,  and  is  coping  successfully  with  her  legal  prob- 
lems. She  has  now  been  followed  for  seven  months. 

Case  3 

A  38  year  old  married  white  man  had  been  drink- 
ing a  fifth  of  whisky  per  day  for  ten  years.  For  four 
months  prior  to  admission  he  had  not  left  his  bed 
except  to  obtain  supplies  of  alcohol.  He  was  admitted 
following  an  attack  of  generalized  grand  mal,  and 
was  found  to  have  well  marked  signs  of  peripheral 
neuritis.  Electroencephalographic  studies  showed  a 
generalized  abnormality  but  no  evidence  of  a  focal 
lesion. 

Psychologic  tests  showed  marked  impairment  of 
abstraction  and  impairment  of  visuo-motor  coordina- 
tion. Clinically,  he  showed  evidence  of  organic  de- 
terioration. His  personality  was  immature,  egocen- 
tric, impulsive,  and  emotionally  labile.  He  had  always 
been  indulged  by  his  mother  and  had  never  finished 
his  schooling  because  "he  did  not  like  it."  His  occu- 
pational history  continued  the  record  of  his  irre- 
sponsibility, and  his  hobbies  revealed  his  immatur- 
ity; he  was  described  as  being  "always  like  a  child 
with  a  new  toy." 

Antabuse  was  begun,  but  was  discontinued  be- 
cause   of   hepatic    enlargement.    He    soon    began   to 


di-ink  again,  and  was  readmitted.  Antabuse  was 
administered  cautiously,  and  he  has  remained  sober 
for  the  past  three  months.  It  appears  likely  that  he 
will  continue  to  do  well,  because  of  the  devoted 
support  and  attention  of  his  wife  and  doctor. 

Summary  and  Conclusions 

1.  The  routine  of  therapy  employed  at 
Graylyn  for  patients  treated  with  Antabuse 
is  described. 

2.  Results  obtained  in  two  groups  of  pa- 
tients followed  for  three  to  eleven  months 
support  the  view  that,  in  selected  cases,  An- 
tabuse is  a  most  valuable  adjunct  to  the 
therapy  of  chronic  alcoholism.  Results  were 
less  satisfactory  in  the  group  treated  as  out- 
patients than  in  the  group  which  was  hos- 
pitalized. 

3.  Some  factors  of  importance  in  prog- 
nosis and  in  the  selection  of  cases  are  an- 
alyzed, and  three  illustrative  case  reports 
are  given. 
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OBESITY  AND   HYPERTENSION:    THE 

IMPORTANCE  OF  A  SAFE  COMPOUND 

TO  CONTROL  APPETITE 

Report  of  a  Series  of  One  Hundred  Cases 

William  L.  Gould,  M.D. 

Albany,  New  York 

Although  the  dangers  and  handicaps  im- 
posed by  obesity  have  been  enumerated  by 
many  writers,  the  seriousness  of  this  disease 
is  not  fully  appreciated.  For  the  physician  to 
disregard  pounds  of  overweight  "is  ignoring 
what  is  perhaps  his  best  chance  to  lengthen 
the  life  and  diminish  future  illnesses  of  his 
patient."'1'  Actually,  a  great  improvement  in 
the  health  of  the  nation  appears  to  be  pos- 
sible by  means  of  the  correction  and  preven- 
tion of  obesity,  for  it  can  be  a  predisposing 
or  aggravating  factor  in  such  conditions  as 
hypertension,  varicose  veins,  nephritis,  ath- 
erosclerosis, pulmonary  emphysema,  heart 
disease,  and  diabetes11'2'. 

Table  1  lists  the  diseases  which  I  have 
found  to  be  associated  with  obesity,  and 
shows  the  incidence  of  these  diseases  in  668 
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Table  1 
Diseases  Associated   with   Obesity 

Incidence 
Overweight  Normal 

Cardiovascular-renal  diseases  33%  9% 

Myocarditis  14%  5% 

Nephritis  127c  4% 

Coronary  heart  disease  4%  2% 

Hypertension  15%  8% 

Arthritis  12%  11% 

Glandular    dysfunction    (especially 

male   and  female   climacteric)  3%  3% 

Diabetes  2%  2% 

obese  patients  (including  the  100  cases  in 
the  present  series)  and  a  similar  number  of 
patients  of  normal  weight.  These  patients 
were  from  all  age  groups,  although  the  ma- 
jority (68  per  cent)  were  between  40  and  60 
years  of  age. 

The  treatment  of  specific  abnormal  states 
in  the  obese  is  no  different  from  that  in  non- 
obese  patients,  except  that  the  response  to 
treatment  is  much  more  satisfactory  when 
normal  weight  is  attained.  Frequently  re- 
duction in  weight  is  the  only  measure  needed 
to  correct  certain  abnormalities.  This  is  par- 
ticularly true  of  hypertension'31. 

By  the  treatment  of  obesity,  the  physician 
may  ameliorate  considerably  the  effects  of 
many  diseases  for  which  no  specific  treat- 
ment is  available. 

Ray(3h)  has  stated  that  "Careful  study  of 
the  obese  who  are  apparently  in  good  health 
often  reveals  subclinical  disease  directly  re- 
lated to  the  overweight.  Obesity,  therefore, 
if  only  from  the  standpoint  of  preventive 
medicine,  must  be  regarded  as  an  abnormal 
and  harmful  state."  Statistical  studies  indi- 
cate that  in  individuals  between  the  ages  of 
45  and  50  years,  an  excess  weight  of  25 
pounds  is  responsible  for  a  25  per  cent  in- 
crease in  mortality14';  an  excess  weight  of  50 
pounds  is  responsible  for  a  56  per  cent  in- 
crease in  the  death  rate ;  and  an  excess  of  90 
pounds  increases  the  death  rate  by  116  per 
cent'-"''.  Thus  there  is  roughly  a  1  per  cent  in- 
crease in  mortality  for  every  pound  of  excess 
weight. 

Dublin""  showed  a  definite  increase  in 
the  mortality  from  all  causes  in  overweight 
individuals  as  compared  to  normal  and  un- 
derweight persons.  The  most  striking  differ- 
ences were  noted  in  the  group  of  cardiovas- 
cular-renal diseases.  Deaths  from  this  cause 
among  normal,  underweight,  and  overweight 
individuals  occurred  in  the  following  propor- 
tions: 100:77:162. 


Obesity  unci  Hypertension 

One  of  the  common  complications  of  obes- 
ity is  damage  to  the  cardiovascular  system. 
The  accumulation  of  fat  around  the  heart, 
and  occasionally  in  the  myocardium,  makes 
the  work  of  the  heart  more  difficult171.  Fatty 
tissue  has  a  rich  vascular  component,  so  that 
the  blood  must  travel  a  greater  distance  and 
frequently  must  overcome  increased  peri- 
pheral resistance.  It  is  known  that  increased 
peripheral  resistance  raises  the  blood  pres- 
sure, and  leads  to  heart  disease. 

Goldring  and  Chasis'si  consider  a  systolic 
pressure  of  150  and  a  diastolic  pressure  of 
90  as  the  lower  limit  of  hypertension.  By 
these  standards,  Rony""  found  hypertension 
in  19  per  cent  of  his  adult  obese  patients ; 
Gager(10)  found  systolic  hypertension  in  28.3 
per  cent  of  his  obese  patients,  compared  to 
16.4  per  cent  of  the  patients  whose  weight 
was  normal.  According  to  insurance  statis- 
tics, hypertension  is  two  and  one-half  times 
more  frequent  in  individuals  who  are  over- 
weight. 

In  an  analysis  of  110  obese  office  patients, 
ranging  from  16  to  61  years  of  age,  Rayl3b| 
found  35  per  cent  to  have  essential  hyper- 
tension, hypertensive  cardiovascular  disease, 
hypertensive  retinopathy  and  nephropathy, 
coronary  insufficiency,  and  coronary  disease. 
In  a  similar  non-obese  group  this  condition 
was  found  in  only  10  per  cent  of  the  pa- 
tients. Recently  Levy,  White  and  Stroud'11', 
in  a  statistical  analysis  of  the  medical  rec- 
ords of  22,741  officers  in  the  United  States 
Army,  showed  that  the  rate  for  later  sus- 
tained hypertension  was  significantly  higher 
in  overweight  persons  than  in  the  control 
group. 

Green  and  Beckman171  have  raised  the  ques- 
tion :  Is  hypertension  caused  solely  by  obesity 
or  by  an  unknown  mechanism  independent 
of  excess  weight,  or  are  both  factors  respon- 
sible? These  authors  studied  1931  obese  pa- 
tients, and  drew  the  following  conclusion: 
"Hypertension  in  obese  people  is  not  caused 
by  obesity.  The  same  factors  which  cause 
hypertension  in  non-obese  people  are  appar- 
ently responsible  for  abnormally  high  pres- 
sures in  the  obese.  Overweight  only  aggra- 
vates the  condition.  .  .  .  One  of  the  aggravat- 
ing factors  may  be  removed  by  weight  reduc- 
tion, and  the  prognosis  of  patients  with  hy- 
pertension is  thus  improved.  Early  weight 
reduction  and  maintenance  of  normal  weight 
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are  strongly  indicated."1  "Al 

There  is  no  question  that  obesity  increases 
the  incidence  of  a  large  number  of  patho- 
logic processes,  and  while  some  of  the 
changes  caused  by  the  obesity  tend  to  be- 
come irreversible  in  time,  others  may  be  cor- 
rected by  weight  reduction.  One  of  the  con- 
ditions often  amenable  to  treatment  of  the 
obesity  is  early  or  mild  essential  hyperten- 
sion. 

Etiology  of  Obesity 

Various  theories  have  been  proposed  to  ac- 
count for  individual  differences  in  weight. 
For  many  decades  physicians  have  been 
taught  that  obesity  is  a  glandular  or  metabo- 
lic disturbance.  These  theories  have  all  been 
refuted  by  Newburgh11-'  and  others,  who 
have  been  unable  to  find  any  alterations  in 
the  endocrine  or  metabolic  behavior  of  obese 
individuals.  Nearly  all  observers  now  agree 
that  overweight  is  simply  due  to  a  positive 
caloric  balance,  and  that  obese  persons  eat 
more  food  than  they  expend  in  the  form  of 
energy. 

It  must  be  recognized,  however,  that  obese 
individuals  are  victims  of  circumstance,  and 
their  obesity  is  the  result  of  a  perverted  ap- 
petite. Appetite,  as  opposed  to  hunger,  is  a 
product  of  one's  environment  and  is  impor- 
tantly affected  by  pleasurable  and  painful 
experiences.  One  emotionally  disturbed  per- 
son is  distressed  by  the  sight  or  smell  of  food 
(anorexia  nervosa),  while  another  finds  re- 
lief of  mental  anguish  in  the  pleasurable  sen- 
sation of  a  full  stomach.  This  statement  does 
not  imply  that  all  or  even  a  majority  of 
obese  individuals  are  emotionally  upset. 
Many  are  simply  the  victims  of  early  train- 
ing and  have  been  conditioned  to  a  higher 
"satiety  level"  than  is  required  by  the  phys- 
iologic needs  of  the  body. 

Effect  of  Drastic  Food  Restriction 

By  far  the  most  extensive  study  of  cardio- 
vascular dynamics  in  a  population  recover- 
ing from  semistarvation  was  that  done  in 
Leningrad  during  World  War  II.  A  decrease 
in  the  blood  pressure  was  one  of  the  char- 
acteristic symptoms  of  semistarvation.  Not 
only  was  there  a  reduction  in  the  number  of 
patients  hospitalized  for  hypertension,  but 
there  were  also  significant  changes  in  the 
clinical  picture  of  hypertension.  In  a  large 
number  of  patients  with  long-standing  chron- 
ic hypertension,  the  blood  pressure  was  re- 


duced to  a  normal  or  near  normal  level. 
Furthermore,  symptoms  commonly  associat- 
ed with  hypertension,  such  as  headaches, 
dizziness,  and  dyspnea  on  exertion  decreased 
in  intensity  or  completely  disappeared.  In 
addition  to  these  changes,  there  was  a  defi- 
nite decrease  in  the  severity  and  frequency 
of  other  cardiovascular  disorders,  such  as 
angina  pectoris  and  myocardial  infarction. 
It  is  striking  to  note  that  in  the  two  years 
following  the  famine  in  Leningrad,  hyper- 
tension suddenly  became  a  major  medical 
problem. 

Brozek  and  his  co-workers'13'  confirmed 
the  observations  made  in  the  European  coun- 
tries by  a  wartime  research  project  on  car- 
diovascular degeneration  carried  out  at  the 
University  of  Minnesota.  They  also  observed 
striking  decreases  in  blood  pressure  and 
pulse  rate  concomitant  with  a  decline  in  body 
weight. 

These  observations  appear  to  lend  support 
to  the  concept  of  treating  hypertension  by 
vigorous  dietary  restriction.  Neither  study, 
however,  can  be  regarded  as  settling  the  con- 
troversy over  the  relative  importance  of  ca- 
loric and  sodium  restriction  in  lowering  the 
blood  pressure.  "If  anything,  they  suggest 
that  caloric  restriction  may  be  fully  as  effec- 
tive as  sodium  restriction  in  producing  this 
result,  since  in  neither  the  Minnesota  experi- 
ment nor  the  Leningrad  experience  was  the 
sodium  intake  specifically  limited.  In  fact, 
the  men  subjected  to  experimental  limitation 
of  food  intake  increased  their  consumption  of 
salt.  .  .  .  The  salutary  effect  of  weight  loss 
alone  in  such  cases  has  been  repeatedly  dem- 
onstrated, and  a  reduction  diet  rather  than 
a  diet  of  the  Kempner  type  (rice  diet)  is  to 
be  preferred. "<13) 

The  above  observations  do  not  warrant  the 
recommendation  of  drastic  dietary  restric- 
tions in  the  treatment  of  hypertension,  but 
they  do  offer  conclusive  evidence  of  the  im- 
portance of  food  restriction  in  the  therapeu- 
tic management  of  hypertension,  particularly 
when  the  hypertension  is  associated  with 
obesity. 

Management  of  Obesity 

Most  types  of  obesity  can  be  treated  sim- 
ply by  a  well  balanced  reduction  diet.  The 
restriction  of  food  intake  is  still  the  basic 
principle  in  all  successful  attempts  at  treat- 
ment. Dietary  restriction  over  a  long  period 
of  time,  however,  is  exceedingly  difficult  in 


330 


NORTH   CAROLINA  MEDICAL  JOURNAL 


July,  I960 


most  cases  without  the  aid  of  some  agent 
that  will  depress  the  appetite.  Although 
many  such  drugs  are  being  used  at  present, 
all  of  them  tend  to  cause  an  elevation  of 
blood  pressure  when  administered  in  the 
amounts  actually  required  to  curb  the  ap- 
petite. 

Among  the  many  appetite  depressing 
drugs  employed,  amphetamine  sulfate  and 
desoxyephedrine  hydrochloride  are  perhaps 
the  most  widely  used.  While  many  investi- 
gators have  shown  experimentally  and  clini- 
cally that  these  drugs  did  not  materially  in- 
crease the  blood  pressure,  it  must  be  empha- 
sized that  such  studies  were  made  with  small 
doses.  The  dose  of  racemic  amphetamine  sul- 
fate used  by  Harris,  Ivy  and  Searle"4'  was 
10  to  15  mg.  three  times  a  day,  while  the 
dose  of  the  dextrorotatory  form  was  half 
that. 

Because  desoxyephedrine  hydrochloride 
was  used  extensively  by  the  German  armed 
forces  during  World  War  II,  Ivy  and 
Goetzl(15)  prepared  an  extensive  review  of 
the  German  literature.  This  review  indicated 
that  the  drug  has  an  action  on  man  and  ani- 
mals similar  to  that  of  amphetamine  sulfate. 
It  is  more  potent  per  miligram  than  amphe- 
tamine sulfate.  Golla,  Blackburn  and  Gra- 
ham""'  compared  the  effects  of  ampheta- 
mine sulfate  and  desoxyephedrine  hydro- 
chloride on  the  blood  pressure  and  heart  rate 
in  14  subjects.  They  found  no  significant  dif- 
ference in  the  effects  of  the  two  drugs, 
except  that  smaller  amounts  of  desoxyephe- 
drine were  required.  Ten  milligrams  of 
desoxyephedrine  hydrochloride  increased  the 
pulse  rate  and  the  blood  pressure  in  8  and  11 
subjects,  respectively,  and  reduced  them  in 
3  and  1  respectively.  The  maximum  rise  of 
blood  pressure  was  18  mm.  of  mercury. 
Frank1171  found  that  amphetamine  sulfate  in 
doses  of  10  mg.  had  no  significant  effect  on 
blood  pressure,  whereas  doses  of  20  mg. 
increased  the  pressure  for  five  to  seven  hours. 
In  a  group  of  patients  with  fixed  hyperten- 
sion, Pullen'18'  found  that  6  to  15  mg.  of 
desoxyephedrine  hydrochloride  caused  a  sus- 
tained rise  of  35  to  50  mm.  in  the  blood 
pressure,  the  larger  rises  being  due  to  the 
larger  doses. 

Desoxyephedrine  hydrochloride  and  am- 
phetamine sulfate  are  undoubtedly  valuable 
drugs  to  diminish  appetite  in  uncomplicated 
cases    of  obesity,   but  one  should  certainly 


administer  these  drugs  cautiously  in  cases 
of  hypertension,  particularly  hypertension 
complicated  with  left  ventricular  failure  or 
cardiac  insufficiency,  and  severe  resistant 
hypertension. 

Warnings  against  amphetamine  for  pa- 
tients with  hypertension  have  been  made  by 
the  Council  on  Pharmacy  and  Chemistry  and 
the  Food  and  Drug  Administration.  Desoxye- 
phedrine hydrochloride,  along  with  amphe- 
tamine sulfate,  was  placed  under  the  German 
narcotic,  or  prescription,  law  in  June,  1941. 

The  use  of  thyroid  substance  for  the  sole 
purpose  of  weight  reduction  is  therapeuti- 
cally unsound  and  often  harmful1"".  Thyroid, 
although  long  used  for  the  treatment  of  obe- 
sity, raises  the  metabolic  rate,  causes  a  neg- 
ative nitrogen  balance'1'",  and  exerts  a  direct 
toxic  action  on  the  heart'-"1.  It  is  probable 
that  small  doses  cause  undesirable  loss  of 
body  protein  and  increase  the  burden  on  the 
cardiovascular  system"4-". 

Experience  with  a  Non-Toxic  Appetite- 
Curbing  Preparation 
Materials 

A  definite  need  for  a  safe  means  of  curb- 
ing the  appetite  and  securing  weight  loss  in 
such  severe  conditions  as  hypertension  com- 
plicated by  obesity  prompted  the  search  for 
a  harmless,  yet  reliable,  preparation.  In  a 
series  of  100  cases  of  hypertension  compli- 
cated by  obesity,  Flavettes,  a  new  safe  com- 
pound to  control  the  appetite *,  have  been 
used  in  conjunction  with  a  diet  low  in  car- 
bohydrates and  fats.  Flavettes  contain  in 
each  tablet  1/20  grain  of  benzocaine  aroma- 
tized with  suitable  flavoring  extracts  in  clin- 
ically tested  proportions,  including  powdered 
ginger,  licorice,  oils  of  anise,  wintergreen, 
coriander,  and  cloves.  Benzocaine,  a  local 
anesthetic,  is  said  to  prolong  the  effect  of 
the  various  essential  oils  in  curbing  the  sense 
of  taste.  Without  benzocaine  the  action  of 
the  oils  was  too  short  in  duration,  and  an- 
orexia resulted  in  only  40  per  cent  of  the 
cases.  With  benzocaine,  anorexia  of  longer 
duration  was  produced  in  80  per  cent  of  the 
cases1--1. 

The  safety  of  this  compound  must  be  em- 
phasized. Even  if  the  63  lozenges  contained 
in  a  bottle  were  ingested  at  one  time,  only  a 
little  more  than  3  grains  of  benzocaine  would 
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Fig.  1.  Average  response  of  weight  and  blood  pressure  in  100  cases  treated  with  Flavettes  and  a  low 
carbohydrate,  low  fat  diet.  The  sensitivity  of  the  blood  pressure  to  changes  in  the  diet  and  weight  is 
shown.  After  several  months  of  the  regimen,  control  is  more  difficult  in  a  third  of  the  cases,  and  the 
curves  begin  to  rise   (x). 


be  taken.  The  U.S. P.  dose  is  5  to  8  grains. 
The  flavor  extracts  are  obviously  harmless. 
Methods 

The  patient  is  instructed  to  dissolve  one 
Flavette  on  the  tongue  fifteen  to  twenty  min- 
utes before  eating,  or  whenever  he  is  hun- 
gry. The  appetite  is  usually  markedly  dimin- 
ished after  five  to  seven  days.  Administra- 
tion must  be  continuous  to  maintain  the  in- 
itial effect.  If  the  patient  objects  to  the 
taste,  the  lozenges  may  be  swallowed.  This 
method  was  followed  in  2  per  cent  of  my 
cases,  and  it  was  found  that  the  results  were 
the  same.  The  exact  mechanism  of  action  is 
not  known.  It  is  not  the  local  anesthetic  ef- 
fect alone  which  is  responsible,  for  results 
were  secured  in  40  per  cent  of  one  series  of 
cases  without  benzocaine. 

Of  the  various  diets  employed  for  hyper- 
tension in  connection  with  Flavettes,  the  best 
was  a  diet  low  in  fats  and  carbohydrates  (less 
than  15  per  cent  of  each).  Less  satisfactory 
was  a  non-sustaining  diet  containing  from 
1000  to  1200  calories,  and  least  effective 
were  the  various  hypertensive  (low  sodium) 
diets.  The  reducing  diets  were  accepted  much 


more  readily  when  the  patient  was  taking 
Flavettes. 

The  patients  are  told  to  eat  no  bread  or 
pastries,  no  cereal  products,  and  no  salad 
dressing.  Lemon  juice  may  be  used  for  sal- 
ads, and  saccharin  tablets  for  sweetening. 
The  following  foods  may  be  eaten  daily  in 
any  desired  quantity  after  the  appetite  is 
effectively  curbed  with  Flavettes. 

Dairy  products:  Buttermilk,  cottage 
cheese,  boiled  or  poached  eggs,  milk  (whole 
or  skimmed). 

Meats:  Boiled  or  broiled,  not  fried,  free 
from  all  visible  fats ;  no  organs  such  as  kid- 
ney, liver,  sweetbreads,  etc. 

Sea  food:  Fish,  crabmeat,  lobster,  oyster, 
shrimp ;  no  fried  foods. 

Fruits:  All  kinds  except  bananas,  figs,  and 
dates.  Remove  syrup  from  all  canned  fruits 
and  wash  with  water  before  serving. 

Vegetables:  All  except  potatoes,  corn,  and 
lima  beans. 

Beverages:  Water,  tea,  coffee,  milk,  vichy, 
unsweetened  fruit  juices,  pea  and  tomato 
soups. 

Multiple  vitamin  capsules  were  given  to 
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all  patients  placed  on  reducing  diets. 

It  is  difficult  to  maintain  the  desired 
weight  within  a  range  of  one  pound.  My  ex- 
perience shows  that  the  most  practical  range 
is  5  pounds.  If  the  desired  weight  is  150 
pounds,  the  weight  could  be  allowed  to  vary 
from  148  to  153.  When  the  individual  weighs 
less  than  150,  he  may  eat  more  freely.  As 
153  is  approached,  the  stricter  diet  is  en- 
forced. 

Results 

These  cases  have  been  observed  for  at 
least  three  years.  The  average  loss  of  weight 
was  almost  2  pounds  per  week  for  the  first 
eleven  weeks,  and  the  fall  in  blood  pressure 
was  proportionate  (fig.  1).  After  several 
months  of  the  diet,  one  third  of  the  patients 
began  to  gain  weight  again,  and  the  blood 
pressure  rose  sharply.  In  8  patients  with  ma- 
lignant hypertension  the  blood  pressure,  as 
was  to  be  expected,  did  not  respond  to  the 
loss  of  weight  or  to  any  other  therapeutic 
measure  which  was  tried. 

In  a  previous  series  of  568  cases  of  obesity 
complicated  by  a  variety  of  diseases,  exces- 
sive appetite  was  controlled  in  80  per  cent 
with  the  use  of  Flavettes  and  a  simple  re- 
ducing diet1--'.  Flavettes  have  been  found  to 
be  fully  as  effective  as  the  established  ap- 
petite-curbing drugs,  without  producing  dele- 
terious effects  on  blood  pressure. 


Illustrative  Case  Reports 

Case  1 

This  44  year  old  housewife,  the  mother 
of  two  children,  had  been  known  to  me  for 
twelve  years.  Most  of  her  near  relatives 
weighed  200  pounds  or  more,  and  her  own 
weight  varied  between  206  and  247.  All  of 
her  sisters  had  hypertension  or  some  other 
pathologic  condition ;  severe  heart  disease 
developed  in  one.  This  family  impressively 
illustrates  the  association  of  obesity  with  dis- 
ease. All  of  the  sisters  had  a  normal  basal 
metabolic  rate. 

The  patient's  obesity  was  evidently  the 
result  of  an  almost  uncontrollable  weakness 
for  food ;  she  had  no  will  power  to  resist  eat- 
ing. Her  systolic  pressure  for  the  past  twelve 
years  had  varied  between  146  and  266 ;  the 
diastolic,  between  84  and  148.  The  pressure 
showed  a  tendency  to  rise  as  time  progressed. 
The  patient  seldom  had  headaches..  On  one 
occasion,  however,  she  complained  of  extreme 
vertigo  associated  with  moderate  headache, 
and  had  to  be  confined  to  bed  for  eleven 
days.  The  blood  pressure  at  this  time  was 
266  systolic,  148  diastolic.  Except  for  some 
weakness  on  the  right  side  of  her  body,  there 
were  no  neurologic  findings.  The  eyegrounds 
were  normal.  The  electrocardiogram  was 
consistent  with  hypertensive  heart  disease. 
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A  faint  trace  of  albumin  was  present  in  the 
urine. 

Nitrates,  nitrites,  sedatives,  and  a  diet  low 
in  fat  and  carbohydrates  were  prescribed, 
and  Flavettes  were  given  to  curb  the  appe- 
tite. After  five  days,  the  blood  pressure 
dropped  to  200  systolic,  128  diastolic,  and 
after  twelve  days  was  found  to  be  as  low  as 
152  systolic,  98  diastolic. 

It  is  interesting  to  note  the  fashion  in 
which  this  patient's  hypertension  responded 
to  the  loss  of  weight.  As  soon  as  she  began 
following  a  reducing  diet,  with  the  aid  of 
Flavettes,  her  blood  pressure  dropped,  fre- 
quently out  of  all  proportion  to  the  actual 
loss  of  weight.  Decreases  of  20  to  30  mm.  in 
systolic  pressure,  accompanied  by  a  loss  of 
only  2  or  3  pounds,  were  observed.  As  she 
lost  more  weight  (20  to  30  pounds) ,  however, 
the  lower  blood  pressure  range  was  main- 
tained more  steadily. 

The  primary  factors  in  the  successful 
management  of  this  case  appeared  to  be  the 
caloric  restriction  made  possible  by  the  use 
of  Flavettes.  Thyroid,  amphetamine,  Benze- 
drine, and  similar  preparations  were  con- 
sidered dangerous  in  this  case. 

Case  2 

This  widow,  68  years  of  age  and  the  moth- 
er of  two  children,  had  been  under  my  care 
for  seven  years.  She  had  always  been  obese, 
her  weight  ranging  from  212  to  305  pounds. 
When  I  first  took  her  blood  pressure,  the 
systolic  pressure  went  well  over  the  300  mm. 
mark,  and  only  the  diastolic  pressure  (158 
mm.)  could  be  read.  The  electrocardiogi'am 
indicated  an  acute  and  chronic  myocarditis 
consistent  with  hypertensive  heart  disease. 
The  patient  had  infrequent  headaches  and 
experienced  occasional  dizziness. 

During  the  first  two  years  that  she  was 
under  my  care,  therapy  consisted  of  the  usual 
hypertensive  regimen,  including  a  low  so- 
dium diet,  nitrites,  nitrates,  and  sedatives. 
The  patient  showed  so  little  response — rarely 
did  the  systolic  pressure  come  within  the  visi- 
ble range  of  300  mm. — that  I  felt  this  to  be 
a  case  of  essential  or  malignant  hypertension 
refractory  to  any  medication  or  other  ther- 
apy. 

The  picture  changed  dramatically  after  the 
institution  of  a  diet  low  in  fat  and  carbohy- 
drates and  the  administration  of  Flavettes. 
During  the  past  five  years  there  has  been  a 


marked  loss  of  weight,  with  a  corresponding 
drop  in  blood  pressure.  The  systolic  pressure 
has  ranged  between  300+  and  182,  the  di- 
astolic from  158  to  114.  For  the  past  year 
the  patient  has  maintained  her  blood  pres- 
sure and  weight  at  their  lower  levels  and,  to 
her  great  satisfaction,  on  a  less  restricted 
diet.  She  now  takes  Flavettes  only  when  her 
appetite  requires  curbing. 

Case  3 

A  57  year  old  merchant,  married  and  the 
father  of  one  child,  had  suffered  from  hy- 
pertensive heart  disease  for  years.  For  the 
past  two  years  his  systolic  pressure  had 
varied  between  262  and  202,  the  diastolic 
between  160  and  108;  signs  of  heart  failure 
began  to  appear  eighteen  months  ago.  The 
usual  hypertensive  therapy  seemed  to  be  of 
no  avail.  On  a  reducing  diet  with  the  use  of 
Flavettes,  the  patient's  weight  dropped  from 
206  to  170  pounds.  As  is  typical  of  malig- 
nant hypertension,  however,  weight  reduc- 
tion had  no  effect  on  the  blood  pressure.  Re- 
cently the  patient  has  lost  weight  as  a  result 
of  the  disease  process.  The  same  observation 
has  been  made  in  7  other  patients  in  this 
series  who  had  malignant  hypertension. 

Case  4 

A  mechanic,  32  years  of  age  and  unmar- 
ried, came  to  my  office  two  years  ago  com- 
plaining of  weakness,  nervousness,  and  oc- 
casional headaches.  His  blood  nressure  was 
200  systolic,  132  diastolic,  and  his  weight 
was  240  pounds.  Institution  of  a  reducing 
diet  and  Flavettes  resulted  in  a  gradual  loss 
of  weight  to  196  pounds,  with  a  concomitant 
drop  in  blood  pressure  to  176  systolic,  80 
diastolic.  This  case  was  typical  of  the  corre- 
lation between  obesity  and  hypertension. 
Whenever  the  patient  went  off  his  diet,  the 
blood  pressure  would  rise  (fig.  2).  This  case 
further  illustrates  the  fact  that  even  in  a 
comparatively  young  individual,  obesity  may 
be  an  important  factor  in  the  hypertensive 
syndrome. 

Summary 

In  a  series  of  100  cases  of  hypertension  as- 
sociated with  overweight,  excellent  results 
were  obtained  with  a  diet  low  in  fats  and 
carbohydrates,  supported  by  the  use  of  Fla- 
vettes, a  new,  non-toxic,  appetite-curbing 
preparation.  Eight  overweight  patients  with 
malignant  hypertension  were  not  benefited 
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by  this  regimen,  as  was  to  be  expected.  Fla- 
vettes  proved  effective  in  curbing  the  appe- 
tite, and  produced  no  untoward  effects. 
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„J  k  "I6"*  of  obesity.— The  only  way  to  counter- 
act obesity  in  the  diabetic  or  any  one  else,  is  by  a 
restriction  of  food  intake.  In  many  patients,  partic- 
ularly m  some  women,  the  restriction  must  be  se- 
vere in  order  to  effect  a  loss  of  weight.  It  may  be 
necessary  to  limit  the  diet  to  900  calories,  or  "even 
less  to  accomplish  any  reduction.  This  is  often  dif- 
ficult tor  the  patient  and  creates  at  times  a  psycho- 
logic problem  which  may  interfere  with  continuance 
or  proper  adherence  to  treatment.  Those  who  have 
overeaten  all  their  lives  are  naturally  self-indulgent, 
and  rigid  discipline  and  breaking  of  habits  of  long 
standing  create  a  serious  problem  for  them.— John, 
H.  J.:  Dietary  Invalidism,  Ann.  Int  Med  32-603 
(April)   1950. 


PHONOCARDIOGRAMS  IN  PATENT 
DUCTUS   ARTERIOSUS 

F.  D.  McCrea,  Ph.D. 

and 

Macdonald  Dick,  M.D. 

Durham 

Since  1939,  when  Gross11'  reported  the 
first  successful  ligation  of  a  patent  ductus 
arteriosus,  interest  in  all  aspects  of  this  con- 
genital anomaly  has  been  quickened.  This 
study  concerns  recordings  of  the  heart 
sounds  made  in  10  patients  before  and  after 
operation  for  a  patent  ductus. 

Cardiac  Manifestations  of  Patent 
Ductus  Arteriosus 

If  the  ductus  arteriosus  remains  open 
after  the  individual  is  4  years  old,  there  is 
present  a  continuous  "machinery-like"  mur- 
mur. This  is  usually  harsh,  is  loudest  in  the 
pulmonary  area,  and  is  accompanied  by  ac- 
centuation of  the  pulmonic  second  sound. 
A  systolic,  or  sometimes  continuous,  thrill 
accompanies  the  murmur  and,  like  the  mur- 
mur, is  maximal  in  the  pulmonary  area.  The 
murmur  itself  is  often  so  intense  as  to  ob- 
scure the  second  heart  sound. 

The  characteristics  of  this  murmur  vary 
from  patient  to  patient.  It  has  been  described 
as  soft,  blowing,  slightly  rough,  and  loud  and 
roaring.  Commonly  it  is  loudest  at  the  be- 
ginning of  the  cardiac  cycle,  although  of  7 
cases  reported  by  Jones1-1  clear  accentuation 
in  systole  occurred  in  only  one ;  in  four  it 
was  loudest  in  late  systole  or  early  diastole, 
and  in  two  during  diastole.  The  intensity  of 
the  systolic  component  is  reduced  in  the 
aortic  and  apical  areas'-11'.  Often  the  mur- 
mur is  clearly  audible  and  the  thrill  easily 
palpable  over  the  entire  precordium,  and 
both  may  be  transmitted  to  the  back  and 
axillae,  usually  towards  the  left  and  to  the 
neck.  Sometimes,  however,  there  is  little  or 
no  transmission  of  either  murmur  or  thrill 
and  they  are  easily  detectable  only  in  the 
pulmonic  area. 

The  other  cardiac  manifestations  also  vary 
a  great  deal.  The  heart  may  be  normal  in 
size  or  enlarged  to  either  side  or  to  both 
sides1-11 4'.  The  electrocardiogram  is  not  sig- 
nificantly altered  in  simple  patency  of  the 
ductus  arteriosus1'11,  though  it  may  show 
minor  variations  of  anv  of  the  waves1-'-1'4'111'1. 
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Axis  deviation  either  to  the  left  or  to  the 
right  may  occurl4l,fllil,  and  depends  prima- 
rily upon  the  load  placed  on  the  heart  and 
its  consequent  hypertrophy  or  degree  of  fail- 
ure. The  left  ventricle  pumps  from  two  to 
four  times  the  volume  of  blood  pumped  by 
the  right  ventricle'"",  but  the  latter  pumps 
against  an  increased  pulmonary  resistance ; 
there  is  thus  an  increased  load  on  both 
chambers.  If  this  is  evenly  distributed,  no 
axis  deviation  occurs. 

Ph  onoca  rdiogru  ma 

Few  phonocardiograms  from  patients 
with  patent  ductus  arteriosus  have  been  pub- 
lished. Those  which  have  appeared  in  the  lit- 


erature may  be  divided  into  three  general 
groups  as  follows : 

1.  Continuous  murmurs  with  systolic  ac- 
centuation13- lf'S-';>. 

2.  Continuous  murmurs  with  accentuation 
in  late  systole,  early  diastole,  or  both'4'11-71. 

3.  Continuous  murmurs  with  diastolic  ac- 
centuation124'1. 

From  our  studies  we  feel  that  phonocardi- 
ograms are  of  definite  diagnostic  value. 
They  also  supply  permanent  records  which 
are  useful  in  comparing  the  preoperative 
murmur  with  those  which  may  commonly 
persist  for  variable  periods  following  oper- 
ative closure  of  the  lumen. 


B 


I  |    I  I  i  I  |    i  |    i 


Fig.  1   (Case  1).     Phonocardiograms  from  the  left  interspace. 
A.     Preoperative.     Continuous     murmur     which  B.      Ten   days    after    operation.    (Electrocardio- 

is   maximal   during   systole   and    early   diastole.  graphic  lead  2). 

(Electrocardiographic   lead   2).  D.     Twenty-two  months  after  operation.   (Elec- 

n      „.,,  .,         ,,  ,„.     ,  trocardiographic  lead  3).  Note  the  accentuation 

ifteen    months    after    operation.    (Electro-  of  the  puImonic  second   sound   in  the  postoper- 


Fifteen    months    after    operation 
cardiographic  lead  3). 


ative  records. 
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Findings  in  Patients  Treated  at 
Duke  Hospital 

The  tracings  presented  were  made  from 
patients  admitted  to  Duke  Hospital,  all  of 
whom  had  an  operation  to  close  the  shunt. 
Most  of  the  records  were  taken  by  means  of 
the  sound  and  pulse  capsules  devised  by 
Wiggers'8'.  In  two  patients  the  Cambridge 
instrument  was  used. 

The  presenting  complaint  in  most  cases 
was  dyspnea  and  excessive  fatigue  with 
moderate  exertion.  No  patient  exhibited 
cyanosis  or  arrhythmia  except  for  a  few 
occasional  premature  systoles.  Following  op- 
eration there  were  few  significant  altera- 
tions in  the  blood  pressure  levels.  Systolic 
pressures  range  from  below  normal  to  above 
normal,  and  pulse  pressures  are  usually 
increased  because  of  the  lower  diastolic 
pressure.  In  these  cases  the  preoperative 
systolic  pressures  tended  to  be  high,  and  in 
all  except  two  the  diastolic  pressures  were 
lower  than  the  commonly  accepted  values  for 
corresponding  ages.  At  operation  it  was  ob- 
served that  the  diastolic  pressures  rose  im- 
mediately after  the  ductus  was  closed.  Heart 
rates  were  not  significantly  altered.  Tele- 
roentgenograms showed  either  moderate  en- 
largement or  no  enlargement  of  the  heart, 
and  the  electrocardiograms  showed  no  sig- 
nificant alteration. 

Phonocardiograms  of  5  patients  are  shown 
in  figures  1-5.  The  varying  characteristics 
of  the  murmurs  in  the  phases  of  the  cardiac 
cycle  are  clearly  illustrated,  and  form  the 
basis  of  the  discussion  which  follows. 

Table  1  lists  the  outstanding  characteris- 
tics of  the  murmurs  and  thrills  observed. 
The  disappearance  of  the  murmur  post- 
operatively is  of  considerable  interest.  In 
general,  the  pulmonic  murmur  has  persisted 
longest.  A  grade  1  pulmonic  murmur  lasted 
to  the  seventeenth  postoperative  month  in 
cases  3  and  5.  In  the  former  the  ductus  was 
ruptured  during  the  operation,  and  there  was 
some  doubt  as  to  whether  it  had  been  com- 
pletely occluded.  The  murmur  became,  how- 
ever, progressively  less  intense  and  disap- 
peared completely  from  the  aortic  area. 

Comment 
Phase  of  maximum  intensity  of  the  murmur 
Murmurs  are  generally  considered  to  be 
the  result  of  turbulence  of  the  blood  stream 
in  the  heart  and  blood  vessels.  It  is  assumed 
that  maximal  turbulence  coincides  with 
maximal     blood     pressure     and     velocity  — 


which,  in  the  healthy  cardiovascular  system, 
occurs  during  the  phase  of  maximum  ejec- 
tion of  the  heart.  Thus  one  would  expect  the 
continuous  murmur  caused  by  a  patent 
ductus  to  be  loudest  during  that  period,  and 
it  is  usually  so  described. 

Both  clinical  experience  and  phonocardi- 
ographic  records,  however,  indicate  that  the 
two  maxima  often  do  not  coincide'-- 1'li'7'. 
From  our  own  phonocardiograms  and  aus- 
cultation of  the  patients  in  this  series,  it 
appears  that  maximal  intensity  of  the  mur- 
mur does   not   necessarily  occur   at  the  ex- 
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Fig.  2   (Case  2).  Phonocardiograms  and  carotid 
pulse    (time,  0.2  sec.) 


A.  Preoperative.  A 
grade  3  pulmonic  mur- 
mur is  maximal  after 
the  second  heart  sound. 


B.  Postoperative  pul- 
monic murmur,  grade 
1,  is  maximal  in  sys- 
tole. The  second  pul- 
monic   sound    is    accen- 


The      second      pulmonic     tuated.     Note     the     ab- 

sound   is  accentuated.  sence    »f    .the    murmur 

postoperatively     in     the 

aortic  and  apical  areas. 


July,    1050 


MONOCARDIOGRAMS— McCREA   AND   DICK 


pected  time  of  maximal  turbulence.  Further- 
more, the  phonocardiograms  show  that  the 
murmur  may  be  loudest  in  any  part  of  the 
cardiac  cycle,  though  it  is  usually  maximal  in 
late  systole  or  in  both  late  systole  and  early 
diastole.  Thus  any  attempt  to  explain  the  in- 
tensity of  the  murmur  by  existing  pressure 
or  velocity  differences  will  fail  in  many  in- 
stances. 

Command  and  others1'"  found  that  pres- 
sures in  the  right  ventricle  of  8  normal  sub- 
jects ranged  from  18  to  28  mm.  of  mercury, 
the  average  being  22  mm.  This  finding  would 
indicate  a  pressure  difference  of  approxi- 
mately 5  to  1  between  the  aorta  and  the  pul- 
monary artery,  although  no  measurements  of 
systemic  pressure  were  published.  Further- 
more, considerable  differences  from  the  nor- 
mal flow  were  reported  by  Eppinger  and 
BurwelF",  who  used  data  obtained  from 
Gross's  patients  before  and  after  operation. 
They  estimated  that  from  45  to  75  per  cent 
of  the  blood  pumped  out  by  the  left  ventricle 
into  the  aorta  passed  back  into  the  pulmo- 
nary circuit  through  the  ductus.  The  left 
ventricle  therefore  pumped  from  two  to  four 
times  as  much  blood  as  was  pumped  out  dur- 
ing the  same  time  by  the  right. 

This  observation  has  been  confirmed  in 
some  patients  by  Steinberg's  angiocardio- 
graphic study  of  27  cases.  Steinberg  and  his 
coworkers"'1  wrote: 

"It  was  expected  that  the  shunt  of  blood  from 
the  aorta  to  the  pulmonary  artery  would  result  in 
continuous  visualization  of  the  pulmonary  vascular 
tree  since  the  pressure  in  the  aorta  is  much  higher 
than  in  the  pulmonary  artery  .  .  .  ."  "In  a  few  of 
our  cases  there  did  indeed  appear  to  be  a  slight 
but  distinct  persistence  of  opacification  ....  This 
finding  must  therefore  be  interpreted  with  consid- 
erable caution." 

The  assumption  that  the  shunt  is  from  the 
aorta  to  the  pulmonary  artery  was  ques- 
tioned by  Hunter""1,  who  observed  the  blood 
flowing  in  two  patients  in  whom  the  ductus 
was  very  thin.  His  impression  was  that  in 
both  cases  the  flow  was  from  the  pulmonary 
artery  into  the  aorta.  He  admitted  that, 
"This  is  against  all  the  views  previously  ex- 
pressed, but  those  views  have  been  largely 
theoretical."  He  presented  some  indirect 
evidence  in  support  of  his  view.  In  a  discus- 
sion of  this  paper,  Tubbs  (p.  110)  expressed 
the  opinion  that  Hunter's  "novel  suggestion" 
should  not  be  maintained,  and  cited  direct 
and  indirect  evidence  supporting  the  classi- 
cal view.  Eppinger,  Burwell  and  Gross1"' 
have  also  produced  in  experimental  animals 
an  arterial  communication  between  the  aorta 
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Fig  3  (Case  4). 

A.  Preoperative  records:  phonocardiogram 
and  carotid  pulse  (time  0.2  sec).  The  grade 
1  pulmonic  murmur  is  maximal  in  late  systole 
ynd  early  diastole,  and  in  mid  to  late  systole  in 
the  apical  and  aortic  areas.  From  the  abdom- 
inal aorta  a  maximal  rough  systolic  rumble 
louder  than  in  the  pulmonic  area  was  heard, 
followed   by   a   faint   diastolic   murmur. 

B.  Records  taken  on  the  fourteenth  postoper- 
ative day.  From  the  pulmonic  area  a  systolic 
murmur  persisted  which  was  less  harsh  and 
more  blowing  in  character.  The  diastolic  com- 
ponent was  faint.  From  the  abdominal  aorta 
the  intensity  of  the  systolic  murmur  was  un- 
changed; the  diastolic  portion  was  slightly 
louder. 
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A.  Preoperative  records.  Each 
record  shows  heart  sounds  and 
carotid  pulse  (time,  0.2  sec). 
The  murmur  is  continuous  and 
"machinery  like,"  maximal  in 
the  pulmonic  area  during  late 
systole  and  early  diastole.  The 
sound  capsule  was  maximally 
damped. 


Fig.  1  (Case  5). 

B.   Postoperative   records   on  the        C.  Nine  months  after  operation. 

There    was    little   change   in    the 


fourteenth  day.  Only  a  faint  sys- 
tolic murmur  (maximal  in  the 
pulmonic   area)    is   evident. 


intensity  of  the  murmur  as 
compared  with  B.  The  patient 
at  this  time  had  numerous  pre- 
mature auricular  systoles  vary- 
ing  from    1:5   to   1:1. 
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A.  Preoperative  records.  From  top  to  bot- 
tom: pulmonic  area,  electrocardiographic  lead 
1;  apex,  electrocardiographic  lead  2;  aortic 
area,  lead  3.  There  was  a  continuous  murmur, 
maximal  in  diastole.  The  apex  record  shows  a 
loud  third  heart  sound.  The  pulse  tracing  is 
from   the  right   jugular  vein. 


Fig.  5   (Case  9). 

B.  Postoperative  records  on  the  twelfth  day. 
Electrocardiographic  leads  from  each  area  are 
the  same  as  in  A.  A  grade  1  pulmonic  murmur 
is  maximal  in  systole.  The  third  heart  sound 
has   disappeared   at   the  apex. 
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Interspace    =    I.S. 

Cardiac  Murmur  =   M   (Grade  1-6) 
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and  pulmonary  artery.  Their  evidence  sup- 
ports only  the  concept  of  a  continuous  blood 
flow  from  the  aorta  through  the  artificial 
"ductus"  in  both  the  systolic  and  diastolic 
phases  of  the  cardiac  cycle. 

Since  most  published  observations  indicate 
that  the  maximal  murmur  should  be  systolic, 
other  possible  explanations  for  variations  in 
the  intensity  of  the  murmur  during  the  heart 
cycle  must  be  examined. 

Turbulence  may  develop  slowly  and  persist 
for  a  short  time  after  maximal  pressure  and 
velocity  are  reached.  This  fact  may  account 
for  a  late  systolic  and  early  diastolic  accentu- 
ation of  the  murmur. 

It  is  possible  that  the  movement  of  the 
heart  during  systole  may  produce  some  tor- 
sion upon  the  ductus,  thereby  reducing  the 
rate  and  volume  of  flow  through  the  ductus 
during  the  systolic  phase.  This  would  reduce 
the  intensity  of  the  systolic  murmur.  Fur- 
thermore, in  certain  patients,  transmission 
of  the  murmur  in  systole  and  diastole  may 
differ.  This  phenomenon  also  could  be  due 
to  a  change  in  the  position  of  the  heart  dur- 


+    =   Persistent 
—   =   Absent 


ing  systole,  which  might  alter  transmission 
of  sounds  to  the  chest  wall. 

Theoretically,  a  flow  from  the  aorta  to  the 
pulmonary  artery  would  increase  the  pulmo- 
nary blood  volume  and  the  pulmonary  ar- 
terial pressure,  with  a  resultant  increase  in 
the  force  of  the  contraction  of  the  right 
ventricle.  This  in  turn  would  cause  some  ele- 
vation of  the  pulmonary  systolic  arterial 
pressure.  Should  this  rise  be  fairly  large,  it 
would  impede  systolic  flow  from  the  aorta 
into  the  pulmonary  artery,  and  so  could  re- 
duce the  turbulence  and  the  intensity  of  the 
systolic  murmur.  Since  the  normal  resist- 
ance of  the  pulmonary  bed  is  low,  the  flow 
in  diastole  would  be  proportionately  less  im- 
peded, and  might  account  for  a  real  or  ap- 
parent diastolic  accentuation.  In  our  opinion, 
however,  neither  possibility  offers  a  satis- 
factory explanation  for  the  mid-diastolic 
accentuation   of  the   murmur. 

Course  of  postoperative   murmurs 

At  the  time  of  discharge  all  patients  had 
systolic  murmurs  of  slight  or  moderate  in- 
tensity. Only  one  patient  had  a  continuous 
murmur,  and  this  had  completely  disap- 
peared in  eighteen  months.  We  believe  that 
this  murmur  is  due  to  the  fact  that  ligation 
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of  the  ductus  causes  a  "dimpling"  of  the 
aortic  and  pulmonary  arterial  walls,  which 
interrupts  their  smooth  contour  and  sets  up 
turbulence  at  those  points.  As  the  dimpling 
is  gradually  and  smoothly  filled  in  during 
the  healing  process,  the  murmur  disappears. 
Indirect  evidence  supporting  this  thesis 
arises  from  the  fact  that  in  every  case  which 
we  have  been  able  to  follow,  except  one,  the 
murmur  has  completely  disappeared,  and 
that  in  this  one  case  its  intensity  has  pro- 
gressively decreased. 

Summary 

The  characteristics  of  the  phonocardio- 
grams  in  10  cases  of  patent  ductus  arterio- 
sus are  tabulated,  and  some  of  the  phono- 
cardiograms  are  illustrated.  Certain  aspects 
of  the  variation  in  the  murmurs  throughout 
the  cardiac  cycle,  and  possible  reasons  for 
these  variations,  are  further  discussed. 
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OPERATIVE   RESULTS   IN   PROSTATIC 
SURGERY 

George  G.  Gilbert,  M.D. 
Asheville 

In  the  two  and  one  half  years  from  Jan- 
uary 1,  1947  to  July  1,  1949,  160  prostatic 
operations  have  been  performed  by  my  as- 
sociate, Dr.  Thomas  R.  Huffines,  or  myself. 
In  this  series  of  160  cases  there  was  only 
one  postoperative  death — a  mortality  rate  of 
0.6  per  cent.  In  similar  studies  reported  in 
the  literature  the  average  mortality  for  all 
types  of  prostatic  operations  has  ranged  be- 
tween 3  and  4  per  cent'11. 

We  have  done  approximately  twice  as 
many  transurethral  prostatic  resections  as 
suprapubic  prostatectomies.  One  hundred 
and  nine  resections,  50  suprapubic  prosta- 
tectomies, and  one  perineal  prostatectomy 
were  performed.  We  routinely  perform  the 
suprapubic  prostatectomies  in  two  stages, 
despite  the  fact  that  many  urologists  are 
doing  them  in  one  stage.  Although  the  hos- 
pital stay  is  lengthened,  we  feel  that  both 
mortality  and  morbidity  are  less  with  the 
two-stage  method. 

The  rest  of  the  figures  do  not  include  data 
on  17  cases  that  are  included  in  the  statis- 
tics just  given.  These  17  operations  (15  re- 
sections and  2  suprapubic  enucleations) 
were  performed  by  Dr.  Huffines  at  the 
Swannanoa  Division  of  the  Oteen  Veteran's 
Hospital.  The  same  techniques  were  fol- 
lowed in  these  cases,  and  it  is  safe  to  as- 
sume that  inclusion  of  the  data  from  them 
would  not  have  changed  the  over-all  picture 
materially.  The  other  operations  were  all 
done  in  various  Asheville  hospitals. 

Only  14  of  the  143  patients  had  malignant 
lesions  of  the  prostate.  All  of  them  were  too 
far  advanced  for  hope  of  a  permanent  cure. 

The  average  age  of  our  patients  was  69 ; 
the  oldest  patient  was  90  and  the  youngest 
51. 

Choice  of  Operation 

In  our  transurethral  resections  an  aver- 
age of  16  Gm.  of  prostatic  tissue  was  re- 
moved. The  largest  amount  was  61  Gm.,  and 
the  smallest  just  one  or  two  bites.  The  aver- 
age weight  of  tissue  removed  by  prostatec- 
tomy was  59  Gm.  Other  factors  being  equal, 
we  perform  resections  on  all  patients  whose 
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glands  are  small  enough  so  that  a  complete 
resection  can  be  carried  out  in  a  period  of 
one  hour  or  less.  In  all  other  cases  we  carry 
out  the  enucleation.  In  only  one  of  these 
cases  has  a  second  resection  been  necessary. 
That  patient's  prostate  was  benign  histolog- 
ically at  first,  but  the  tissue  removed  the 
second  time  was  malignant. 

It  will  be  noted  that  we  have  not  per- 
formed any  retropubic  prostatectomies.  In 
this  operation,  which  was  introduced  in 
England  two  years  ago,  the  prostate  is  ap- 
proached anteriorly  and  inferior  to  the 
bladder,  in  the  area  underneath  the  symphy- 
sis pubis.  Since  its  introduction,  this  oper- 
ation has  attracted  more  attention  than  any 
other  in  the  field  of  urology.  We  have  two 
reasons  for  not  having  used  it.  First,  Millin, 
the  originator  and  acknowledged  expert, 
had  a  mortality  of  4.75  per  cent1-1  in  his  first 
600  cases.  Since  our  mortality  is  much  lower, 
we  naturally  are  hesitant  to  try  the  new 
procedure.  Second,  neither  one  of  us  has  wit- 
nessed enough  of  these  operations  to  feel 
that  we  have  learned  the  technique.  When 
the  experts  can  show  a  better  record,  and 
when  we  feel  competent  in  the  operation,  we 
shall  use  it  in  appropriate  cases. 

Preoperative  Preparation 
Possibly  the  biggest  factor  in  the  success- 
ful performance  of  prostatic  surgery  is  the 
preoperative  preparation.  We  are  dealing 
with  elderly  men  who  have  impaired  circu- 
lation, often  impairment  of  kidney  function, 
and  occasionally  senile  mental  changes.  In 
no  other  type  of  surgery  is  it  more  important 
to  consider  the  patient  as  a  whole.  If  there 
is  evidence  of  renal  damage,  we  will  not  op- 
erate until  the  kidney  function  is  restored 
to  normal,  or  nearly  so.  Of  equal  or  greater 
importance  is  the  patient's  cardiovascular 
status.  In  our  series  of  143  patients,  41  had 
hypertension,  congestive  failure,  definite 
coronary  disease,  or  a  combination  of  these 
conditions.  In  a  sense  all  of  the  patients  could 
be  considered  at  least  potential  candidates 
for  cardiac  disease.  Certainly  their  circula- 
tion and  tolerance  were  poorer  than  those  of 
younger  patients.  For  these  reasons,  prac- 
tically every  patient  in  this  series  was  exam- 
ined by  a  cardiologist,  and  had  at  least  a 
plain  film  of  the  chest  and  an  electrocardio- 
gram made. 

Our  preoperative  routine  is  as  follows: 
When  the  patient  is  admitted,  an  indwelling 
catheter  is  inserted  if  he  is  carrying  residual 


urine,  has  an  undue  amount  of  infection,  or 
is  uremic.  In  addition  to  the  routine  labora- 
tory procedures,  a  Wassermann  test  and 
determination  of  the  blood  nonprotein  nitro- 
gen, blood  sugar,  and  sedimentation  rate  are 
made.  Plain  roentgenograms  of  the  chest  and 
abdomen  are  obtained.  General  supportive 
therapy  consists  in  the  administration  of 
ample  fluids  and  accessory  vitamins ;  the  pa- 
tient is  allowed  to  be  ambulatory  if  his  con- 
dition permits.  He  is  seen  in  consultation  by 
a  cardiologist,  and  an  electrocardiogram  is 
obtained.  If  any  of  these  procedures  reveals 
a  condition  which  can  and  should  be  ameli- 
orated before  operation,  then  the  indicated 
therapy  is  carried  out,  regardless  of  the  time 
required. 

Operative  Procedure 
I  will  not  give  a  detailed  description  of  our 
operative  technique,  but  will  only  say  that 
we  try  conscientiously  to  do  the  best  job  pos- 
sible, and  in  the  resections  endeavor  to  re- 
move all  tissue  down  to  the  capsule,  just  as 
is  done  in  the  enucleations.  At  the  conclusion 
of  either  a  resection  or  the  first  stage  of  the 
prostatectomy,  we  routinely  ligate  the  vasa 
in  order  to  prevent  epididymitis.  When  this 
routine  is  neglected,  the  incidence  of  this 
complication  is  too  high,  in  spite  of  routine 
postoperative  chemotherapy.  Spinal  anes- 
thesia with  Pontocaine  is  used  for  most  of 
the  resections,  and  every  effort  is  made  to 
keep  the  blood  pressure  from  falling.  For 
the  prostatectomies  cyclopropane  or  a  com- 
bination of  oxygen  and  ether  is  used.  It  may 
well  be  that  the  ability  of  our  anesthetists  is 
more  important  than  the  choice  of  the  agent. 
To  them  belongs  a  great  deal  of  the  credit  for 
our  good  results. 

Postoperative  Care 
Immediately  after  the  patient  returns  to 
the  ward,  he  receives  a  transfusion  of  whole 
blood.  I  do  not  believe  that  this  procedure  is 
carried  out  routinely  in  many  clinics.  Most 
of  the  patients  do  not  actually  need  the  blood, 
but  we  believe  that  the  transfusion  is  worth 
while,  even  in  that  group.  Their  strength  is 
maintained,  and  they  recover  more  rapidly. 
Quite  frequently,  if  there  is  any  question 
about  a  patient's  cardiac  status,  we  also  em- 
ploy an  oxygen  tent  prophylactically  for  the 
first  twenty-four  or  forty-eight  hours.  This 
precaution,  too,  pays  dividends.  Supportive 
therapy  is  maintained  throughout  the  pa- 
tient's hospital  stay. 
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About  two  years  ago  we  realized  that 
postoperative  thromboembolic  complications 
were  occurring  too  often  in  our  patients.  An 
analysis  of  all  the  major  urologic  operations 
performed  in  the  year  1947  showed  that  7 
per  cent  of  the  patients  had  some  form  of 
thrombosis.  From  the  lessons  we  learned  in 
that  study,  we  have  succeeded  in  reducing 
the  incidence  of  thromboembolic  disease  fol- 
lowing prostatic  operations  to  4  per  cent. 
This  improvement  can  probably  be  attrib- 
uted to  the  adoption  of  simple,  but  funda- 
mental, routines.  We  made  certain  that  the 
patients  had  both  active  and  passive  exercise 
in  bed,  and  were  made  ambulatory  as  soon 
as  possible.  In  1947,  before  we  started  con- 
centrating on  this  problem,  the  average 
period  of  complete  bed  rest  following  a  trans- 
urethral resection  was  3.4  days.  Since  Jan- 
uary 1,  1948,  we  have  succeeded  in  getting 
these  patients  up  within  2.6  days,  on  the 
average.  Including  the  time  interval  in  bed 
following  both  stages  of  the  suprapubic  pros- 
tatectomies, the  average  period  of  bed  rest 
for  each  patient  has  been  reduced  from  20.2 
days  in  1947  to  16  days  since  January  1, 
1948. 

Our  criteria  for  the  discharge  of  the  pa- 
tient are  as  rigid  as  the  preoperative  prepa- 
ration. We  keep  patients  for  two  weeks  fol- 
lowing a  resection.  While  they  are  physically 
able  to  go  home  long  before  this,  we  have 
learned  from  bitter  experience  that  the  risk 
of  bleeding  at  home  is  too  great  if  they  are 
allowed  to  leave  the  hospital  earlier.  We  do 
not  feel  that  an  early  discharge  is  worth  the 
risk,  especially  since  many  of  our  patients 
come  from  remote  towns  or  rural  areas. 
Following  a  suprapubic  operation,  we  insist 
that  the  wound  be  completely  healed  and 
that  there  be  no  leakage  of  urine  before  the 
patient  is  allowed  to  leave. 

Explanation  of  Fatality 

A  word  must  be  said  concerning  our  one 
death  and  the  apparent  cause.  The  patient 
was  fundamentally  average  in  all  respects. 
A  transurethral  resection  was  carried  out, 
and  8  Gm.  of  tissue  removed.  Toward  the  end 
of  the  resection,  when  the  prostatic  capsule 
was  reached,  a  venous  sinus  was  opened. 
Considerable  time  was  spent  in  fulgurating 
the  area,  but  moderate  bleeding  persisted. 
It  was  controlled  to  a  safe  extent,  however, 
by  traction  on  a  balloon  catheter.  The  patient 
received  the  routine  postoperative  transfus- 


ion, and  seemed  to  be  in  good  condition  for 
about  six  hours.  There  was  no  undue  bleed- 
ing. At  the  end  of  that  time,  however,  he 
went  into  severe  shock.  In  spite  of  two  more 
transfusions  and  several  units  of  plasma,  he 
expired  about  twenty-four  hours  after  the 
operation.  No  autopsy  was  obtained. 

In  the  past  two  years,  urologists  have 
come  to  recognize  a  syndrome  of  varying 
severity  which  follows  prostatic  surgery  and 
is  characterized  by  shock,  oliguria,  nausea 
and  vomiting,  jaundice,  and  uremia.  In  such 
cases,  as  in  our  case,  there  had  been  bleeding 
from  a  venous  sinus  in  the  prostatic  capsule 
during  the  resection.  It  seems  logical  to  as- 
sume that  this  syndrome  is  caused  by  an  in- 
travenous infusion  of  sterile  distilled  water 
which  is  routinely  used  as  an  irrigating 
medium.  This  medium  can  easily  reach  a 
pressure  in  the  prostatic  fossa  which  is 
greater  than  the  patient's  venous  pressure. 
The  water  presumably  causes  hemolysis, 
hemoglobinemia  and  hemoglobinuria,  to  ex- 
plain the  symptoms  described  above. 

There  still  remains  the  possibility  that 
our  patient's  first  transfusion  was  incom- 
patible. This  possibility  was  explored  at  the 
time,  however,  and  no  break  in  the  usual 
matching  procedure  could  be  detected. 

Needless  to  say,  we  are  making  every  ef- 
fort to  avoid  this  hemoglobinemia  syndrome. 
The  obvious  prophylactic  measures  are:  (1) 
to  avoid  cutting  the  prostatic  capsule;  (2) 
to  allow  the  irrigating  medium  to  drain  out 
before  the  bladder  has  become  distended; 
and  (3)  to  keep  the  flask  containing  the 
water  at  as  low  a  level  as  possible.  Different 
irrigating  media  have  been  devised  which 
are  isotonic  and  which  would  be  harmless  if 
accidentally  introduced  into  the  blood 
stream.  The  most  popular  of  these  is  a  4  per 
cent  solution  of  glucose.  When  this  is  used, 
however,  serial  blood  sugar  determinations 
and  appropriate  coverage  with  insulin  are 
required.  Our  present  laboratory  situation 
precludes  the  use  of  this  technique.  Another 
solution,  made  up  of  amino  acids  and  glycine, 
avoids  the  complications  of  glucose,  but  is 
very  expensive.  For  the  present,  we  are  re- 
lying solely  on  our  precautions  in  the  oper- 
ative technique. 

Lute  Results 

We  have  been  able  to  follow  most  of  our 
patients  very  well.  We  are  proud  to  say 
that  in  this  series  there  has  not  been  a  single 
case  of  incontinence,  the  "bete  voire"  of  all 
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prostatic  surgeons.  Some  of  the  patients 
have  had  temporary  incomplete  inconti- 
nence, but  all  of  them  have  regained  com- 
plete control  in  a  short  time. 

Perusal  of  our  late  results  does  reveal  the 
too  frequent  occurrence  of  an  annoying  com- 
plication. Urethral  strictures  have  developed 
in  11,  or  7  per  cent,  of  the  patients.  Fortu- 
nately they  are  not  serious  and  can  be  di- 
lated easily.  Again,  the  best  treatment  is 
prophylaxis.  We  are  paying  more  attention 
to  having  the  sheath  of  the  resectoscope  well 
lubricated.  We  do  a  urethral  meatotomy  in 
all  cases  where  the  meatus  is  at  all  tight, 
and  we  use  the  size  24  F.  resectoscope  when- 
ever the  urethra  as  a  whole  is  too  tight  on 
the  size  28  F. 

The  only  other  noteworthy  postoperative 
complication  in  this  series  was  bleeding 
which  occurred  in  3  patients  after  their 
return  home,  and  was  sufficient  to  require 
hospitalization  to  stop  it. 

Conclusion 

It  is  obvious  that  if  any  one  word  could  be 
applied  to  our  handling  of  these  patients,  it 
is  "conservatism."  We  are  often  tempted  to 
take  short  cuts,  or  to  omit  parts  of  our  estab- 
lished routine.  Every  time  we  start  to  slip  on 
one  detail  or  another,  however,  our  error  is 
soon  brought  home  to  us. 

I  cannot  finish  without  reiterating  the 
importance  of  instituting  proper  treatment 
early  in  these  cases.  It  is  manifest,  in  both 
the  benign  and  the  malignant  cases,  that 
early  treatment  will  save  untold  suffering 
and  prevent  many  deaths. 

Finally,  in  order  to  give  credit  where  it  is 
due,  I  must  say  that  most  of  these  routines 
have  been  worked  out  from  experience  by 
my  associate,  Dr.  Huffmes.  The  fundamen- 
tals are  observed  universally,  but  he  deserves 
credit  for  sticking  to  several  of  the  conserv- 
ative practices  which  others  recommend  dis- 
carding. We  have  no  intention  of  remaining 
static,  however,  and  when  the  value  of  new 
departures  has  been  irrevocably  proven,  we 
shall  adopt  them. 
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THE  MODERN  TREATMENT  OF 
TYPHOID  FEVER 

With  Report  of  a  Case 

William  Raney  Stanford,  M.D.,  F.A.C.P. 

Durham 

Typhoid  fever  is  a  most  remarkable  dis- 
ease which  has  been  known  almost  since  the 
beginning  of  medical  history.  The  story  of 
the  gradual  recognition  of  this  disease  and 
the  associated  discoveries'11  is  a  fascinating 
tribute  to  the  perseverance,  knowledge,  and 
common  sense  of  the  doctors  who  brought 
these  things  to  pass.  Gerhard,  a  brilliant 
young  student  of  the  great  Louis,  was  the 
first  to  give  us  an  accurate  differentiation 
of  typhoid  and  typhus.  The  organism  that 
caused  typhoid  was  discovered  by  Eberth  in 
1800.  Typhoid  vaccine  was  first  used  in  1896 
by  Pfieffer  and  Kolle,  and  two  years  later 
by  Wright.  This  achievement,  together  with 
sanitation,  has  made  typhoid  fever  a  rare 
disease  in  this  modern  age.  It  would  seem 
possible  that  modern  sanitation  and  the  vac- 
cine could  entirely  do  away  with  typhoid 
fever  as  a  disease  entity.  It  is  probable  that 
in  this  country  the  carrier  is  now  our  main 
source  of  danger. 

Chloromycetin 
While  this  tremendous  progress  was  being 
made  toward  preventing  typhoid,  nothing 
was  being  accomplished  in  the  way  of  speci- 
fic treatment.  Until  very  recently,  the  treat- 
ment consisted  entirely  of  general  measures. 
With  the  introduction  of  Chloromycetin, 
however,  it  looks  as  though  therapy  has  at 
last  caught  up  with  prophylaxis  in  typhoid 
fever.  This  antibiotic,  which  has  marked 
antibacterial  activity  against  several  gram- 
negative  bacteria1-',  but  is  inactive  against 
yeast  and  other  filamentous  fungi'3',  was 
first  used  to  treat  typhoid  fever  in  Bolivia 
in  1947'4'. 

In  July,  1948,  Woodward  and  others'""  re- 
ported on  the  use  of  the  drug  in  10  cases  of 
typhoid  seen  in  Malaya.  Eight  cases  were 
used  as  controls.  The  average  duration  of 
fever  in  the  10  cases  treated  with  Chloro- 
mycetin was  12.5  days,  or  3.5  days  from  the 
beginning  of  treatment.  (The  patients  had 
had  fever  for  an  average  of  nine  days  when 
the  drug  was  started.)  In  8  of  the  10  cases, 
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blood  cultures  were  taken  daily  for  five  days 
after  initiating  treatment.  They  remained 
sterile.  In  2  of  the  cases  blood  cultures  were 
taken  at  two,  four,  and  eight  hours  after  the 
first  dose  of  Chloromycetin.  These  too  re- 
mained sterile".  Relapses,  which  occurred  in 
2  of  the  10  cases  after  fourteen  and  sixteen 
afebrile  clays  respectively,  responded 
promptly  to  a  second  course  of  Chloromyce- 
tin. 

One  of  the  8  control  cases  died  of  the  dis- 
ease. The  average  duration  of  fever  in  the 
remaining  7  cases  was  thirty-five  days. 

Smadel  and  others'"'  have  reported  the 
treatment  of  44  cases  of  typhoid  fever  by 
means  of  Chloromycetin.  Each  patient  re- 
ceived an  initial  dose  of  3  to  4  Gm,  then  1 
to  3  Gm.  daily  in  divided  doses.  In  one  group 
of  13  patients  treated  for  6.9  days  there 
were  7  relapses.  No  relapses  occurred  in  the 
remaining  patients,  who  were  treated  for 
11.2  days  or  more.  It  was  concluded  that 
Chloromycetin  should  be  given  for  more  than 
eight  days  in  adequate  doses. 

Woodward'7'  and  others  have  reported  that 
the  usual  complications  of  typhoid  may  oc- 
cur during  or  after  treatment  with  Chloro- 
mycetin, even  after  the  fever  has  subsided. 

Dosage 

According  to  Dr.  R.  J.  Buckmar,  of  Parke, 
Davis,  &  Company18',  "Initial  dosage  in  the 
acute  phase  should  be  calculated  on  the  basis 
of  50  to  60  mg.  per  kilogram  of  body  weight, 
followed  by  0.25  gram  every  two  to  four 
hours  until  there  is  normal  temperature." 
He  further  recommends  that  the  Chloromy- 
cetin be  given  for  not  less  than  eight  to  ten 
days,  in  doses  of  0.25  Gm.  every  four  to  six 
hours  during  the  afebrile  period,  and  in  high- 
er doses  if  the  blood  cultures  remain  positive. 
For  a  relapse,  he  recommended  the  adminis- 
tration of  3  Gm.  daily  for  three  to  five  days, 
or  more  as  dictated  by  the  condition  of  the 
patient. 

It  has  been  found  that  Chloromycetin  dis- 
appears very  rapidly  from  the  blood,  and  for 
this  reason  has  to  be  given  often1'".  Wood- 
ward'1'", in  explaining  the  action  of  Chloro- 
mycetin, states  that  the  drug  apparently  sup- 
presses the  growth  of  the  typhoid  organisms 
and  that  final  recovery  seems  to  depend  on 
the  development  of  immunity  in  the  host. 
According    to    Parke,    Davis,    &    Company. 


*  Gabinus  (Lancet  2:866  (Nov.  5)  1949),  remarking  on  the 
rapidity  with  which  the  cultures  become  negative  following 
administration  of  the  drug,  said  that  the  Chloromycetin  in 
the  blood  sample  itself  was  responsible. 


manufacturers  of  the  drug"1,  Chloromycetin 
in  clinical  concentrations  is  bacteriostatic 
but  not  highly  bactericidal  to  Salmonella 
typhosa.  The  manufacturers  also  state  that 
Chloromycetin  is  effective  not  only  in  ty- 
phoid fever,  but  also  in  the  paratyphoids. 

Toxic  effects 

In  therapeutic  dosage,  the  drug  is  said  to 
be  free  from  toxic  or  undesirable  effects. 
However,  2  cases  of  reversible  leukopenia 
and  granulocytopenia,  apparently  due  to 
Chloromycetin,  have  been  reported'1",  and 
in  3  reported  cases"-'  a  severe  granulopenia 
and  a  granulocytic  hypoplasia  with  both 
erythroid  and  granulocytic  maturation  ar- 
rest in  the  bone  marrow  followed  Chloro- 
mycetin therapy. 

One  drawback  which  Chloromycetin  seems 
to  have  in  common  with  some  of  the  other 
antibiotics,  and  particularly  Aureomycin,  is 
that  it  disturbs  the  normal  intestinal  flora 
at  times,  and  permits  the  Monilia,  over 
which  it  has  no  influence,  to  grow  wild.  The 
parenteral  or  oral  use  of  the  vitamin  B  com- 
plex should  be  helpful  in  this  condition.  If 
diarrhea  is  present,  the  judicious  use  of 
belladonna  may  be  advisable. 

The  stomatitis,  anal  irritation,  and  vagin- 
itis which  are  sometimes  associated  with  the 
use  of  antibiotics  resemble  an  acute  vitamin 
B  deficiency,  and  in  fact  this  is  probably  the 
true  explanation.  The  bacteria  which  ordi- 
narily aid  in  the  synthesis  of  the  B  complex 
are  destroyed  by  the  antibiotic.  In  addition 
a  Monilia  infection  is  often  superimposed, 
because  the  absence  of  normal  intestinal 
flora  and  the  lowered  resistance  of  the  mu- 
cosa permit  this  fungus  to  grow  at  will. 

I  saw  and  helped  to  treat  an  elderly  wo- 
man with  typhoid  fever,  in  whom  stomatitis 
developed  after  a  five  day  course  of  Chloro- 
mycetin. Her  mouth  and  tongue  were  red, 
and  Monilia  was  obtained  on  culture.  After 
a  few  days  of  intensive  therapy  with  the 
vitamin  B  complex,  the  stomatitis  cleared  up. 

Treatment  of  carriers 

There  seems  to  be  some  difference  of 
opinion  as  to  the  effect  of  Chloromycetin  in 
clearing  up  the  carrier  state.  Eriekson"'" 
has  reported  that  a  carrier  with  a  positive 
stool  culture  was  cleared  up  by  the  use  of 
Chloromycetin.  In  a  case  treated  by  Collins"" 
the  stools  became  negative  during  treatment, 
but  reverted  to  positive  after  treatment. 

According  to  Dr.  Buckman'M.  the  treat- 
ment of  carriers  should  consist  in  giving  100 
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to  150  mg.  of  Chloromycetin  per  kilogram 
of  body  weight  daily,  in  four  to  six  equally 
divided  doses.  He  suggested  giving  the  drug 
in  several  courses  of  ten  to  fourteen  clays 
each,  separated  by  intervals  of  a  week  or  ten 
days. 

Report  of  Case 
The  purpose  of  reporting  the  following 
case  is  not  only  to  illustrate  the  effective- 
ness of  Chloromycetin  in  the  treatment  of 
typhoid  fever,  but  also  to  call  attention  to 
the  fact  that  this  disease,  although  rare, 
must  still  be  considered  in  the  diagnosis  of 
any  unexplained  fever. 

A  20  year  old  unmarried  white  woman  was  ad- 
mitted to  Watts  Hospital  on  December  30,  1949, 
with  the  chief  complaint  of  chills,  fever,  and  mal- 
aise for  the  past  two  days.  She  stated  that  she  had 
had  headache  and  generalized  aching-  three  weeks 
before  admission,  and  thought  she  was  taking 
"flu."  These  symptoms  disappeared,  but  recurred 
one  week  before  admission.  She  was  able  to  con- 
tinue working  a  few  days  longer,  but  was  then 
forced  to  go  to  bed  and  call  her  doctor.  She  was 
given  some  penicillin,  but  continued  to  get  worse. 
She  was  told  that  she  had  virus  pneumonia  and 
was  given  more  penicillin,  together  with  Aureo- 
mycin  and  a  sulfonamide  drug.  She  began  to  have 
chills  and  diarrhea,  and  was  sent  to  the  hospital. 
She  had  no  cough  or  pain. 

The  patient  had  had  mumps,  whooping  cough, 
ehiekenpox,  and  "both  kinds  of  measles"  in  child- 
hood. There  was  no  history  of  rheumatic,  scarlet 
or  typhoid  fever,  or  of  diphtheria.  She  had  had  no 
operations. 

The  patient  worked  at  a  beauty  parlor  and  lived 
in  town.  She  ate  regularly  at  a  cafe.  The  family 
history  was  negative.  The  mother,  father,  and  three 
brothers  were  living.  > 

Physical  examination  on  admission  showed  a  well 
developed,  rather  obese  young  white  woman  in  no 
scute  distress.  The  temperature  was  101.6  F.,  the 
pulse  108,  blood  pressure  120  systolic,  80  diastolic. 
The  tonsils  were  enlarged  and  the  pharynx  was 
reddened.  There  was  some  impairment  of  resonance 
over  the  lower  right  lung;  breath  sounds  were 
louder  at  the  left  base  than  at  the  right;  some 
crackling  and  moist  rales  were  heard  over  the  left 
base  and  in  the  left  axilla.  The  heart  was  apnar- 
ently  normal,  as  were  the  eyes  and  ears,  neck,  abdo- 
men, breasts,  extremities,  and  reflexes.  Rectal  ex- 
amination was  negative. 

The  tentative  diagnosis  was  probable  virus  pneu- 
monitis, upper  respiratory  infection,  diseased  ton- 
sils, and  obesity. 

Accessory  clinical  findings:  On  admission  the 
urine  showed  a  3  plus  reaction  for  albumin,  many 
granular  and  leukocytic  casts,  10-12  white  blood 
cells  per  high  power  field,  with  clumps,  and  an 
occasional  red  blood  cell.  The  hemoglobin  was  82 
per  cent,  the  red  cell  count  4,400,000,  white  cell 
count  4650,  with  a  normal  differential.  Kahn  and 
Mazzini  tests  were  negative.  Agglutination  tests 
were  positive  in  the  following  dilutions:  Eberthella 
typhosa  H— 1:400,  0—1:200;  Salmonella  paratyphi 
—1:80;  S.  schottmulleri— 1:80;  heterophile— 1:28; 
undulant  fever — 1:80;  Weil-Felix — 1:40.  An  agglu- 
tination test  for  tularemia  was  negative,  and  there 
were  no  cold  agglutinins.  The  sedimentation  rate 
(corrected)  was  25  mm.  in  an  hour.  Blood  urea, 
urea  nitrogen,  and  sugar  were  normal.  No  malaria 
parasites  were  found. 


A  portable  film  of  the  chest  made  on  admission 
showed  "some  infiltration  about  both  hila  and  in 
the  lower  portions  of  the  right  lung.  The  appear- 
ance is  consistent  with  an  early  atypical  pneu- 
monia." A  portable  film  of  the  chest  made  the 
next  day  showed  the  lungs  to  be  essentially  clear. 

A  urologic  consultation  was  obtained  on  January 
1  (t\m  days  after  admission).  The  consultant's  im- 
pression was:  "Some  inflammatory  process  in  the 
urinary  tract  which  may  be  either  a  pyelonephritis 
or  a  nephritis,  probably  a  secondary  response." 

Course  in  the  hospital:  The  patient  continued  to 
have  chills,  and  her  temperature  varied  from  98  to 
105  F..  averaging  about  102  F.  for  eight  days.  One 
pinkish  spot  was  seen  on  the  abdomen.  There  was 
no  glandular  enlargement.  The  abdomen  was  soft 
and  fla;,  and  peristalsis  was  normal. 

Two  cays  after  admission  the  patient  had  a  hem- 
orrhage from  the  bowel.  She  became  pale  and  weak, 
and  the  blood  pressure  fell  to  66  systolic,  30  dia- 
stolic; tie  heart  rate  rose  to  116.  A  diagnosis  of 
typhoid  fever  was  made  at  this  time.  Bleeding  from 
the  bowe!  occurred  several  times  more  during  the 
next  two  days.  The  liquid  diet  was  stopped,  and 
she  was  given  only  cracked  ice  for  three  days. 
During  this  time  her  hemoglobin  fell  to  64  per  cent, 
and  the  red  cell  count  to  3,050,000.  She  was  given 
three  transfusions  of  whole  blood  and  one  of  plasma, 
together  with  other  fluids  intravenously  and  by 
hypodermoclysis. 

On  admission  the  patient  was  given  Aureomycin 
and  penicillin.  The  next  day  streptomycin  was 
started.  Tepid  sponge  baths  were  given  for  the 
fever.  A  medical  consultant  who  saw  the  patient 
two  days  after  admission  agreed  with  the  diagnosis 
of  typhoid  fever.  Chloromycetin  was  started  at  this 
time,  and  the  Aureomycin,  penicillin,  and  strepto- 
mycin were  stopped.  Chloromycetin  was  first  given 
in  doses  of  1250  mg.  (five  capsules)  every  three 
hours;  this  dose  was  gradually  reduced  until  she 
was  getting  500  mg.  (two  capsules)  every  three 
hours.  Chloromycetin  was  given  for  two  weeks 
altogether. 

Four  blood  cultures  taken  during  the  first  three 
days  of  hospitalization  came  back  positive  for  S. 
typhosa.  A  blood  culture  taken  five  days  after  ad- 
mission, when  the  patient  had  been  taking  Chloro- 
mycetin for  three  days,  showed  no  growth.  No  ty- 
phoid organisms  were  cultured  from  the  stools  or 
urine  on  repeated  examinations. 

The  temperature  returned  to  normal  after  five 
days  of  Chloromycetin  therapy,  and  the  patient  was 
discharged  cured  after  a  stay  of  three  weeks  in  the 
hospital. 

She  had  no  further  trouble  until  March  7,  when 
she  came  in  complaining  of  nausea  and  malaise,  and 
appearing  slightly  jaundiced.  Her  subsequent  course 
was  typical  of  mild  homologous  serum  hepatitis, 
which  probably  resulted  from  the  transfusions  of 
plasma  she  received  while  in  the  hospital.  She  ap- 
pears at  present  to  have  made  a  good  recovery. 

An  investigation  of  possible  sources  of  infection 
showed  that,  at  the  patient's  home  in  the  country, 
she  drank  spring  water  or  well  water  and  used  a 
privy.  There  was  no  history  of  any  cases  of  typhoid 
at  her  home.  At  her  rooming  place  in  town  she 
used  town  water.  The  master  of  the  .house  had  had 
typhoid  twenty  years  ago,  and  one  of  his  sons  had 
had  typhoid  as  a  child.  She  had  visited  a  friend 
near  Hillsboro  on  three  week-ends  prior  to  becom- 
ing ill.  She  often  got  fruit  for  herself  at  a  grocery 
store  in  Hillsboro.  Her  County  Board  of  Health  ex- 
plored all  possibilities,  and  was  unable  to  find  a 
definite   source   of   infection. 

The  patient  had  had  typhoid  vaccine  (3  doses) 
in  1946,  and  an  intradermal  "booster"  dose  in  1947. 
She  had  had  no  typhoid  vaccine  in  1948  or  1949. 
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1.    Response    of    the    patient's   temperature   to    Chloromycetin. 


Comment 

This  patient's  fever  had  the  gradual  onset 
that  is  often  seen  in  typhoid.  She  had  ma- 
laise and  headache,  which  are  characteristic. 
There  was  no  history  of  nosebleed  or  early 
diarrhea,  though  diarrhea  developed  later, 
and  was  thought  to  be  caused  by  the  Aureo- 
mycin.  She  had  marked  variations  in  tem- 
perature, and  frequent  chills  and  sweats. 
Chills  usually  occur  at  the  beginning  of 
typhoid ;  when  they  occur  late,  they  are 
often  due  to  some  complication.  This  patient, 
incidentally,  had  pyelonephritis. 

The  typical  typhoid  temperature  rises 
gradually  for  several  days  and  then  levels 
off,  with  moderate  daily  remissions.  11  be- 
comes more  remittent  during  the  third  veek, 
and  usually  falls  by  lysis.  A  sudden  foil  in 
temperature  between  the  end  of  the  second 
week  and  the  beginning  of  the  fourth  iveek 
suggests  the  possibility  of  hemorrhage  In- 
testinal perforation  is  the  most  severe  com- 
plication, and  usually  occurs  during  the 
height  of  the  disease  in  the  third  week.  This 
patient  had  a  rather  severe  intestinal  kem- 
orrhage  and  had  to  have  three  transfusions 
of  blood  and  one  of  plasma. 

Another  common  symptom,  which  was  not 
marked  in  this  patient,  is  meteorism.  Ihis 
patient  had  a  few  typical  rose  spots,  a  pal- 
pable spleen,  a  "typhoid  tongue,"  and,  afier 
her  hemorrhage,  rather  typical  tenderness 
about  the  cecum.  We  were  not  sure  that  sie 
had  a  dicrotic  pulse,  but  her  pulse  was  slov 
in  relation  to  her  temperature — a  usual  finc- 
ing  in  this   disease.   She  did  not  have  tfe 


delirium  that  is  often  present  in  severe 
cases.  Leukopenia  was  present.  The  positive 
blood  cultures  and  the  positive  agglutination 
tests,  of  course,  confirmed  the  diagnosis. 
Treatment  with  Chloromycetin  proved  to  be 
remarkably  effective  in  shortening  the 
course  of  the  disease  in  this  patient. 

Conclusion 

It  would  seem  that  we  have  in  Chloromy- 
cetin an  efficient  therapeutic  agent  for  ty- 
phoid fever.  It  is  an  effective  remedy  at  any 
stage  of  the  disease" r".  The  organism  does 
not  become  resistant,  and  the  drug  is  just 
as  effective  in  the  treatment  of  a  relapse 
as  it  was  originally.  It  seems,  however,  that 
relapses  may  be  avoided  if  the  drug  is  riven 
in  sufficient  dosage  and  over  a  long  enough 
period. 

The  typhoid  lesions,  and  especially  those 
found  in  the  Peyer's  patches,  do  not  heal 
rapidly,  and  for  this  reason  hemorrhage, 
perforation,  and  other  complications  mar 
occur  after  the  patient  becomes  afebrile. 

Chloromycetin  seems  to  be  mainly  bacteri- 
ostatic, though  it  probably  has  a  mild  bac- 
tericidal action  as  well.  The  drug  is  remark- 
ably free  of  toxic  or  allergic  reactions. 
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ESOPHAGEAL  RESECTION,  UPPER 

THIRD,  WITH  END-TO-END 

ANASTOMOSIS 

A  Case  Report 

Warner  Lee  Wells,  M.D.,  F.A.C.S. 

Durham 

Since  Adams  and  Phemister'1'  reported,  in 
1938,  the  first  successful  transthoracic  eso- 
phagogastrostomy  for  carcinoma,  esophageal 
lesions  in  increasing  number  have  been 
treated  by  this  technique.  As  the  stomach 
has  been  mobilized  to  higher  and  higher 
levels  within  the  chest,  this  means  of  re-es- 
tablishing alimentary  continuity  has  come 
to  be  preferred  in  many  cases  to  the  more 
tedious  techniques  of  dermatoplasty  and  in- 
testinal shunts. 

Recently,  attention  has  focused  on  the  eso- 
phagus itself.  Experiment  and  clinical  ob- 
servation have  shown  that  this  viscus  can 
be  mobilized  extensively  without  embarrass- 
ment of  blood  supply,  and  that  its  inherent 
elasticity  will  permit  reunion  after  sizable 
segments  are  resected.  Swenson  and  Clatwor- 
:hy'-'  described  partial  resection  and  re-an- 
astomosis of  the  esophagus  on  dogs ;  20  out 
of  26  survived,  and  no  deaths  occurred  where 
less  than  50  per  cent  of  the  esophagus  was 
excised.  This  report  included  one  clinical 
case  in  which  a  successful  re-anastomosis 
was  done  after  removal  of  a  benign  stenosis. 
Gross':i',  in  1948,  reported  a  successful  suture 
of  the  esophagus  following  resection  of  a  con- 
genital stricture  in  an  11  month  old  boy.  In 


1949,  Parker  and  Brockington'^'  reported 
that,  of  21  clogs  subjected  to  resection  of  one 
third  of  the  thoracic  esophagus  with  end-to- 
end  suture,  14  survived,  and  in  only  one  did 
a  slight  stricture  develop.  Two  patients  on 
whom  palliative  resection  for  carcinoma  was 
done  by  the  same  technique  survived  long 
enough  to  demonstrate  the  success  of  the  an- 
astomosis ;  one  was  able  to  swallow  for  three 
months. 

The  following  case  report  confirms  the  ob- 
servations made  above,  and  suggests  a  use 
for  this  procedure  where  lesions  lie  above  the 
aortic  arch  or  even  within  the  neck. 

Report  of  a  Case 

A  Negro  woman,  aged  54  years,  entered 
Duke  Hospital  on  January  13,  1944,  with  the 
complaint  of  increasing  difficulty  in  swal- 
lowing that  had  begun  three  months  earlier. 
A  lesion  causing  complete  obstruction  to  the 
esophagus  just  below  the  sternoclavicular 
junction  was  demonstrated  by  roentgeno- 
gram (fig.  1)  and  esophagoscopy.  Biopsy 
was    negative,    because   narrowing    was    so 


From   the   Department    of   Surgery,   Duke 
of  Medicine.   Durham,   North  Carolina. 
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lig.  1.  Preoperative  roentgenograms  showing 
complete  esophageal  obstruction  just  below  the 
ternoclavicular  junction. 
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abiupt  that  a  satisfactory  specimen   could 
not  be  taken  within  the  area  of  stricture. 

The  absence  of  pain  or  palpable  metasta- 
sis, and  the  generally  good  physical  condi- 
tion of  the  patient  favored  an  operative  at- 
tempt to   remove  the  obstructing  mass. 

On  January  29,  under  endotracheal  ether 
and  cyclopropane  anesthesia,  the  left  side 
of  thi  chest  was  entered  posteriorly  through 
the  bed  of  the  sixth  rib.  The  contents  of  the 
left  p'eural  cavity  appeared  normal.  There 
were  ro  pulmonary  adhesions.  Hilar  and  me- 
diastinal glands  were  palpable,  but  none 
were  eilarged.  The  obstructive  lesion  of  the 
esophagus  was  not  at  first  visible  or  palpa- 
ble. Afttr  dividing  the  mediastinal  pleura  at 
the  aortit  arch,  a  tape  could  be  passed  around 
normal  esophagus  and  the  viscus  freed  up- 
ward to  i  hard,  fusiform  mass  level  with 
the  aortic  ^onvexity.  The  mass  was  adherent 
to  the  aoita,  trachea,  and  left  innominate 
vein.  Branches  of  the  bronchial,  esophageal, 
and  intercostal  arteries  were  divided  and  li- 
gated ;  and  by  blunt  dissection  the  tumor 
was  freed  fiom  the  aforementioned  struc- 
tures. Severa  branches  of  the  vagus  nerve 
were  preserve;!.  No  cardiac  irregularity  at- 
tended the  dissection. 

The  tumor,  \hich  was  completely  circum- 
scribed, was  fo.nd  to  extend  into  the  supe- 
rior thoracic  hiaus  and  to  measure  about  4 
cm.  in  length.  Removal  at  such  a  level  could 
not  be  accomplisled  from  within  the  chest; 
and  even  had  theupper  limit  of  the  tumor 
been  accessible,  it.vas,  at  that  time,  consid- 
ered technically  inoossible  to  join  the  eso- 
phagus to  an  abdoiinal  viscus.  A  Stamm 
gastrostomy  was  doe  and  the  thorax  closed. 
Convalescence  was  uneventful. 

The  obstacles  wen  challenging.  If  means 
could  be  tound  to  bri'ge  a  gap  approximat- 
ing 6  cm.  in  the  uppe  esophagus,  we  could 
remove  a  grossly  resectable  tumor  that 
would  otherwise  preset  a  hopeless  progno- 
sis. Why  could  not  the>sophagus  be  drawn 
into  the  neck,  the  tumc  removed,  and  re- 
anastomosis  performed  ?Mot  only  would  the 
tumor  thus  be  positively  stacked,  but  anat- 
omic continuity  of  the  epphagus  would  be 
re-established. 

Could  the  esophagus  bt  stretched  suffi- 
ciently to  permit  this  opertion?  Dissection 
on  fresh  cadavers  indicated-hat  the  relaxed 
esophagus  would  bear  stretclng  to  one  third 
again  its  normal  length.  On  he  assumption 
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Fig.  2.  Transcervical  exposure  of  the  esopha- 
gus, with  the  upper  limit  of  the  tumor  visible  at 
the  jugular  notch. 

that  the  patient's  esophagus  was  25  cm.  in 
length,  the  extreme  increment  possible  would 
be  8  cm.  Sutures  would  hold  without  tension 
if  the  defect  were  not  greater  than  6  cm. 

On  the  basis  of  this  information,  it  was 
decided  to  attempt  removal  of  the  tumor 
through  a  transcervical  incision.  If  tension 
or  poor  blood  supply  should  make  anastomo- 
sis impossible,  the  lower  stump  could  be 
closed  and  a  cervical  stoma  made  with  the 
upper  segment.  In  the  meantime,  a  Lucite 
tube  10  cm.  in  length,  with  internal  diameter 
of  1  cm.,  was  made  to  be  used  as  a  prosthe- 
sis should  this  appear  feasible  as  an  alterna- 
tive procedure. 

A  second  operation  was  performed  on  Feb- 
ruary 12,  1944,  a  vertical  incision  being 
made  between  the  bellies  of  the  left  sterno- 
cleidomastoid muscle.  The  inferior  thyroid 
artery  and  vein  were  cut  and  the  gland  drawn 
forward.  Anterior  retraction  of  the  carotid 
sheath  gave  ready  access  to  the  cervical  eso- 
phagus, and  by  digital  dissection  it  was  eas- 
ily freed  into  the  thorax  (fig.  2).  Induration 
and  fusiform  swelling  were  found  2  cm.  be- 
low the  jugular  notch.  Since  the  vessels  to 
the  esophagus  within  the  thorax  had  been 
sectioned  and  the  lower  end  of  the  tumor 
freed,  complete  mobilization  was  quickly  at- 
tained. In  order  to  prevent  local  contamina- 
tion and  possible  mediastinitis,  the  area  was 
packed    with    gauze    and    the    incision    was 
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Fig.    3.     The    tumor    exposed    by     drawing    the 
upper  thoracic  esophagus  into  the  neck. 

closed  until  an  inflammatory  seal  had  time 
to  develop.  Redundancy  of  the  esophagus, 
however,  made  it  apparent  that  subsequent 
anastomosis  could  be  achieved. 

The  third  operation  was  clone  on  Febru- 
ary 18.  The  wound  was  re-opened  and  the 
mediastinal  gauze  pack  removed.  The  tissues 
around  the  esophagus  were  thoroughly 
sealed. 

A  snare,  threaded  with  blunt  wire,  was 
placed  around  the  esophagus  below  the  tu- 
mor. By  gentle  traction  and  with  surprising 
ease  the  tumor  was  drawn  above  the  jugular 
notch.  The  snare  was  then  removed  and 
clamps  were  applied   (fig.  3). 

After  isolating  the  field  with  warm  Mi- 
culicz  pads,  stay  stutures  were  placed  in  the 
esophagus  above  and  below  the  lesion  to  pre- 
vent retraction  and  rotation.  The  esophagus 
was  divided  1  cm.  below  and  above  the  tumor, 
so  that  the  total  specimen  removed  measured 
6  cm.  in  length.  The  distal  segment  bled 
freely.  The  Lucite  tube  was  inserted  as  a 
stint,  and  was  held  in  place  with  a  suture 
threaded  through  two  perforations  at  its 
center.  The  ends  of  the  esophagus  were  then 
joined  with  interrupted  sutures  of  no.  70 
cotton.  As  the  sutures  were  brought  down, 
there  was  a  sense  of  gentle  tension,  but  no 
tearing  or  distortion  of  the  tissues  (fig.  4). 
Three  grams  of  crystalline  sulfanilamide 
were  dusted  into  the  wound,  and  the  tissues 
were  closed  around  one  Penrose  drain. 

Liquids  in  small  amounts  were  given  or- 


Fig.  4.  Anastomosis  of  the  upper  thoacic  and 
cervical  portions  of  the  esophagus  wthin  the 
neck  after  removal  of  the  tumor.  Tie  Lucite 
stint  is  visible  in   the  esophagus. 

ally  after  a  gastrostomy  feeding  was  regur- 
gitated into  the  mouth  on  the  tiird  day.  A 
barium  swallow  on  the  eighth  .lay  entered 
the  stomach,  although  its  passage  was  slight- 
ly delayed  at  the  cardia  by  whs;  appeared  to 
be  tautness  of  the  lower  esophigus  (fig.  5). 
A  full  liquid  diet  could  be  takm  by  the  sev- 
enteenth day,  and  four  days  later  the  pa- 
tient could  eat  a  soft  diet. 

The  postoperative  course  vas  complicated 
by  intermittent  fever  fron  the  seventh  to 
the  thirty-third  day.  This  f  ver  was  believed 
to  be  caused  by  a  localizedaiediastinitis,  for 
a  small  collection  of  bariur  could  be  detected 
outside  the  esophagus  at  tie  suture  line  (fig. 
5).  Upon  removal  of  the^ucite  tube  on  the 
thirty-third  day  the  tempi'ature  became  nor- 
mal. 

Roentgen  examination  on  March  27,  thir- 
ty-eight days  after  the.hird  operation  (fig. 
6),  was  reported  as  fllows:  "There  is  no 
delay  in  the  passageof  barium  and  very 
little,  if  any,  irregulaity  in  the  region  of  the 
resected  carcinoma.  The  lumen  is  patent, 
and  no  barium  is  sen  to  leak  out  into  the 
mediastinum  as  on  previous  examination. 
Barium  enters  the  jomach  much  more  rap- 
idly. .  .  .  The  loweiend  of  the  esophagus  is 
still  stretched.  WeAannot  be  certain  of  any 
definite  recurrent:  of  tumor.  The  general 
impression  is  thp  there  has  been  marked 
improvement  an  satisfactory  re-establish- 
ment of  lumen." 
/ 
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Fig.  5.  Roentgenograms  taken  eight  days  after 
operation,  showing  the  Lucite  tube  in  the  eso- 
phagus. Barium  passed  readily  into  the  stom- 
ach, but  there  appears  to  be  some  extravasa- 
tion at  the  site  of  the  anastomosis  at  the  level 
of  the  clavicle. 

Direct  visualization  showed  a  normal  lu- 
men at  the  anastomosis,  with  complete  epith- 
elialization  except  for  one  small,  granulat- 
ing area  situated  posteriorly. 

The  specimen  removed  at  operation  was 
described  by  the  pathologist  as  measuring  5 
cm.  in  length.  The  tumor  itself  was  3.5  cm. 
long,  annular,  cicatrizing,  and  ulcerated.  Mi- 
croscopically, the  lesion  was  identified  as  an 
anaplastic  squamous  cell  carcinoma  which 
had  destroyed  the  mucosa  and  extended  into 
and  through  the  muscular  coat.  (Since  the 
tumor  had  been  adherent  to  the  aorta  and 
trachea,  invasion  had  undoubtedly  extended 
to  these  structures.)  Linear  extension  was 
not  detected. 

The  patient  was  discharged  forty-five  days 
after  the  last  operation.  She  returned  three 
weeks  later  with  partial  obstruction  due  to 
an  annular  constriction  at  the  anastomosis. 
Biopsy  showed  only  inflammatory  scar  tis- 
sue. The  ability  to  swallow  was  restored  by 
dilatation.  Within  three  months  obstruction 
recurred,  but  since  the  patient  refused  fur- 
ther  instrumentation    we    could    not   know 


Fig.  6.  Roentgenograms  taken  on  the  thirty- 
eighth  postoperative  day,  six  days  after  re- 
moval of  the  Lucite  tube.  Barium  passed  readily 
into  the  stomach,  with  no  extravasation,  irreg- 
ularity, or  constriction  at  the  site  of  anastomo- 
sis. 

whether  it  was  due  to  recurrence  of  the  tu- 
mor or  to  inflammatory  scarring.  She  died 
at  home  on  December  7,  1944,  ten  months 
after  operation,  her  physician  listing  pneu- 
monia as  the  cause  of  death.  Autopsy  was 
not  permitted. 

Comment 
In  retrospect  it  is  believed  that  the  Lucite 
tube  served  no  useful  purpose  in  this  case, 
and  that  the  localized  mediastinitis  might 
not  have  occurred  had  the  suture  holding  the 
tube  not  been  placed  through  the  line  of 
anastomosis.  The  early  development  of  stric- 
ture has  two  possible  explanations:  (1)  re- 
currence of  the  tumor,  since  microscopic 
study  of  the  specimen  showed  extension  of 
malignant  cells  beyond  the  confining  limit 
of  the  esophageal  wall;  (2)  inflammation 
and  scarring  incident  to  localized  infection 
and  delayed  healing  at  the  suture  line. 

Summary  and  Conclusions 

1.  After  transthoracic  mobilization,  a  seg- 
ment of  superior  thoracic  esophagus  con- 
taining carcinoma  was  removed  through  the 
neck,  and  continuity  was  restored  by  end-to- 
end  anastomosis.  Deglutition  was  possible 
until  recurrence  of  scarring  closed  the  eso- 
phagus three  months  later. 

2.  Even  'though  the  esophagus  was  ex- 
tensively mobilized  and  rejoined  within  the 
neck,  the  blood  supply  to  the  lower  segment 
remained  good. 
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3.  Esophageal  elasticity  is  ample  to  per- 
mit the  removal  of  a  5  to  6  cm.  segment  and 
resuture  without  undue  tension. 

4.  The  use  of  this  technique  appears  ap- 
plicable, not  only  for  small  or  early  tumors 
lying  high  within  the  esophagus,  but  partic- 
ularly for  benign  strictures  from  whatever 
cause.  It  has  the  additional  advantage  of 
preserving  the  cardiac  sphincter. 
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EXFOLIATIVE  DERMATITIS  DUE  TO 
PHENOBARBITAL  ENDING  FATALLY 

David  E.  Plummer,  M.D. 
Robert  L.  McDonald,  M.D. 

and 
Marvin  W.  Phillips,  M.D. 

Thomasville 

Within  recent  years  the  use  of  the  barbi- 
turates has  reached  enormous  proportions. 
These  drugs  are  among  the  most  valuable 
sedatives  available,  and  undesirable  reactions 
to  them  are  comparatively  infrequent.  The 
common  reactions  are  well  known,  and  in 
most  instances  their  treatment  consists 
merely  in  discontinuing  the  drug.  Within  re- 
cent years  it  has  been  recognized  that  dan- 
gerous reactions  to  the  barbiturates  may  oc- 
cur in  an  occasional  case.  So  far  as  we  can 
determine,  exfoliative  dermatitis  is  the  most 
severe  reaction  encountered  with  the  thera- 
peutic use  of  the  barbiturates. 

Out  of  13  cases  of  exfoliative  dermatitis 
clue  to  barbiturates  reported  in  the  literature 
since  1936'1',  only  4  patients  have  recovered. 
Phenobarbital  was  the  principal  offender  in 
these  13  cases.  On  the  basis  of  the  clinical 
data  accumulated  in  these  13  reported  cases, 
we  believe  that  a  diagnosis  of  fatal  exfolia- 
tive dermatitis  due  to  phenobarbital  is  justi- 
fied in  the  case  reported  below,  despite  the 
lack  of  sufficient  laboratory  data  and  post- 
mortem studies. 


Case  Report 

A  59  year  old  white  woman  was  admitted 
to  the  City  Memorial  Hospital  in  Thomas- 
ville on  April  9,  1949.  She  was  critically  ill 
and  complained  of  vomiting,  a  rash  over  her 
entire  body,  and  fever.  She  stated  that  she 
had  always  enjoyed  good  health  and  had 
never  taken  medicine  of  any  kind  until  about 
five  weeks  before  admission  to  the  hospital. 
At  that  time  a  sudden  severe  pain  developed 
in  the  right  upper  quadrant,  radiating  pos- 
teriorly to  the  region  of  the  right  scapula. 
Soon  after  the  onset  of  the  pain  she  began 
to  have  nausea  and  vomiting.  Her  family 
physician  was  summoned  and  a  diagnosis  of 
gallbladder  colic  was  made.  Opiates  were 
given  for  relief  of  the  pain,  and  Transentine- 
Phenobarbital  (Transentine  59  mg.,  pheno- 
barbital 20  mg.)  and  dietary  measures  were 
prescribed.  She  made  a  gradual  recovery  and 
was  asymptomatic  at  the  end  of  approximate- 
ly one  week. 

The  same  medication  was  continued,  and 
at  the  end  of  two  weeks  a  red,  itching,  and 
burning  rash  appeared  on  her  face  and 
spread  rapidly  over  the  entire  body.  Twenty- 
four  hours  after  the  onset  of  the  rash  she 
began  to  have  nausea  and  vomiting,  but  no 
pain.  Her  temperature  varied  between  103 
and  104  F.  She  was  seen  by  her  family  phy- 
sician, who  ordered  her  to  discontinue  the 
use  of  phenobarbital.  She  was  given  Bena- 
dryl (50  mg.  every  four  hours)  and  a  lotion 
for  the  skin,  and  was  told  to  force  fluids. 
Her  condition  became  progressively  worse 
until  her  admission  to  the  hospital. 

Physical  examination 

Physical  examination  on  admission  re- 
vealed a  critically  ill,  moderately  obese 
white  woman  who  was  extremely  restless. 
The  temperature  was  104  F.,  the  pulse  120, 
blood  pressure  118  systolic,  70  diastolic.  The 
entire  body  showed  a  generalized  erythema 
with  marked  thickening  of  the  skin  and 
scaling  which  was  most  pronounced  around 
the  mouth,  nose,  and  ears.  There  were  num- 
erous fissures  of  the  mouth.  The  conjunc- 
tivae were  swollen  and  injected.  The  mouth 
and  tongue  were  extremely  dry  and  dirty. 
There  was  no  enlargement  of  the  lymph 
nodes,  and  the  nasopharynx  was  essentially 
normal.  The  lungs  were  clear  throughout, 
and  examination  of  the  heart  was  negative. 
There  was  evidence  of  moderate  arterioscler- 
osis.  The  abdomen  was  scaphoid  and  symmet- 
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rical,  with  no  tenderness,  spasm,  or  rigidity. 
Examination  of  the  genitourinary  organs  re- 
vealed nothing  of  significance.  Pelvic  and 
rectal  examinations,  as  well  as  a  neurologic 
examination,  were  negative. 

Accessory  findings 

A  blood  count  made  on  admission  showed 
3,580,000  red  blood  cells,  a  hemoglobin  of 
73  per  cent,  a  color  index  of  1.02,  and  10,200 
white  blood  cells,  with  37  per  cent  lympho- 
cytes, 4  per  cent  monocytes,  and  59  per  cent 
polymorphonuclears.  Repeated  blood  counts 
made  during  her  stay  in  the  hospital  showed 
no  significant  change.  The  urine  had  a  spe- 
cific gravity  of  1.019  and  an  acid  reaction; 
it  contained  albumin  (2  plus),  50  white 
blood  cells  per  high  power  field,  and  an  oc- 
casional hyaline  cast.  Repeated  urinalyses 
revealed  no  significant  change.  Blood  culture 
was  negative.  The  nonprotein  nitrogen  was 
30  mg.  per  100  cc.  on  admission,  and  one 
week  later  had  increased  to  50  mg.  The  ic- 
terus index  on  admission  was  12  units.  The 
urine  was  not  tested  for  arsenic  or  barbi- 
turates. 

Course  in  the  hospital 

During  her  two  weeks  in  the  hospital,  the 
patient's  temperature  rarely  dropped  below 
101  F.  The  exfoliation  became  much  worse 
and  involved  the  entire  body  surface,  includ- 
ing the  scalp,  palms,  and  soles.  Vomiting  in- 
creased progressively,  despite  various  alle- 
viative  measures.  At  the  end  of  the  first  week 
of  hospitalization  the  patient  was  unable  to 
retain  anything  by  mouth.  Intravenous  fluids 
were  administered  daily,  and  repeated  trans- 
fusions were  given.  Penicillin  and  Benadryl 
were  given  throughout  her  stay  in  the  hos- 
pital. Various  lotions  and  oils  were  applied 
to  the  skin  without  any  noticeable  results. 
Despite  these  therapeutic  measures,  the  pa- 
tient died  on  April  22,  1949. 

Comment 
Clinically,  it  is  impossible  to  differentiate 
exfoliative  dermatitis  due  to  barbiturates 
from  that  due  to  the  arsenical  compounds. 
Barefoot  and  Callaway111  have  pointed  out 
that  conjunctivitis  is  rare  in  the  latter  type 
of  exfoliative  dermatitis,  but  is  frequently 
present  in  the  former.  Conjunctivitis  was 
present  in  our  case. 

Laboratory  methods  are  not  sufficiently 
reliable  to  establish  a  diagnosis  of  barbit- 
urate poisoning  without  question.  The  find- 


ing of  therapeutic  levels  of  barbiturates  in 
the  urine  would  be  of  some  value,  but  would 
not  produce  conclusive  evidence.  The  period 
of  ingestion  of  the  barbiturate  and  the  size 
of  the  dose  seem  to  have  no  relation  to  the 
onset  or  severity  of  the  clinical  manifesta- 
tions. 

From  our  experience  with  this  case  and 
from  a  study  of  the  literature,  it  seems  that 
the  best  means  of  establishing  a  diagnosis 
in  the  average  case  is  an  adequate  history. 
In  view  of  the  widespread  use  of  barbitur- 
ates, it  would  appear  that  the  condition  must 
certainly  occur  more  frequently  than  is  rec- 
ognized. 

From  the  data  available  on  exfoliative  der- 
matitis due  to  barbiturates,  there  seems  to 
be  no  indication  for  limiting  the  use  of  these 
drugs.  It  should  be  kept  in  mind,  however, 
that  such  a  reaction  may  occur.  When  pa- 
tients who  are  receiving  barbiturates  com- 
plain of  various  skin  manifestations,  they 
should  receive  more  than  casual  attention. 

Summary  and  Conclusions 

1.  A  case  of  fatal  exfoliative  dermatitis 
believed  to  be  due  to  phenobarbital  is  re- 
ported. 

2.  Exfoliative  dermatitis  clue  to  barbitur- 
ates is  an  uncommon  but  usually  fatal  reac- 
tion. 

3.  The  presence  of  conjunctivitis  associ- 
ated with  exfoliative  dermatitis  may  suggest 
a  barbiturate  drug  as  the  causative  agent. 

4.  The  most  important  aid  in  the  diagnosis 
of  exfoliative  dermatitis  due  to  barbiturates 
is  a  careful  history. 

5.  All  patients  receiving  barbituric  acid 
derivatives  who  complain  of  skin  symptoms 
should  be  observed  very  closely. 
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Thomas  Fanning  Wood  was  born  in  Wil- 
mington, North  Carolina,  on  February  23, 
1841.  Following  the  failure  of  the  whale 
fisheries  in  Nantucket,  Massachusetts,  his 
New  England  parents  had  moved  to  the 
South  and  established  their  home  in  North 
Carolina.  Thomas  grew  to  be  an  ambitious 
young  man,  and,  following  his  years  in  high 
school,  he  apprenticed  himself  to  various 
physicians  in  Wilmington  in  order  to  learn 
medicine.  In  his  spare  time  he  worked  in  a 
drug  store. 

At  the  beginning  of  the  Civil  War  he  vol- 
unteered as  a  private  in  the  Eighteenth  Regi- 
ment of  the  North  Carolina  infantry,  and 
served  at  Fort  Fisher,  North  Carolina,  and 
Coosawatchie,  South  Carolina.  After  the 
Seven  Days  Battles  around  Richmond  in 
1862,  he  was  transferred  to  the  North  Caro- 
lina Hospital  in  that  city  and  was  detailed 
by  the  Secretary  of  War  to  attend  lectures 
at  the  Medical  College  of  Virginia,  then  in 
session.  Wood  proved  a  brilliant  student,  and 
in  February,  1863,  prior  to  graduation,  he 
was  called  before  the  Army  Medical  Board 
and  was  made  an  assistant  surgeon  with  the 
rank  of  captain.  Thus  began  his  distin- 
guished army  medical  career.  After  assign- 
ment to  the  Third  Regiment,  North  Carolina 
infantry,  Jackson's  corps,  he  served  at  the 
Battles  of  Chancellorsville,  Winchester  and 
Gettysburg.  He  was  continuously  with  the 
same  regiment  during  Grant's  campaign  in 
the  Wilderness,  and  with  General  Early's 
army  in  the  campaign  from  Lynchburg  to 
Washington.  His  regiment  was  later  trans- 
ferred to  the  army  around  Petersburg  in 
1864-1865;  and  Wood  was  with  Lee's  army 
at  the  surrender  on  April  9,  1865. 

On  his  return  to  Wilmington  following 
cessation  of  hostilities,  Wood  found  a  terrible 
epidemic  of  smallpox.  Organizing  a  hospital 
for  the  care  of  the  sick,  he  treated  over  1300 
cases  of  the  disease.  It  was  during  these 
postwar  years  that  Dr.  Wood  made  his  great- 
est contributions  to  North  Carolina  medi- 
cine, in  the  field  of  public  health  . 


Acting  on  a  petition  from  the  North  Caro- 
lina Medical  Society,  written  by  Dr.  Thomas 
Fanning  Wood  and  his  associates,  the  North 
Carolina  State  Legislature  in  1877  passed  the 
first  law  creating  a  State  Board  of  Health. 
It  was  a  small  beginning.  The  State  Medical 
Society  was  invested  with  the  powers  of  a 
board  of  health,  and  an  annual  appropriation 
of  $100  was  made.  At  the  first  meeting  of 
the  State  Medical  Society  following  adjourn- 
ment of  the  legislature,  Dr.  Satchwell  of 
Rocky  Point  was  appointed  president  of  the 
new  Board  of  Health,  and  Dr.  Wood  was 
named  secretary. 

There  had  been  a  few  permanent  local 
health  boards  in  America  between  1790  and 
1830,  chiefly  in  port  towns,  for  the  purpose 
of  administering  quarantines.  During  those 
years  deaths  were  recorded  by  the  sextons. 
After  1830,  cities  and  towns  began  to  rely  on 
doctors  for  birth  and  death  statistics,  and  by 
1860  the  majority  of  American  towns  had 
health  boards.  It  was  not  until  ten  years 
later,  however,  that  salaried  medical  officers 
were  employed1".  Progress  in  public  health 
legislation  was  delayed  by  the  Civil  War,  and 
although  Lemuel  Shattuck's  report  to  the 
State  of  Massachusetts  recommended  a  state 
board  as  early  as  1850,  this  did  not  become 
an  actuality  until  some  years  later. 

There  were  many  signs  of  retrogression 
in  preventive  medicine  through  all  sections 
of  the  country,  even  after  the  war's  termina- 
tion. In  the  South  the  systematic  medical 
service  for  the  poor  was  abandoned.  Ar- 
rangements for  free  vaccination  in  Missis- 
sippi were  abolished,  and  South  Carolina 
gave  up  the  registration  of  vital  statistics111. 
Southern  physicians  had  an  almost  insur- 
mountable task  in  dealing  with  the  rapidly 
rising  death  rate  among  Negroes  herded 
into  towns,  poverty  stricken  and  suffering 
from  tuberculosis  and  syphilis,  and  with  the 
poor  health  of  the  white  population  after 
four  years  of  war.  The  efforts  of  some  con- 
scientious workers  began  to  show  results, 
and  four  years  after  the  surrender  Massa- 
chusetts took  the  lead  in  creating  the  first 
state  board  of  health.  In  the  next  decade 
eighteen  other  states  emulated  this  example. 

The  pioneers  in  these  efforts  were  to  a 
large  extent  army  physicians  who  carried 
their  military  interests  in  preventive  medi- 
cine into  civilian  life.  Dr.  Richard  Shryock, 
in  his  study  of  the  origins  of  the  public 
health  movement,  pointed  out  that  army  and 
navy  medical  service  have  always  afforded 
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training  in  preventive  medicine. 

"It  is  natural  therefore,  that  these  services  have 
contributed  much  to  the  development  of  preventive 
medicine  in  the  United  States,  as  well  as  in  other 
nations.  It  is  highly  probable  that  the  various  young- 
physicians  who  enlisted  in  the  Civil  War,  and  even 
afterwards,  manifested  an  active  interest  in  public 
health,  achieved  that  interest  in  the  service.  There 
were  many  such,  e.g.,  Dr.  S.  W.  Abbott  of  Massa- 
chusetts, a  pioneer  American  demographer;  Dr.  T. 
F.  Wood,  the  founder  of  the  North  Carolina  State 
Board  of  Health;  and  perhaps  most  notable  of  all, 
Dr.  John  S.  Billings,  whose  career  as  a  sanitarian 
and  librarian  is  well  known."11' 

In  his  first  report  on  the  progress  of  the 
newly  established  Board  of  Health,  to  the 
North  Carolina  Medical  Society  in  Goldsboro 
on  May  15,  1878,  Dr.  Wood  said : 

"I  am  satisfied  that  nothing  but  a  sincere  desire 
to  make  a  beginning  in  the  great  work  of  sanitary 
reform  and  to  put  the  ball  in  motion  could  have 
induced  this  body  to  have  accepted  such  a  great 
work  with  such  trifling  means."1-1 

He  never  relaxed  his  efforts,  and  in  1879, 
on  his  recommendation,  the  legislature 
made  improvements  in  the  public  health 
laws.  Following  that  session,  the  first  perm- 
anent organization  of  the  Board  was  effected 
in  the  old  "McAdoo  House"  in  Greensboro  on 
May  21,  1879,  during  a  meeting  of  the  State 
Medical  Society.  Dr.  Wood  was  chosen  sec- 
retary for  a  term  of  six  years.  In  the  follow- 
ing year  the  appropriation  for  the  Public 
Health  Board  was  increased  from  $100  to 
$200.  In  1881  the  State  Medical  Society 
honored  Dr.  Wood  by  electing  him  its  presi- 
dent* ;  but  he  was  becoming  pessimistic 
about  the  future  of  preventive  medicine  in 
North  Carolina.  The  appropriations  were 
still  negligible,  and  his  attempt  to  have  a 
comprehensive  vital  statistics  law  enacted 
met  with  failure.  His  discouragement  was 
reflected  in  his  statement  that  "The  interest 
and  objects  of  the  board  seem  to  be  in  a 
retrograde  condition  in  North  Carolina, 
while  the  opposite  condition  is  true  of  other 
states."*2' 

His  unselfish  zeal  bore  fruit,  however, 
and  in  1885  the  public  health  laws  were 
amended,  making  county  boards  more  effi- 
cient, allowing  a  printing  fund  not  to  exceed 
$250,  and  increasing  the  general  appropria- 
tion of  the  Board  from  $200  to  $2000  per 
year.  At  last  the  state  board  was  on  firm 
ground,  and  Dr.  Wood's  vision  was  becoming 
a  reality. 

Thomas  Wood  received  an  honorary  M.D. 
degree  from  the  University  of  Maryland  in 


*  Twenty-eight  years  later  his  son,  Edward  Jenner  Wood, 
famous  for  his  studies  of  pellagra  and  sprue,  was  elected 
first  vice  president  of  the  society. 


1868,  and  in  1888  the  University  of  North 
Carolina  conferred  on  him  an  honorary 
LL.D.  He  was  a  founder  of  the  American 
Public  Health  Association  and  was  its  first 
vice  president.  He  served  on  the  Board  of 
Medical  Examiners  of  North  Carolina;  and 
in  1878,  with  M.  J.  DeRosset,  began  the 
North  Carolina  Medical  Journal,  of  which  he 
was  the  editor-in-chief  until  his  death.  Be- 
cause of  his  interest  in  vital  statistics,  he 
edited  a  monthly  periodical,  the  Bulletin  of 
the  North  Carolina  Board  of  Health.  He  was 
an  enthusiastic  botanist  and  an  authority 
on  the  flora  of  his  state.  This  knowledge 
made  him  a  valuable  member  of  the  Com- 
mittee for  the  revision  of  the  Pharmacopeia 
for  the  periods  1880-1890  and  1890-1900.  In 
1887  his  catalogue,  written  in  collaboration 
with  Gerald  McCarthy  on  the  botany  of  his 
section  of  the  South,  was  published  as  a  part 
of  the  Elisha  Mitchell  Scientific  Society  of 
the  University  of  North  Carolina,  under  the 
title  of  "Wilmington  Flora."  At  one  time  he 
proposed  to  reissue  Dr.  Curtis'  "Woody 
Plants  of  North  Carolina,"  adding  sections 
of  his  own;  but  ill  health  prevented  the  ac- 
complishment of  this  project. 

Despite  a  serious  cardiac  ailment,  he  con- 
tinued to  edit  the  state  journal  and  prescribe 
for  patients  from  his  bed.  Throughout  his 
life  he  maintained  an  active  interest  in  the 
affairs  of  his  home  community,  and  he  was 
president  of  the  Wilmington  Library  Asso- 
ciation when  he  died  on  August  22,  1892,  at 
the  age  of  50. 

Dr.  Richard  H.  Lewis,  who  succeeded  Dr. 
Wood  as  secretary  of  the  State  Board  of 
Health,  said:  "The  State  Board  of  Health 
owes  its  origin  to  the  enlightened  mind  and 
benevolent  heart  of  the  late  deeply  lamented 
Dr.  T.  F.  Wood  of  Wilmington."' 

It  is  clear  that  Thomas  Fanning  Wood,  of 

the  late  nineteenth  century,  would  have  been 

in  accord  with  the  statement  made  in  1949 

by  Dr.  James  B.  Conant  in  his  introduction 

to    "Public   Health    in   the    World   Today": 

".  .  .  it  is  clear  that  if  we  are  to  attain  the  social 
objectives  of  making  the  new  knowledge  equally  ef- 
fective in  the  lives  of  all  the  people  of  a  nation — 
let  alone  of  the  entire  world — improving  our  meth- 
ods of  curing  disease  is  not  enough.  The  problem 
today  is  keeping  well."'31 

M.  B.  T. 
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HEALTH  INVENTORY— BY  MACHINE? 
The  political  re-education  which  physi- 
cians are  undergoing  has  taught  many  to 
keep  an  ear  to  the  ground  and  to  watch  for 
straws  in  the  wind.  Washington  newspaper 
columnists  are  often  the  first  to  give  hints 
on  the  trends  of  thought  and  the  long  range 
plans  of  the  bureaucrats.  Unfortunately,  es- 
pecially where  medicine  is  concerned,  bu- 
reaucratic thinking  in  terms  of  "the  greatest 
good  for  the  greatest  number"  often  loses 
sight  of  first  principles. 

The  very  favorable  public  reaction  to  large 
scale  roentgen  screening  for  tuberculosis  has 
led  people  concerned  with  public  health  to 
explore  the  possibility  of  adapting  the  mass 
technique  to  other  diseases.  One  columnist 
reports  on  the  favorable  response  to  a  pilot 
clinic  through  which  400  to  500  persons  a 
day  already  have  passed.  The  early  detection 
of  incipient  stages  of  disease  is  a  highly 
laudable  goal,  but  the  possibility  of  attain- 
ing it  by  this  technique  deserves  critical 
sc  rutin  v. 


It  is  well  recognized  that  incipient  tuber- 
culosis can  best  be  diagnosed  with  the  roent- 
genogram. By  the  time  the  disease  is  de- 
tectable on  physical  examination,  it  is  al- 
ready in  a  moderately  advanced  stage.  Such 
is  not  the  case  with  the  much  more  frequent 
diseases  which  are  assuming  increasing 
prominence  as  the  population  ages.  The  sep- 
arate clinics  for  the  detection,  by  the  sim- 
plest and  quickest  methods,  of  cancer,  dia- 
betes, cardiovascular  disease,  and  mental  ill- 
ness which  have  been  established  in  many 
communities  are  designed  to  see  the  greatest 
number  of  people  in  the  shortest  possible 
time.  They  attempt  to  utilize  the  well  known 
tendency  of  American  industry  to  substitute 
a  machine  for  a  man  wherever  possible,  in 
order  to  achieve  mass  production. 

The  proposal  is  now  made  to  combine 
these  separate  clinics  into  one  glorified 
medical  production  line  —  a  "multiphasic 
screening  center" —  under  the  presumption 
that  the  individual  physician  cannot  or  will 
not  undertake  the  task.  The  patient  would 
present  himself  for  his  "periodic  health 
inventory"  or  "complete  physical  check-up." 
If  the  tuberculosis  mass  survey  technique  is 
followed,  he  might  enter  one  end  of  a  group 
of  trailer  trucks,  in  which  technicians  would 
perform  a  serologic  test  for  syphilis,  a  roent- 
genogram of  the  chest,  an  electrocardio- 
gram, a  blood  sugar  determination,  and  a 
urine  examination.  The  blood  pressure  could 
be  taken  by  a  nurse.  The  physician  would 
presumably  follow  the  cancer  screening  tech- 
nique, examining  the  mouth,  skin,  nodes, 
rectum,  prostate,  or  breast  and  pelvis  (a 
vaginal  smear  done  by  a  technician  could  be 
included)  ;  he  might  also  listen  to  the  heart. 
The  patient,  having  been  suitably  impressed 
with  this  display  of  mechanical  devices  and 
laboratory  tests,  would  then  be  dismissed  to 
be  "referred  to  a  physician  for  prompt 
treatment." 

The  only  catch  in  this  scheme  is  that  the 
most  important  essentials  to  a  dependable 
evaluation  of  the  health  of  the  individual 
have  been  omitted.  He  has  not  had  either  a 
history  or  a  satisfactory  physical  examina- 
tion. Heart  disease,  for  instance,  is  detected 
earliest  by  the  history — not  by  the  roentgen 
shadow  or  electrocardiogram,  which  are 
altered  in  more  advanced  disease.  Cancer  of 
the  stomach,  one  of  the  most  common  forms 
of  malignancy,  can  be  suspected  only  from 
the  history,  and  can  be  detected  earliest  by 
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a  radiologist  using  time-consuming  fluoro- 
scopic examinations.  We  still  do  not  have 
available  a  dependable  blood  test  for  screen- 
ing cases  of  cancer. 

It  seems  impossible  to  convince  people  that 
the  individual  doctor-patient  relationship  is 
not  merely  a  sacred  fetish  handed  down  from 
antiquity  to  which  all  physicians  bow  in 
reverence,  but  that  it  is  the  best  method  de- 
veloped in  3000  years  for  giving  good  per- 
sonal medical  care.  The  history — when  taken 
by  a  physician,  not  checked  on  a  quiz  sheet 
by  the  patient — is  still  the  most  important 
factor  in  the  diagnosis  of  disease.  Many 
studies  have  shown  that  at  least  75  per  cent 
of  diagnoses  are  made  correctly  on  the  basis 
of  the  history.  No  method  has  been  or  can 
be  devised  which  will  allow  any  reasonable 
number  of  physicians  to  take  histories  on 
400  to  500  people  daily. 

The  public  should  not  be  deluded  into  be- 
lieving that  examination  by  machine  can  ex- 
clude or  detect  all  incipient  disease.  The 
highly  specialized  diagnostic  detection  clin- 
ics are  looking  for  only  one  pathologic  pro- 
cess. Regardless  of  how  many  are  combined 
into  a  "multiphasic  screening  center,"  the 
vital  ingredient  in  diagnosis  is  the  physician, 
who  will  collect  essential  data  and  who  in 
the  end  must  treat  the  patient.  Even  the  most 
rabid  proponents  of  such  schemes  recognize 
that  they  are  "most  beneficial  to  the  public 
when  they  are  geared  to  the  diagnostic  and 
treatment  facilities  of  the  community."111 
The  family  doctor  is  the  keystone  of  diag- 
nosis and  treatment  in  the  community,  and 
he  alone  has  the  opportunity  to  interpret 
the  symptoms,  signs,  and  laboratory  find- 
ings in  the  light  of  the  home  environment  of 
the  patient.  Let  us  continue  to  urge  the  pub- 
lic to  seek  good  medical  care  regularly,  but 
let  us  also  emphasize  that  the  essential  fac- 
tor is  the  physician  and  not  the  machine. 

1.    Hilleboe,    H.    E. :    Annual    Health    Inventories,    NTA    Bull. 
(Feb.)   1950,  p.  25. 


THE  SENATORIAL  PRIMARY 

The  victory  of  Willis  Smith  in  the  second 
Democratic  primary  was  an  emphatic  protest 
of  North  Carolina  voters  against  the  Truman 
administration  and  many  of  the  things  it 
stands  for.  For  that  reason  it  gave  satisfac- 
tion to  many  who  do  not  want  our  country  to 
follow  England  into  Socialism.  This  satisfac- 
tion, however,  is  tinged  with  regret  that  a 


man  who  is  as  generally  loved  and  respected 
as  Frank  Graham  had  to  become  a  casualty 
in  the  great  game  of  politics.  No  doubt  many 
who  voted  against  him  did  so  because  they 
sincerely  felt  that  it  was  their  most  effective 
way  to  protest  against  the  ruthless  methods 
of  the  so-called  "Fair  Dealers"  in  Washing- 
ton. Such  people  did  not  love  Frank  Graham 
less,  but  their  country  more. 

It  is  not  disparaging  Willis  Smith,  who  is 
destined  to  make  his  mark  in  Washington,  to 
say  that  many  who  voted  for  him  knew  little 
about  him  except  that  he  had  pledged  to 
stand  firm  against  further  encroachments 
upon  the  rights  of  the  people  by  a  power-mad 
federal  government. 

John  Temple  Graves,  in  his  column  for 
June  28,  expressed  the  feeling  of  many  when 
he  said : 

"Some  of  us  who  cheered  without  reserva- 
tion the  defeat  of  Claude  Pepper  have  no 
cheers  as  Frank  Graham  goes  down,  even 
though  knowing  it  for  the  best.  There  are 
only  tears  that  a  true-hearted  gentleman  and 
idealist  had  to  be  dragged  into  and  through 
politics,  and,  even  more,  that  in  the  sorry 
game  he  was  forced  to  positions  which 
seemed  to  hedge  on  ideals  for  which  we  hon- 
ored him  even  if  we  could  not  accept  them." 


HOSPITAL  VISITORS 

The  weekly  broadcasts  over  station  WPTF 
by  Mr.  William  H.  Richardson,  of  the  State 
Board  of  Health,  are  always  interesting  and 
full  of  useful  information.  One  of  the  most 
timely  of  these  was  based  upon  an  article 
in  the  Health  Bulletin  for  September,  en- 
titled "Hospital  Visiting  Creates  Serious 
Problems."  It  is  to  be  hoped  that  both  the 
address  and  the  article  in  the  Bulletin  re- 
ceived the  widest  possible  publicity,  for  "un- 
controlled visiting  has  become  a  serious 
menace  to  the  proper  treatment  ...  of  our 
patients." 

Only  one  who  has  been  a  hospital  patient 
can  appreciate  the  harm  that  can  be  done  by 
injudicious  visiting.  It  might  almost  be  said 
that  the  most  important  rule  for  visiting  the 
sick  is  the  famous  advice  given  by  Punch  to 
those  about  to  marry:  "Don't!"  For  those 
who  must  visit  hospitals  regularly,  however, 
the  advice  given  in  the  Bulletin  is  excellent. 
Such  an  article  does  far  more  to  help  sick 
people  than  most  attempts  to  contribute  to 
the  medical  education  of  the  public. 
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MEDICAL  WOMEN   OF 
NORTH  CAROLINA 

Beginning  with  the  issue  for  October, 
1949,  the  Medical  Woman's  Journal  has  been 
publishing,  in  a  section  entitled  "History  of 
Women  in  Medicine,"  a  series  of  sketches 
devoted  to  medical  women  of  North  Carolina. 
The  editor  is  Dr.  Irma  Henderson-Smathers 
of  Asheville,  who  in  her  own  right  deserves 
a  place  of  honor  among  the  medical  women 
of  the  state. 

Thus  far,  twenty-seven  sketches  have  ap- 
peared. This  series  very  appropriately  began 
with  Dr.  Elizabeth  Blackwell,  the  first  wo- 
man doctor  in  the  United  States.  Dr.  Black- 
well  started  her  medical  studies  in  Asheville, 
under  the  guidance  of  two  brothers,  Dr.  John 
Dickson  and  Dr.  S.  H.  Dickson.  Dr.  John 
Dickson  had  been  educated  both  in  medicine 
and  in  the  ministry.  He  was  pastor  of  the 
Asheville  Presbyterian  Church  from  1843  to 
1845,  but  before  that  he  had  opened  and  di- 
rected a  school  in  which  Miss  Blackwell 
taught  music  and  French.  Dr.  John  Dickson's 
brother.  Dr.  S.  H.  Dickson  of  Charleston, 
spent  his  summers  in  Asheville,  and  appar- 
ently both  brothers  helped  her  "read  medi- 
cine" preparatory  to  entering  the  Medical 
College  of  Geneva,  New  York,  on  November 
8,  1847. 

The  first  woman  doctor  admitted  to  mem- 
bership in  the  State  Medical  Society — Dr. 
Susan  Dimock  of  Washington,  North  Caro- 
lina— never  practiced  in  the  state.  She  was 
graduated  from  the  University  of  Zurich, 
Switzerland,  and  was  made  a  member  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina in  1872,  while  she  was  still  abroad.  She 
then  became  resident  physician  at  the  New 
England  Hospital  in  Boston,  where  she  or- 
ganized  the  first  school  of  nursing  in  the 
United  States.  A  ship  in  which  she  sailed  for 
England  in  1875  was  wrecked,  and  she  was 
drowned  when  only  28  years  old.  In  admit- 
ting Dr.  Dimock  to  membership,  North  Car- 
olina became  one  of  the  first  four  states  to 
recognize  women  doctors.  Massachusetts  led 
by  admitting  a  woman  in  1869 ;  Kansas,  Iowa 
and  North  Carolina  each  admitted  one  in 
1872. 


The  first  woman  doctor  who  actually  prac- 
ticed in  North  Carolina  was  Dr.  Annie 
Lowrie  Alexander.  She  was  born  in  Mecklen- 
burg County  and  graduated  at  the  head  of 
her  class  from  the  Woman's  Medical  College 
of  Pennsylvania  in  1884.  In  1885  she  made 
the  highest  average  before  the  State  Board. 
She  practiced  in  Charlotte  until  her  death 
in  1929,  and  was  highly  respected  for  her 
ability  and  personality. 

Dr.  Clara  Ernull  Jones,  the  wife  of  a  doc- 
tor and  the  mother  of  two  doctors,  began  the 
study  of  medicine  in  1890,  when  she  was  43 
years  old.  After  she  had  practiced  a  short 
time  in  Goldsboro  with  her  husband  and  old- 
est son,  she  was  made  resident  physician  in 
charge  of  the  women's  wards  in  the  State 
Hospital  for  the  Negro  Insane  in  Goldsboro. 
She  held  this  post  for  twenty-six  years,  until 
she  retired  at  the  age  of  75.  One  of  the  build- 
ings in  the  institution  was  named  in  her 
honor. 

Another  prominent  medical  woman  of 
North  Carolina  was  Dr.  Anna  M.  Gove,  who, 
as  physician  to  the  Woman's  College  of  the 
University  of  North  Carolina  from  1893  to 
1937,  was  known  and  loved  by  hundreds  of 
college  students. 

One  of  the  most  brilliant  members  of  a 
brilliant  family  was  Dr.  Delia  Dixon  Carroll, 
who  was  physician  to  Meredith  College  from 
its  opening  in  1899  until  her  death  in  1934. 
She  also  did  private  practice  and  had  a  de- 
voted following. 

Other  North  Carolina  medical  women  of 
note  include  Dr.  Catherine  Hayden,  super- 
intendent of  St.  Agnes  Hospital  in  Raleigh 
from  1904  to  1915 ;  Dr.  May  S.  Miles,  who  is 
physician  to  the  Greensboro  Y.W.C.A.  and  to 
the  girl  students  of  Guilford  College;  Dr. 
Alice  Johnson  of  Aberdeen,  who  was  profes- 
sor of  psychiatry  at  the  Woman's  Medical 
College  of  Pennsylvania  from  1923  to  1938 ; 
Dr.  Mary  Lapham,  a  pioneer  in  the  use  of 
artificial  pneumothorax  in  tuberculosis;  and 
Dr.  Mary  Martin  Sloop,  who  with  her  hus- 
band, Dr.  Eustace  H.  Sloop,  has  been  instru- 
mental in  building  and  maintaining  a  school 
at  Crossnore  which  has  enabled  hundreds  of 
boys  and  girls  to  obtain  an  education.  The 
Woman's  College  in  1943  conferred  upon  her 
the  honorary  degree  of  Doctor  of  Laws. 

Dr.  Henderson-Smathers  is  to  be  com- 
mended for  the  excellent  work  she  has  done 
in  preparing  these  sketches  of  North  Caro- 
lina's medical  women. 
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Clinicopathologic  Conference 

Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College 


A  31  year  old  white  man  was  admitted  to 
the  North  Carolina  Baptist  Hospital  on  Jan- 
uary 19,  1950,  stating  that  his  urine  had 
been  scanty  and  dark  for  thirty-six  hours. 

On  the  day  preceding  admission  he  had 
noted  the  sudden  onset  of  oliguria  associated 
with  lethargy,  nausea,  diarrhea  (five  very 
dark  brown,  watery  stools),  anorexia,  vom- 
iting (twice),  and  a  very  dark  brown  color 
to  his  urine.  He  had  taken  no  medicine  re- 
cently, except  some  pills  three  weeks  prior 
to  admission  for  vague  low  back  pain.  A 
week  later  he  had  had  an  upper  respiratory 
infection  lasting  seven  to  eight  days.  Three 
days  prior  to  admission  he  noticed  puffiness 
about  his  eyes.  He  had  had  no  known  expo- 
sure to  toxic  substances  and  no  recent  trans- 
fusions. There  had  been  no  chills,  fever,  or 
pain.  He  denied  any  melena,  weight  loss,  ab- 
dominal pain,  or  alcoholism,  but  stated  that 
he  had  noted  a  gradual  increase  in  the  size 
of  his  abdomen  over  a  three  year  period. 

During  World  War  II  the  patient  had 
served  in  New  Guinea  and  in  the  Philip- 
pines, and  had  been  given  suppressive  doses 
of  Atabrine.  In  the  spring  of  1946,  following 
his  discharge  from  service  and  the  cessation 
of  Atabrine,  he  began  to  have  recurrent 
bouts  of  fever,  chilly  sensations,  and  dis- 
comfort in  the  left  upper  quadrant.  These 
occurred  about  every  six  months  and  lasted 
several  days.  The  patient  was  treated  with 
various  anti-malarial  drugs,  although  para- 
sites were  never  demonstrated  on  repeated 
examinations.  The  last  episode — in  June, 
1949 — was  associated  with  jaundice  for  the 
first  time.  He  entered  a  Veterans  Adminis- 
tration Hospital,  where  jaundice,  splenome- 
galy and  impaired  liver  function  were  noted, 
and  a  diagnosis  of  chronic  infectious  hepa- 
titis was  made. 

On  admission  there,  his  white  cell  count 
was  2100,  with  5  per  cent  eosinophils;  the 
sedimentation  rate  was  26.  Serologic  tests 
for  syphilis  were  negative.  There  was  in- 
creased urine  urobilinogen  (no  bile).  Total 
serum  proteins  were  7.5  Gm.  per  100  cc. — 
3.3  Gm.  of  albumin  and  4.2  of  globulin.  The 
serum  bilirubin  was  6.2  mg.  per  100  cc,  and 
a  cephalin  flocculation  test  gave  a  2  plus  re- 
action. Febrile  agglutination  tests,  a  comple- 
ment fixation  test  for  amebiasis,  and  a  bone 


marrow  examination  were  negative.  A  chest 
film  showed  slight  elevation  and  flattening 
of  the  right  diaphragm.  Abdominal  roentgen 
studies  and  intravenous  pyelograms  were 
negative.  At  the  time  of  discharge  the  patient 
was  improved. 

Physical  examination :  On  admission  here, 
the  temperature  was  99  F.,  the  pulse  90, 
respiration  18,  blood  pressure  114  systolic, 
64  diastolic.  The  patient  was  pale  but 
oriented  and  only  slightly  uncomfortable.  No 
jaundice,  petechiae,  or  glandular  enlarge- 
ment was  noted.  There  was  minimal  edema 
of  the  soft  tissues  of  the  orbit,  but  no  other 
edema.  The  heart  and  lungs  were  normal.  A 
firm,  smooth,  rounded,  non-tender  mass  was 
felt  in  the  left  upper  quadrant;  it  extended 
6  to  8  cm.  below  the  left  costal  margin,  which 
did  not  move  with  respiration.  The  liver  was 
felt  1  to  2  cm.  below  the  right  costal  margin, 
and  was  firm,  smooth,  and  non-tender.  There 
was  no  tenderness  in  the  costovertebral 
angles,  and  neurologic  examination  was  not 
remarkable. 

Accessory  clinical  findings:  The  hemo- 
globin was  11.5  Gm.,  red  cell  count  4,700,000, 
white  cell  count  4,450,  with  62  per  cent  seg- 
mented polymorphonuclears,  28  per  cent 
nonsegmented  polymorphonuclears,  1  per 
cent  eosinophils,  5  per  cent  lymphocytes,  and 
4  per  cent  monocytes.  Toxic  granulation  of 
the  polymorphonuclear  cells  was  noted. 
Urinalysis  revealed  a  specific  gravity  of 
1.048,  a  4  plus  reaction  for  albumin,  and  in- 
numerable white  cells,  red  cells,  and  granu- 
lar casts.  The  nonprotein  nitrogen  was  51 
mg.  per  100  cc,  fasting  blood  sugar  100 
mg.,  total  serum  protein  6.5  Gm.,  with  3.5 
Gm.  of  albumin  and  3.0  Gm.  of  globulin.  The 
carbon  dioxide  combining  power  of  the  blood 
was  41  vol.  per  cent,  calcium  9.8  mg.  per  100 
cc,  phosphorus  5.1  mg.,  bilirubin  2.0  mg., 
chlorides  552  mg.  Two  stool  examinations 
revealed  no  blood,  ova  or  parasites,  and  on 
culture  no  pathogens  were  seen.  Serum  cho- 
lesterol was  247  mg.  per  100  cc,  alkaline 
phosphatase  1  unit.  The  heterophile  agglu- 
tination test  was  postive  in  a  dilution  of 
1 :28;  cold  agglutinins  were  present  in  a  1:40 
dilution. 

Electrocardiograms  on  three  occasions 
showed  no  evidence  of  myocardial  disease. 

Course  in  the  hospital:  The  patient  was 
placed  on  a  "rice  diet,"  and  fluids  were  lim- 
ited to  1000  cc.  daily.  During  the  first  few 
days  he  did  not  appear  to  be  in  any  great 
distress,  and  remained  afebrile.  The  urinary 
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output  varied  between  200  and  800  cc.  for 
several  days,  then  gradually  increased  dur- 
ing his  hospital  stay.  Urinalysis  on  almost  all 
occasions  revealed  albumin  (3-4  plus), 
many  red  blood  cells,  and  occasional  granu- 
lar casts.  Cultures  subsequently  showed  coli- 
form  bacilli,  and  the  patient  was  given  strep- 
tomycin. 

On  the  fourth  day  fluoroscopic  examina- 
tion revealed  a  pleural  effusion  on  the  right. 
On  thoracentesis  80  cc.  of  straw-colored 
fluid  was  obtained,  with  a  specific  gravity 
of  1.008  and  8  to  10  red  blood  cells  per  cubic 
millimeter.  Culture  was  negative,  and  no 
acid-fast  bacilli  were  found.  The  pathology 
department  found  no  abnormal  cells  in  the 
fluid. 

The  serum  chlorides  remained  above  80 
milli-equivalents  per  liter  with  the  adminis- 
tration of  normal  and  hypertonic  saline.  The 
carbon  dioxide  combining  power  dropped  on 
several  occasions  to  around  40  volumes  per 
cent,  and  the  patient  was  given  sixth  molar 
lactate.  The  nonprotein  nitrogen  rose  grad- 
ually, reaching  203  mg.  per  100  cc.  by  the 
twelfth  day,  and  remaining  above  200  dur- 
ing his  stay.  The  blood  pressure  was  low 
initially,  but  during  the  latter  half  of  his 
hospital  stay  it  ranged  between  150  and  180 
systolic,  70  and  90  diastolic.  The  eyegrounds 
were  unchanged. 

Culture  of  the  bone  marrow  revealed  two 
colonies  of  a  gram-negative,  non-lactose  fer- 
menter  (alcaligenes) .  Three  blood  cultures 
were  negative  and  a  culture  from  the  throat 
contained  predominantly  alpha  streptococci 
and  staphylococci.  Darkfield  examination  of 
the  urine  and  blood  revealed  no  leptospirae. 

Seven  days  after  admission,  fluoroscopic 
examination  showed  increased  pleural  ef- 
fusion, and  1400  cc.  of  fluid  was  obtained  by 
thoracentesis:  culture  of  this  was  sterile. 
Because  subphrenic  abscess  was  suspected, 
surgical  consultation  was  obtained.  On  the 
fifteenth  hospital  day,  an  exploratory  oper- 
ation was  done  on  the  abdomen  and  right 
subphrenic  space.  Ascites  was  noted,  and 
the  liver  was  found  to  be  nodular.  On  that 
day,  the  patient  had  a  chill  and  his  tempera- 
ture rose  to  102.8  F.  Chloromycetin  and 
penicillin  were  begun,  and  methionine,  liver 
extract,  choline  and  hypertonic  glucose  solu- 
tion were  added  to  the  treatment.  Oxygen 
was  administered,  and  a  high  calorie,  high 
protein  formula  was  given  by  stomach  tube. 

His  hemoglobin  dropped  to  8  Gm,  during 


the  first  postoperative  week,  and  he  was 
given  two  transfusions  of  packed  red  blood 
cells.  He  became  gradually  worse,  and  began 
to  vomit  bright  red  blood.  Ascites  re-ap- 
peared, and  1400  cc.  of  sanguineous  fluid 
was  removed  by  paracentesis.  During  the 
final  week  there  was  no  appreciable  change 
in  the  total  serum  protein  or  albumin-glob- 
ulin ratio.  The  leukocyte  count  rose,  and 
ranged  between  14,000  and  25,700 ;  the  total 
lymphocyte  count  was  never  greater  than  2 
per  cent.  The  prothrombin  time  remained 
slightly  elevated,  but  never  exceeded  18.4 
seconds,  against  a  control  of  12.8  seconds. 
The  serum  bilirubin  did  not  exceed  3.3  mg. 
per  100  cc. 

One  week  after  operation  the  patient  com- 
plained of  pain  in  the  chest  and  dyspnea, 
which  was  relieved  by  oyxgen.  The  urinary 
output  during  the  last  three  days  dropped 
appreciably.  The  day  before  death,  the  temp- 
erature rose  to  102  F.,  and  vomiting  sub- 
sided. The  following  day,  the  patient  com- 
plained of  severe  abdominal  pain  not  re- 
lieved by  Demerol  and  codeine.  He  was  given 
150  mg.  of  Etamon  intravenously  over  a  fif- 
teen minute  period ;  his  pain  was  relieved 
promptly,  but  the  blood  pressure  fell  to  85 
systolic,  60  diastolic.  The  blood  pressure 
failed  to  rise  during  the  next  hour,  and  a 
transfusion  was  started.  The  pulse  became 
accelerated  and  heart  sounds  were  barely 
audible.  Respirations  ceased  and  the  heart 
stopped  beating,  despite  intravenous  Adren- 
alin, on  the  twenty-seventh  hospital  day. 

Clinical  Discussion 

Dr.  David  Cayer:  I  believe  that  the  em- 
phasis can  be  placed  more  properly  in  this 
case  if  the  past  history  is  given  before  the 
present  illness.  In  summary,  the  patient  was 
a  31  year  old  white  man  who  served  in  New 
Guinea  and  the  Philippines  for  a  period  of 
approximately  four  years,  and  apparently 
was  in  good  health.  Shortly  after  his  dis- 
charge from  the  service,  he  discontinued  his 
atabrine  and  began  to  have  attacks  of  fever, 
chilly  sensations,  and  discomfort  in  the  left 
upper  quadrant.  These  recurred  approxi- 
mately every  six  months,  lasted  several  days, 
and  apparently  subsided  following  anti- 
malarial therapy,  even  though  parasites  were 
not  found.  This  history  is  not  uncommon  in 
service  men  who  have  returned  from  mala- 
rial areas,  and  is  entirely  compatible  with 
the  clinical  diagnosis  of  recurring  malaria. 

He  noted  some  increase  in  the  size  of  his 
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abdomen  over  a  three  year  period.  In  the 
absence  of  more  specific  information,  I 
would  be  inclined  to  attribute  this  to  grad- 
ul  enlargement  of  the  spleen.  In  July  of  1949 
he  became  jaundiced  for  the  first  time,  and 
was  .hospitalized  at  a  VA  hospital.  Here  he 
was  found  to  have  jaundice,  splenomegaly, 
impairment  of  liver  function,  and  leuko- 
penia ;  a  diagnosis  of  chronic  infectious  hepa- 
titis was  made.  Roentgen  examination  of  the 
gastro-intestinal  tract  and  gallbladder,  and 
intravenous  pyelograms  were  negative.  Since 
we  have  no  history  of  urinary  complaints  at 
that  time,  it  is  difficult  to  understand  why 
an  intravenous  pyelogram  was  clone,  unless 
there  was  some  question  as  to  whether  the 
mass  in  the  left  upper  quadrant  might  have 
been  kidney  rather  than  spleen.  In  any  event, 
the  patient  was  discharged  as  improved. 
Improvement  might  have  been  clue  to  the 
four  month  period  of  hospitalization  and  bed 
rest  alone. 

For  three  months  following  discharge  he 
remained  well  enough  to  work  and  was  rela- 
tively asymptomatic  until  his  admission  to 
this   hospital.    This   was   occasioned    by    an 
acute  illness  which  followed  an  upper  respir- 
atory  infection    and    was   characterized    by 
periorbital   edema,   oliguria,   nausea,   vomit- 
ing, and  dark  urine.  The  striking  absence  of 
I  fever,  chills,  pain,  or  weight  loss  throughout 
I  the  remainder  of  his  hospital  stay  is  of  ex- 
i  treme  importance  in  the   differential   diag- 
nosis. 

The  pertinent  laboratory  data  revealed  a 
mild  anemia,  an  initial  leukopenia  (although 
,  the  white  cell  count  rose  terminally  to  25,700, 
'with    a    lymphopenia),    and    the    persistent 
presence  in  the  urine  of  large  quantities  of 
albumin,  white  cells,  red  cells,  and  granular 
I  casts.  The  patient's  course  was  marked  by 
recurring  acidosis,   the   development   of   as- 
cites, a  pleural  effusion,  progressive  reten- 
1  tion  of  urinary  nitrogen,  and  failure  to  re- 
i  spond  to  antibiotics.  Exploration  of  the  right 
sub-diaphragmatic  space  revealed  a  nodular 
:  liver. 

The  possibility  of  tumor  is  suggested  by 
;|  the  gross  appearance  of  the  liver,  the  pres- 
ence of  ascites  and  pleural  effusion,  the  neg- 
;  ative  blood  cultures,  the  absence  of  fever, 
|  and  the  failure  to  respond  to  antibiotics. 
!  Against  such  a  diagnosis,  however,  is  the 
absence  of  a  primary  tumor  site.  Thorough 
|  roentgen  examinations  made  within  the  past 
i  three  months  had  revealed  no  abnormality 


in  the  gastrointestinal  tract  or  gallbladder. 
The  enlargement  of  the  left  kidney  noted  on 
the  roentgenogram  of  the  abdomen  was  sym- 
metrical, and  therefore  not  suggestive  of 
tumor.  If  the  pulmonary  findings  were  due 
to  a  primary  renal  tumor,  we  would  also 
expect  to  find  nodular  densities  in  the  lungs, 
and  pain.  Such  a  diagnosis  would  not  account 
for  the  splenomegaly  previously  noted;  fur- 
thermore, progressive  and  rapid  renal  fail- 
ure is  usually  not  associated  with  tumors 
of  the  kidney. 

The  presence  of  both  chronic  and  acute 
infectious  processes  is  suggested  by  the 
splenomegaly,  the  initial  leukopenia,  the  pa- 
tient's age,  the  absence  of  abnormal  cells  and 
blood  in  the  fluid  removed  from  the  abdomen 
and  thorax,  the  history  of  an  upper  respira- 
tory infection  preceding  the  final  episode, 
and  the  negative  roentgen  survey  prior  to 
his  admission. 

If  the  physical  findings  and  laboratory 
data  obtained  from  the  VA  hospital  can  be 
relied  upon,  we  are  safe  in  assuming  that 
the  patient  had  liver  disease,  since  hepato- 
megaly, splenomegaly,  leukopenia,  jaundice, 
impairment  of  the  liver  function  tests,  and 
spider  angiomas  were  noted.  The  problem 
presented  is  chiefly  that  of  correlating  this 
diagnosis  with  the  final  picture  of  diffuse, 
severe,  parenchymatous  renal  disease. 

There  are  many  conditions  which  will  pro- 
duce degeneration  of  the  renal  epithelium 
as  well  as  liver  disease.  We  surmise  from  the 
history  that  the  patient  had  malaria.  This 
could  account  for  the  enlarged  liver  and 
spleen  and  the  leukopenia,  but  the  absence 
of  fever  would  be  difficult  to  explain.  Black- 
water  fever,  which  is  a  rare  and  serious  com- 
plication of  malaria  and  may  occur  after 
multiple  attacks  of  malaria,  is  also  associated 
with  chills,  fever,  and  evidence  of  hemolysis, 
which  this  patient  did  not  have. 

Weil's  disease,  or  infection  due  to  Lepto- 
spira icterohaemorrhagiae,  usually  has  an 
abrupt  onset  characterized  by  chills,  fever, 
nausea,  vomiting,  pain,  purpura,  and  jaun- 
dice. Often  a  history  of  exposure  to  rats  or 
fleas  can  be  obtained.  The  complete  lack  of 
systemic  reaction  and  the  unsuccessful  at- 
tempt to  demonstrate  the  spirochete  in  the 
urine  and  blood  of  this  patient  would  be 
against  such  a  diagnosis. 

If  we  are  correct  in  assuming  that  this 
patient  had  been  ill  for  three  or  four  years, 
the  possibility  of  amyloid  disease  must  be 
considered,  particularly  in  view  of  the  en- 
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largement  of  the  spleen  and  left  kidney,  and 
the  marked  albuminuria.  Classically,  amy- 
loidosis follows  chronic  debilitating  febrile 
diseases  such  as  tuberculosis  and  osteomye- 
litis, although  it  may  be  primary.  In  the 
latter  form,  it  is  apt  to  involve  unusual  sites 
such  as  the  tongue  or  striated  muscle,  but  it 
has  been  found  even  in  association  with 
malignancies.  Patients  with  amyloid  disease, 
however,  usually  have  polyuria,  and  renal 
insufficiency  is  rare.  When  oliguria  does  oc- 
cur, the  urine  is  of  low  specific  gravity, 
whereas  the  specific  gravity  of  this  patient's 
urine  was  persistently  high. 

There  is  an  unusual  complication  of  he- 
patic necrosis  and  hepatitis  which  has  been 
given  many  names,  such  as  "cholemic"  ne- 
phrosis or  "hepatonephritis."  This  disorder 
usually  occurs  in  patients  who  have  previ- 
ously been  asymptomatic ;  it  comes  on  sud- 
denly, and  is  frequently  associated  with  en- 
largement of  the  liver  and  spleen  and  the 
rapid  onset  of  oliguria,  albuminuria,  and 
nitrogen  retention.  Such  patients  at  post- 
mortem examination  are  found  to  have 
marked  degeneration  and  necrosis  of  the 
tubular  epithelium,  which  is  thought  to  be 
due  to  a  toxin  elaborated  in  the  diseased 
liver. 

The  presence  of  red  cells  in  the  urine  of 
the  patient  under  discussion,  the  rapid  fall 
in  hemoglobin,  and  the  high  specific  gravity 
of  the  urine  are  more  suggestive  that  the 
renal  involvement  was  predominantly  glom- 
erular. All  of  the  urinary  findings  can  be 
adequately  explained  by  the  diagnosis  of 
acute  glomerulonephritis,  since  we  have  a 
history  of  an  upper  respiratory  infection, 
followed,  after  a  latent  period,  by  periorbital 
edema,  dark  urine,  nausea,  vomiting,  oli- 
guria, albuminuria,  and  cylindruria.  This 
diagnosis  might  also  account  for  the  enlarge- 
ment of  the  kidney  seen  on  the  roentgeno- 
gram. Often  such  patients  remain  afebrile. 
The  absence  of  eyeground  changes  or  a  pre- 
vious history  of  urinary  disease,  and  the 
negative  pyelograms  are  against  the  possi- 
bility of  chronic  nephritis  or  polycystic  kid- 
ney disease.  It  would  seem,  then,  that  the 
findings  in  this  case  are  best  explained  by 
multiple  diganoses. 

Dr.  Cayer's  Diagnoses 

1.  Postnecrotic  cirrhosis. 

2.  Acute  glomerulonephritis. 

Anatomic  Discussion 
Dr.  Thomas  N.  Lide:  At  autopsy  the  body 


was  well  developed  and  well  nourished. 
Icterus  was  marked.  A  healing  operative 
wound  13  cm.  in  length  was  found  in  the 
right  flank,  and  two  healing  suprapubic 
wounds,  each  closed  by  a  single  black  silk 
suture,  represented  the  sites  of  paracenteses. 
Ecchymosis  surrounded  these  wounds  and 
extended  downward  over  the  symphysis  to 
involve  the  scrotum  and  shaft  of  the  penis. 
There  was  moderate  sacral  and  ankle  edema. 

Nineteen  hundred  cubic  centimeters  of 
cloudy  fluid  having  a  foul  odor  was  found  in 
the  peritoneal  cavity.  A  moderate  fibrinous 
exudate  was  present  over  the  surface  of  the 
bowel  and  was  particularly  marked  in  the 
lower  half  of  the  abdomen ;  it  was  associated 
with  hyperemia,  mainly  around  the  cecum, 
and  involving  the  omentum  and  mesentery. 
The  colon  was  dilated  and  filled  with  gas. 

The  right  pleural  cavity  contained  1400 
cc.  of  straw-colored  fluid,  and  the  left  200  cc. 
There  was  about  150  cc.  of  similar  fluid  in 
the  pericardial  cavity.  A  few  sub-epicardial 
hemorrhages  were  found  in  the  right  auricle 
and  left  ventricle,  and  petechiae  were  seen 
on  the  mitral  and  tricuspid  valves.  The  heart 
showed  no  changes,  and  was  not  enlarged. 
The  trachea  and  major  bronchi  were  hyper- 
emic  and  edematous.  The  right  and  left  lower 
lobes  were  partly  collapsed  and  dark  red  in 
color.  The  lungs  otherwise  showed  no  gross 
change.  Petechiae  found  near  the  cardia 
were  the  only  changes  noted  in  the  esopha- 
gus; these  petechiae  were  also  present  in  the 
gastric  mucosa. 

The  liver  weighed  1560  Gm.,  and  was 
grossly  nodular  and  irregularly  scarred. 
Several  large  yellowish  nodules  replaced  the 
left  lobe,  which  was  connected  to  the  right 
by  a  flattened  belt  of  collapsed  hepatic 
stroma.  The  nodules  varied  from  1  to  4  cm. 
in  diameter,  the  majority  being  approximate- 
ly 2  cm.  in  diameter.  They  were  present 
throughout  the  entire  extent  of  the  liver  and 
were  separated  by  dense,  firm,  fibrous  tis- 
sue in  which  blood  vessels  of  medium  size 
could  be  seen.  There  was  no  evidence  of 
extrahepatic  biliary  obstruction,  though  the 
gallbladder  was  distended  with  dark  green 
bile.  No  changes  were  found  in  the  bile 
ducts.  The  pancreas  weighed  155  Gm.,  and 
was  more  friable  and  edematous  than  usual. 
The  spleen  was  tremendously  enlarged, 
weighing  865  Gm.  It  was  firm,  with  a 
mottled,  grayish-red  surface,  and  relatively 
little  bulging  above  the  cut  surface. 

The  kidneys  were  much  enlarged,  weigh- 


July,   1950 


CLIN1COPATHOLOGIC    CONFERENCE 


363 


|    ing  together  710  Gm.,  as  compared  to  a  nor- 
mal of  approximately  300  Gm.   They  were 
!    about  equal  in  size,  and  were  pale  and  more 
or  less  mottled;    numerous    tiny    petechiae 
were  evident  when  the  capsule  was  stripped 
away.  There  was  some  bulging  above  the  cut 
!   surface  of  the  capsule  and  an  undue  promi- 
i    nence  of  the  cortical  markings.   In  general 
the  cut  surface    of    the    kidneys    appeared 
|   somewhat  glassy  and  opaque.  The  pelves  and 
!   calices   were  thin,   without   grossly   evident 
I   lesions.   No   changes   were   found   in   either 
I   ureter  or  in  the  bladder.  The  prostate  was 
small.  The  testes  weighed  35  Gm.  together, 
as  compared  to  a  normal  of  40  to  50  Gm. 
The  microscopic   changes   centered   about 
!  the  liver  and  kidneys.  The  mass  of  nodules 
I    in  the  liver  were  found  to  represent  regen- 
erating liver  tissue.  The  arrangement  in  the 
individual  lobules  was  irregular,  and  central 
>  veins  were  lacking  in  the  majority  of  the 
lobules.  No  fatty  infiltration  or  degeneration 
li  was  evident.  Several  small  foci  of  coagula- 
',  tive  necrosis  were  seen  in  the  left  lobe,  where 
I  the  most  marked  change  was  found.  These 
probably   resulted,   not   from   hepatitis,   but 
I  from  embarrassment  of  the  hepatic  circula- 
tion due  to  distortion  of  the  vessels  by  the 
large  nodules.  There  was  a  marked  inflam- 

I  matory     reaction     throughout     the     portal 
,!  spaces,   with  compression  between  the  lob- 

II  ules.  Proliferation  of  small  bile  ducts  was 
i  moderate,  but  no  bile  thrombi  were  found  in 

||  any  of  these  small  ducts. 

The  spleen  was  to  a  great  extent  replaced 
by  fibrous  tissue,  which  was  more  marked 
along  the  sinusoids,  but  was  present  through- 
out the  pulp,  forming  a  prominent  reticular 
network  in  the  sections  stained  by  Masson's 
trichrome    method.    Lymphoid    replacement 

I  was  prominent,  and  no  proliferation  of  the 
reticulo-endothelial  cells  was  found.  We  were 
unable  to  find  actual  platelet  phagocytosis 
to  account  for  the  patient's  hemorrhagic 
tendency,  which  was  most  likely  secondary 
to  prothrombin  deficiency. 

There  was  marked  interstitial  pancreatitis 
with  edema,  but  no  changes  were  noted  in 
the  pancreatic  glandular  structures.  The 
periadrenal  adipose  tissue  was  the  site  of  a 
similar  chronic  inflammatory  reaction,  con- 
sisting mainly  of  lymphocytes  and  mononu- 
clear phagocytes  without  polymorphonuclear 
cells.  The  surface  of  the  bowel,  mainly  the 
colon,  was  covered  by  fibrinous  exudate  with 
inflammatory  cells  similar  to  those  described 
in  the  periadrenal  tissues.  The  testes  showed 


a  marked  reduction  in  activity,  without 
spermatogenesis. 

In  the  kidneys  a  most  interesting  lesion 
was  found,  consisting  mainly  of  endothelial 
proliferation  of  the  glomerular  tufts,  which 
were  practically  bloodless  throughout  both 
kidneys.  Numerous  tubules  were  filled  with 
fresh  blood  and  with  albuminous  material, 
but  we  were  not  able  to  demonstrate  the 
actual  site  of  the  bleeding,  though  it  was 
probably  the  glomeruli.  It  is  of  much  in- 
terest that  the  tubules  showed  no  cloudy 
swelling  or  degeneration,  and  that  they  did 
not  contain  bile  casts  or  other  evidences  of 
nephrosis  such  as  one  often  finds  in  associa- 
tion with  severe  hepatitis.  The  lesions  were 
those  described  by  Bell  and  called  by  him 
acute  proliferative  glomerulonephritis.  They 
represented  the  type  of  lesion  found  occa- 
sionally in  association  with  streptococcic 
infections,  or  with  other  acute  or  chronic 
infectious  diseases. 

In  considering  this  patient's  course,  we 
believe  that  his  hepatitis  began  prior  to  the 
acute  episode  ten  months  before  death,  and 
probably  was  responsible  for  the  episodes  of 
chills,  fever,  and  malaise  which  he  had  had 
from  time  to  time  during  a  four  year  period. 
Jaundice  appeared  only  after  the  develop- 
ment of  extensive  cellular  injury  ten  months 
before  his  death.  Lucke11"'"'  has  reported  cases 
of  hepatitis  with  survival  periods  of  approxi- 
mately two  years,  and  Kunkel  and  Labby(lc) 
have  reported  one  case  in  which  the  patient 
was  still  living  after  six  years,  though  with 
symptoms  of  severe  portal  obstruction.  It  has 
been  stated  by  Kunkel  and  Labby(ll),  and  by 
others,  that  once  hepatic  insufficiency  with 
portal  obstruction  begins  in  post-necrotic 
cirrhosis,  the  course  is  usually  progressive 
without  remission.  Post-necrotic  cirrhosis 
differs  in  this  respect  from  portal  cirrhosis, 
with  its  therapeutic  remissions. 

The  changes  in  the  liver  of  this  patient 
were  typical  of  those  occurring  after  severe 
hepatitis,  with  large  irregular  nodules  and 
deep  scars.  The  liver  is  apparently  not  af- 
fected equally  throughout  its  entire  extent 
by  the  injurious  agent,  but  is  damaged  more 
or  less  segmentally.  The  deep  scars  probably 
do  not  represent  true  fibrous  tissue  prolif- 
eration, but  rather  a  collapse  of  the  stroma 
following  complete  necrosis  and  autolysis  of 
the  parenchymal  cells.  The  hepatic  tissue 
present  in  this  patient's  liver  at  the  time  of 
death  was  almost  entirely  new  tissue  follow- 
ing regeneration  from  partly  destroyed 
lobules. 
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The  ascites  is  usually  considered  to  be 
indicative  of  portal  obstruction,  as  is  the 
fibrosis  of  the  spleen.  The  peritonitis  present 
at  autopsy  may  well  have  resulted  from  the 
paracentesis,  although  in  other  cases  of  he- 
patitis peritonitis  has  developed  without 
drainage  of  abdominal  fluid.  The  lesions 
found  in  the  cecum,  consisting  mainly  of  se- 
vere edema  with  inflammatory  changes  and 
hyperemia,  are  common  in  cases  of  portal 
obstruction. 

It  is  generally  considered  that  ascites  oc- 
curs secondary  to  portal  obstruction,  partic- 
ularly if  there  is  also  a  reduction  in  the  se- 
rum protein.  Recent  experiments  at  the 
Mayo  Clinic11-'1  have  indicated  that  the  out- 
pouring of  lymph  is  the  major  source  of  the 
ascitic  fluid  in  dogs  with  portal  obstruction. 
When  a  cellophane  band  was  placed  around 
the  portal  vein,  a  slowly  developing  obstruc- 
tion occurred,  but  ascites  did  not  develop 
unless  plasma  proteins  were  also  reduced  by 
plasmapheresis.  When  the  cellophane  band 
was  placed  around  the  inferior  vena  cava  in 
the  thorax,  a  slowly  developing  occlusion, 
with  massive  ascites,  occurred  in  a  period  of 
about  three  weeks.  Concomitantly  the  plasma 
proteins  fell.  It  was  demonstrated  in  these 
dogs  that,  with  the  first  evidence  of  hepato- 
venous  congestion,  hepatic  lymph  flow  in- 
creased and  reached  a  figure,  in  cannulated 
animals,  of  approximately  twenty  times  the 
normal.  The  ascitic  fluid  in  these  animals 
was  high  in  protein  content,  and  corres- 
ponded more  closely  with  that  found  in  the 
hepatic  lymph  from  the  same  dogs,  and  with 
the  ascitic  fluid  of  patients  with  hepatic 
portal  obstruction,  than  it  did  with  the  thin 
fluid,  low  in  protein  content,  found  after 
ligation  of  the  portal  vein  itself. 

I  do  not  believe  that  the  lesions  in  the  kid- 
neys can  be  attributed  to  the  cirrhosis,  inas- 
much as  these  lesions  differ  from  those  often 
found  in  severe  hepatic  insufficiency.  The 
history  of  a  moderately  severe  upper  respir- 
atory infection  occurring  about  two  weeks 
before  the  development  of  oliguria  suggests 
the  onset  of  an  acute  nephritis  independent 
of  the  hepatitis. 

Atrophy  of  the  testes  was  another  inter- 
esting feature  of  this  case.  It  has  been  de- 
scribed previously  in  cases  of  hepatitis  by 
numerous  investigators'31,  who  generally  at- 
tribute this  change,  as  well  as  gynecomastia, 
to  the  inability  of  the  liver  to  inactivate 
estrogens.  This  patient  had  no  gynecomastia, 
but  his  testes  were  atrophic  and  inactive. 


This  case  represents  another  of  the  vari- 
ous types  of  morphologic  change  occurring  in 
the  liver  following  hepatitis.  This  irregular, 
scarred,  nodular  liver  is  apparently  the  most 
common  type  of  terminal  lesion  in  chronic 
hepatitis,  but  there  can  occasionally  occur 
cases  which  resemble,  morphologically  at 
least,  Laennec's  cirrhosis.  A  case  of  the  latter 
type  was  discussed  at  this  conference  last 
August'11. 

Anatomic   Diagnose* 

1.  History     of     infectious     hepatitis    (by 
clinical  findings) 

2.  Post-necrotic  ciwhosis  of  the  liver  with 
portal  obstruction 

3.  Intense  icterus 

4.  Ascites,    with    a    history    of    multiple 
paracenteses 

5.  Generalized  peritonitis 

6.  Pericardial    and    bilateral    pleural    ef- 
fusions 

7.  Acute  diffuse  proliferative  glomerulo- 
nephritis 

8.  Chronic  interstitial  pancreatitis 

9.  Atrophy  of  the  testicular  tubules. 
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Doctor,    when   you    peruse    the   advertising   pages 

in  our  journal,  remember  this:  all  ads  are  carefully 
screened — the  items,  services,  and  messages  pre- 
sented  are  committee-accepted.  Our  standards  are 
of  the  highest.  The  advertisers  like  our  journal — 
that's  why  they  selected  it  for  use  in  their  promo- 
tional program.  They  seek  your  patronage  and  your 
response  encourages  continued  use  of  our  publica- 
tion. In  turn,  the  advertisers'  patronage  helps  us 
to  produce  a  journal  that  is  second  to  none  in  our 
state.  When  you  send  inquiries,  tell  them  that  you 
read  their  advertisement  in  the  North  Carolina  Medi- 
cal Journal. 


There  are  two  aspects  to  the  educational  problem 
(in  tuberculosis).  First,  the  getting  of  knowledge, 
which  is  not,  after  all,  a  very  difficult  thing  to  do 
.  .  .  We  perhaps  are  sometimes  embarrassed  by  the 
knowledge  we  have.  The  knowledge  which  we  have 
of  tuberculosis  is  really  enormous  .  .  .  The  second 
aspect  is  the  difficult  problem:  making  this  knowl- 
edge effective  .  .  .  There  are  three  to  educate,  the 
public,  the  profession,  and  the  patient. — William 
Osier,  M.D.,  Nat.  Tuberc.  A.  Tr.,  1905. 
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Committees  and  Organizations 


RURAL  HEALTH  COMMITTEE* 

PROGRESS  IN  THE  RURAL  HEALTH 
PROGRAM  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NORTH  CAROLINA 

The  North  Carolina  Rural  Health  Council 
Program  was  started  in  1947,  under  the  spon- 
sorship of  the  Rural  Health  Committee  of 
the  State  Medical  Society.  Much  difficulty 
was  encountered  by  the  Rural  Health  Com- 
mittee in  deciding-  on  a  method  of  approach 
in  developing  such  a  broad  program.  It  was 
the  aim  of  the  committee  in  the  beginning 
to  follow  pretty  closely  the  plan  advocated 
by  the  American  Medical  Association  for  or- 
ganizing Rural  Health  Councils.  This  plan 
is  to  organize  first  a  State  Health  Council, 
composed  of  representatives  from  all  the  or- 
ganizations in  the  state  which  are  interested 
in  health  matters.  Among  these  are  the  farm 
organizations,  civic  clubs,  parent-teacher 
associations,  home  demonstration  groups, 
and  many  others,  including  of  course  the 
State  Medical  Society,  State  Health  Depart- 
ment, and  other  allied  organizations. 

Since  the  North  Carolina  Good  Health 
Association  was  still  active  following  the 
completion  of  the  Medical  Care  Program, 
this  organization  was  asked  to  be  one  of  the 
co-sponsors  of  the  rural  health  program. 
The  Association  agreed  to  this  proposal,  and 
rendered  valuable  aid  during  the  first  year 
of  the  program.  It  was  through  the  action 
of  the  joint  committee  that  funds  were  se- 
cured from  the  General  Education  Founda- 
tion with  which  to  finance  the  first  year  of 
the  program.  Since  the  funds  to  carry  on  the 
work  of  the  Good  Health  Association  were 
inadequate  during  1949,  and  since  the  Gen- 
eral Education  Foundation  failed  to  provide 
funds  for  the  second  year,  the  State  Medical 
Society  decided  to  finance  the  program,  and 
to  continue  actively  to  develop  it. 

In  1949  a  State  Health  Council  was  set  up, 
and  on  June  14  and  15,  1950,  a  third  State 


*  Members  of  the  Rural  Health  Committee  are  J.  Street 
Brewer,  M.D.,  Chairman,  Roseboro;  Reeee  Berrvihll,  M.D., 
Chapel  Hill;  Charles  I.  Harris,  Jr.,  M.D.,  Williamston;  W.  r. 
Richardson,  M.D.,  Chapel  Hill;  George  Bond.  M.D.,  Bat  Cave; 
H.  B.  Pens-,  Jr.,  M.D.,  Boone;  Fred  C  Hubbard,  M.D..  North 
Wilkesboro;  Miss  Charlotte  Riekman,  M.S.P.H.,  Health  Educa- 
tor, Consultant  to  the  Committee;  Mr.  James  T.  Barnes,  Execu- 
tive Secretary,  Medical  Society  of  the  State  of  North  Carolina, 
ex  officio  member. 


Rural  Health  Conference  was  held  jointly 
with  the  first  annual  State  Health  Council 
Conference  in  Raleigh.  This  conference  was 
well  attended,  and  an  extremely  interesting 
and  helpful  program  was  presented.  It  is  felt 
by  the  Committee  on  Rural  Health  that  the 
new  State  Health  Council  will  be  of  tremend- 
ous help  in  coordinating  the  programs  of  the 
different  health  organizations  in  the  state. 
The  cooperation  of  the  State  Health  Council 
will  be  needed  in  the  continued  program  of 
the  Rural  Health  Committee  in  organizing 
rural  health  councils.  It  is  expected  that 
through  this  cooperation  the  rural  health 
program  will  receive  great  impetus. 

Before  initiating  the  program  for  the  or- 
ganization of  rural  health  councils  in  the 
different  counties  of  the  state,  the  Rural 
Health  Committee  decided  that  two  condi- 
tions needed  to  be  met.  First,  it  would  be 
necessary  to  obtain  the  service  of  a  field 
worker  who  had  been  trained  in  health  and 
organizational  work.  Second,  it  would  be  nec- 
essary to  organize  councils  in  two  or  three 
counties  in  the  east,  and  the  same  number 
in  the  west  to  get  experience  and,  if  possible, 
form  patterns  for  the  organization  of  subse- 
quent councils.  The  committee  was  very  for- 
tunate in  obtaining  Miss  Charlotte  Riekman, 
a  health  educator  who  was  at  that  time  em- 
ployed by  the  Illinois  State  Medical  Society 
as  consultant  and  director  in  the  organiza- 
tion of  rural  health  councils. 

The  method  used  for  organizing  rural 
health  councils  in  the  different  counties  was 
as  follows :  The  chairman  or  some  member  of 
the  Rural  Health  Committee  met  with  the 
local  county  medical  society,  with  represen- 
tatives from  the  county  health  department, 
and  with  the  health  educator  where  one  was 
available,  to  talk  over  the  plan  of  organiza- 
tion, the  possible  programs,  and  the  feasi- 
bility of  organizing  a  council  in  the  county. 
If  the  decision  was  in  the  affirmative,  Miss 
Riekman  went  into  the  county.  Meeting 
with  members  of  the  different  organizations 
of  the  county  and  representatives  from  the 
different  communities,  she  discussed  possible 
programs  that  might  be  of  benefit,  drew  up 
a  list  of  guiding  principles,  and  arranged 
programs  for  meeting  the  needs  of  the  dif- 
ferent communities.  The  idea  was  to  work 
with  the  local  citizens — not  to  plan  for  them 
— and  to  stimulate  interest  and  thought  on 
health  matters  at  the  grass  roots. 

The  response  in  each  county  has  been  re- 
markable, and  the  cooperation  of  the  differ- 
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ent  health  agencies  in  the  program  has  been 
stimulating.  Of  course  the  ground  for  such 
a  program  had  already  been  pretty  well  pre- 
pared by  the  State  Board  of  Health  through 
its  county  health  units.  It  was  felt,  however, 
that  programs  handed  clown  from  a  national 
and  state  level  are  not  enough,  because  in 
many  instances  people  seem  to  resent  such 
an  approach,  and  cannot  see  how  they  apply 
to  their  individual  counties.  They  seem  to 
need  the  motivation  furnished  by  individual 
community  thought  and  planning  and  co- 
operation in  order  to  recapture  the  tradi- 
tional democratic  spirit  in  solving  their  own 
problems. 

The  committee,  of  course,  recognizes  the 
fact  that  social  and  economic  conditions  in 
most  rural  communities  have  a  direct  bear- 
ing on  medical  service.  Poor  roads,  poor 
schools,  isolated  churches,  and  other  related 
conditions  are  responsible  for  the  fact  that 
rural  communities  have  lagged  far  behind 
the  average  urban  area  in  medical  and  hos- 
pital service. 

The  first  rural  health  council  was  organ- 
ized in  Alexander  County  in  October,  1948. 
Representatives  from  local  organizations 
and  communities  got  together,  listed  their 
major  county  health  problems,  adopted  a  set 
of  guiding  principles,  arranged  their  pro- 
grams, and  went  to  work.  The  first  project 
was  the  completion  of  the  hospital  program 
in  Alexander  County.  In  this,  the  council 
rendered  valuable  assistance.  Such  programs 
as  "Health  Career"  days  in  the  schools,  Blue 
Cross  Insurance  campaigns,  health  centers, 
and  the  organization  of  a  school  health  com- 
mittee were  set  in  motion.  The  need  for  co- 
operation among  all  individuals  and  organi- 
zations interested  in  health  matters  was  rec- 
ognized early.  The  cooperation  of  the  doctors 
and  the  Health  Department  in  all  the  pro- 
grams was  complete. 

The  second  health  council  was  organized 
in  Watauga  County  in  1949.  Chairmen  from 
thirty-six  Watauga  County  communities 
were  appointed,  and  met  to  discuss  their 
problems.  The  local  medical  fraternity, 
Health  Department,  and  health  educator  ren- 
dered valuable  assistance  in  organizing  the 
council.  The  cooperation  of  the  Farm  Bureau 
was  secured,  and  it  assisted  in  the  promo- 
tion of  numerous  mass  meetings  throughout 
the  county.  Physicians,  home  agents,  health 
educators,  Farm  Bureau  officers,  and  others 
attended  these  meetings,  and  discussed  with 
the  members  of  the  local  communities  such 


important  matters  as  swamp  clearance,  gar- 
bage disposal,  stream  pollution,  health  clin- 
ics, unsanitary  water  supplies,  and  nutrition. 
As  a  result  of  the  survey  made  by  the  indi- 
vidual communities  a  brochure  was  pre- 
pared, listing  their  resources  and  problems. 
The  information  contained  in  this  brochure 
pointed  indisputably  to  the  need  for  a  "grass 
roots"  approach  to  the  health  problems  of 
the  county. 

Caldwell  County  became  interested  in  a 
health  council  plan  in  1949,  and  asked  Miss 
Rickman  to  help  them.  They  decided  on  a 
broader  program,  and  a  much  slower  ap- 
proach to  the  organization  of  their  health 
council.  After  three  large  mass  meetings,  to 
which  representatives  of  various  organiza- 
tions were  invited,  they  decided  to  organize 
a  Community  Council  which  would  not  only 
help  to  solve  their  health  problems,  but 
would  answer  the  need  for  coordinated  ac- 
tion in  all  the  phases  of  community  life.  A 
steering  committee,  along  with  representa- 
tives of  the  Medical  Society  and  health  edu- 
cators, decided  on  an  educational  plan  which 
they  felt  would  be  the  best  and  most  demo- 
cratic approach  to  their  health  problems.  It 
was  through  recommendations  of  the  steer- 
ing committee,  the  County  Board  of  Health, 
and  the  County  Commissioners,  that  they 
were  able  to  employ  a  full-time  health  edu- 
cator to  supervise  the  health  program  in 
Caldwell  County. 

We  have  now  moved  into  the  eastern  part 
of  the  state,  and  Miss  Rickman,  with  the 
help  of  the  local  physicians  and  health  de- 
partments, is  busy  organizing  councils  in 
Wayne  and  Halifax  Counties.  The  response 
and  cooperation  of  the  medical  fraternities 
and  of  the  health  departments  have  been 
great.  Other  counties  are  interested,  and  we 
feel  that  the  movement  to  organize  rural 
health  councils  is  gaining  momentum. 

The  Medical  Society  of  the  State  of  North 
Carolina  has  dedicated  itself  to  the  proposi- 
tion that  to  rural  North  Carolina  shall  come 
better  and  more  adequate  medical  care.  The 
Rural  Health  Committee  feels  that  better 
health  is  everybody's  business,  and  that  the 
medical  profession  has  no  monopoly  on  it. 
The  profession  does  not  wish  to  project  it- 
self into  the  rural  health  program  too  far, 
nor  to  try  to  run  the  show.  The  rural  health 
program  is  a  sincere  and  honest  effort  on  the 
part  of  the  medical  profession  to  stimulate 
and  to  help  direct  the  thinking  of  the  rural 
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people  into  channels  which  will  make  it  pos- 
sible for  them  to  solve  the  many  problems 
relative  to  improved  health  conditions  in 
their  own  tradition  and  democratic  way. 
Thus  far,  results  of  our  efforts  have  been 
very  gratifying,  and  the  prospects  of  a 
worthwhile  movement  are  bright. 


BULLETIN  BOARD 


New  Hanover  County  Medical  Symposium 

The  fourth  annual  medical  symposium  sponsored 
by  the  New  Hanover  County  Medical  Society  will 
be  held  on  Aug'ust  25  at  the  Lumina  Pavilion, 
Wrightsville  Beach.  The  program  will  start  at  10 
a.  m.  The  speakers  and  their  subjects  are  as 
follows: 

Dr.  Samuel  Marshall,  Lahey  Clinic,  Boston — 
"Diagnosis  and  Treatment  of  Tumors  of  the  Neck." 

Dr.  T.  Grier  Miller,  University  of  Pennsylvania 
Hospital,  Philadelphia,  Pa. — "Disturbances  of  the 
Digestive  Tract  from  the  Viewpoint  of  the  General 
Practitioner." 

Dr.  Emil  Novak,  Baltimore,  Md. — "Indications 
and   Limitations  of  Endocrine   Therapy   in   Gynecol- 

ogy." 

Dr.  Chevalier  L.  Jackson,  Philadelphia,  Pa. — "Re- 
cent Advances  in  Laryngology  and  Broneho-Oeso- 
phagology." 

Dr.  Arnold  Bargen,  Mayo  Clinic,  Rochester,  Minn. 
— "Present  Day  Management  of  Some  Forms  of 
Ulcerative  Colitis." 

All  doctors  are  invited  to  attend  and  bring 
their  wives.  The  local  medical  auxiliary  is  plan- 
ning a  noon-day  "Dutch"  luncheon  for  the  women, 
and  at  6:30  p.  m.  the  ladies  are  invited  to  accom- 
pany their  husbands  to  the  cocktail  hour,  followed 
by  a  barbecue  dinner  given  by  the  New  Hanover 
County  Medical  Society.  Reservations  should  be 
made  at  once.  The  following  hotels  and  cottages 
have  agreed  to  give  preference  to  members  attend- 
ing the  meeting: 

Ocean  Terrace  Hotel,  Kitty  Hotel,  Landis  Cot- 
tage,  Hanover  Cottage.   Ocean   Inn. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.  Herman  F.  Easom,  medical  director  of  the 
Eastern  North  Carolina  Sanatorium  at  Wilson,  was 
elected  president  of  the  North  Carolina  Tubercu- 
losis Association  at  the  annual  meeting  held  in 
Durham  May  22  and  23.  Dr.  M.  D.  Bonner  of 
Jamestown,  Dr.  R.  B.  C.  Franklin  of  Mt.  Airy,  and 
Dr.  A.  L.  Ormond  of  Hickory  are  members  of  the 
executive   committee. 

Dr.  M.  D.  Bonner,  superintendent  and  medical 
director  of  the  Guilford  County  Tuberculosis  Sana- 
torium, was  elected  president  of  the  North  Carolina 
Trudeau  Society  at  its  annual  meeting  in  Durham 
on  May  22.  Other  officers  elected  were  Dr.  C.  G. 
Milham  of  Hamlet,  vice  president,  and  Dr.  Hege 
Kapp   of   Forsyth   County,    secretary-treasurer. 

The  group  voted  to  amend  the  constitution  of  the 
society  to  make  eligible  for  membership  any  phy- 
sician practicing  in  North  Carolina  who  is  interest- 
ed in  chest  diseases. 


Miss  Anne  Mann,  field  seci'eiary  of  the  North 
Carolina  Tuberculosis  Association  for  the  past  four 
years,  will  leave  to  become  associate  in  seal  sale 
with  the  National  Tuberculosis  Association  on 
August   1. 

Among  those  re-elected  to  the  board  of  directors 
of  the  North  Carolina  Tuberculosis  Association  in 
May  were  Dr.  M.  D.  Bonner  of  Jamestown,  Dr.  N. 
Thomas  Ennett  of  Beaufort,  Dr.  R.  B.  C.  Franklin 
of  Mount  Airy,  Dr.  J.  H.  McNeill  of  North  Wilkes- 
boro,  Dr.  Paul  Ringer  of  Asheville,  and  Dr.  Hillis 
L.   Seay  of  Huntersville. 

New  directors-at-large  include  Dr.  S.  B.  Mc- 
Pheeters  of  Goldsboro,  Dr.  Lynwood  Williams  of 
Kinston,  Dr.  W.  A.  Anthony  of  Gastonia,  Dr.  G.  G. 
Dixon  of  Ayden,  and  Dr.  G.  G.   Oleen  of  Monroe. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Forty-one  M.D.  degrees  and  two  M.S.  degrees 
were  awarded  by  the  Bowman  Gray  School  of  Med- 
icine in  commencement  exercises  held  at  Wake 
Forest  on  June  5.  The  Weinstein  Award  of  $50  was 
made  to  Dr.  Charlotte  Rita  Kay  of  Charlotte.  The 
prize  is  given  each  year  by  Dr.  Weinstein  of  New 
Orleans,  Louisiana,  for  the  best  paper  by  a  senior 
student  on  a  subject  connected  with  obstetrics  and 
gynecology.  Dr.  William  Thaddeus  Bethea,  Jr.,  of 
Dillon,  S.  C,  received  the  Shepardon  Award  of  $25. 
The  award,  given  by  Mrs.  David  Cayer  in  honor  of 
her  father,  is  based  on  scholarship,  responsibility, 
consideration  of  patients,  and  promise  of  continuing 
in  its  highest  ideals  the  practice  and  art  of  medi- 
cine. 

A  grant  of  $3,000  has  been  made  by  the  Ciba 
Pharmaceutical  Company  to  Dr.  J.  Maxwell  Little, 
professor  of  pharmacology,  for  study  on  the  re- 
sults of  various  drugs.  Dr.  Little  will  collaborate 
with  Dr.  James  F.  Donnelly  and  Dr.  Richard  L. 
Burt  of  the  department  of  obstetrics  and  gyne- 
cology in  studies  on  the  effect  of  vasodilator  drugs 
on  toxemias  of  pregnancy. 

Dr.  Weston  M.  Kelsey  has  been  promoted  from 
the  position  of  assistant  professor  of  pediatrics  to 
that  of  associate  professor.  Other  recent  appoint- 
ments include  the  following:  Dr.  Robert  L.  Tuttle 
and  Dr.  William  R.  Vance,  instructors  in  micro- 
biology and  immunology;  Dr.  John  B.  Reinhart,  in- 
structor in  pediatrics;  Lucius  A.  Moore,  Jr.,  assist- 
ant in  preventive  medicine;  Miss  Lucille  Kessler. 
assistant  in  clinical  psychology;  Miss  Mary  C.  Sum- 
ner, associate  in  psychiatric  social  work;  A.  Hooker 
Goodwin,  director  of  audio-visual  aids;   Dr.  Edward 

B.  Truitt,  Jr.,  instructor  in  pharmacology;  Dr.  Jer- 
ry Aikawa,  instructor  in  internal  medicine;  Dr. 
Henry  L.  Valk,  instructor  in  internal  medicine;   Dr. 

C.  Glenn  Sawyer,  instructor  in  internal  medicine 
and  associate  in  physiology;  and  Miss  Marietta 
Crowder,   assistant    in   biochemistry. 

New  assistants  in  clinical  medicine  are  Dr.  Ken- 
neth Cheek  of  High  Point,  Drs.  Marvin  E.  McRae 
and  Taylor  Brooks  of  Greensboro,  Dr.  Benjamin 
Vatz,  and  Drs.  A.  J.  Crutchfield  and  Hege  Kapp 
of   Winston-Salem. 

Dr.  Robert  B.  Lawson,  professor  of  pediatrics, 
will  speak  on  the  subject  of  "Coxsackie  Virus"  at 
one  of  the  sessions  of  the  International  Congress 
on  Pediatrics,  meeting  in  Zurich,  Switzerland,  July 
24  to  28. 
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News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  John  T.  Cuttino,  associate  in  pathology,  has 
been  appointed  acting  dean  of  the  School  of  Medi- 
cine of  the  Medical  College  of  the  State  of  South 
Carolina   in   Charleston. 

The  37  year  old  Duke  pathologist,  who  will  also 
hold  the  position  of  associate  professor  of  pathol- 
ogy, assumed  his   duties   on  July   1. 


News  Notes  from  the  State   Board 
of  Health 

During  the  first  quarter  of  1950,  247  North 
Carolinians  died  as  the  result  of  automobile  acci- 
dents. Deaths  from  accidents  other  than  those  asso- 
ciated with  motor  vehicles  during  the  first  quarter 
of  1950  totalled  291. 

The  State  Board  of  Health  is  creating  a  unit 
designed  to  make  a  study  of  preventable  accidents, 
with  a  view  to  doing  what  it  can  to  help  educate 
the  people  against  those  practices  which  result  in 
the  needless  crippling  and  death  of  others. 


State  Board  of  Medical  Examiners 

The  North  Carolina  State  Board  of  Medical  Ex- 
aminers will  meet  at  the  Sir  Walter  Hotel  in  Ral- 
eigh on  Monday,  September  25,  for  the  purpose  of 
interviewing   applicants   for   licensure   by   comity. 


American  College  of  Surgeons 

Color  television  of  surgical  procedures  from  Mas- 
sachusetts General  Hospital  to  an  auditorium  in 
Mechanics  Hall  is  one  of  the  features  planned  for 
the  thirty-sixth  Clinical  Congress  of  the  American 
College  of  Surgeons,  which  will  be  held  in  Boston 
from  October  23  to  27.  Twenty-four  hospitals  in 
Boston  and  vicinity  will  hold  operative  clinics  for 
the  visiting  surgeons  during  the  week.  Official 
meetings,  scientific  sessions,  medical  motion  pic- 
tures, a  large  technical  exhibit,  and  the  twenty- 
ninth  annual  Hospital  Standardization  Conference 
are  among  the  other  features  of  the  extensive  pro- 
gram, which  is  expected  to  attract  around  five  thou- 
sand surgeons  and  hospital  representatives  from  the 
United  States,  Canada,  and  other  countries.  Hotel 
headquarcers  will  be  at  The  Statler  and  Copley 
Plaza. 


International  College  of  Surgeons 

The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  fifteenth  Annual  As- 
sembly and  Convocation  in  Cleveland,  Ohio,  Octo- 
ber 31,  November  1,  2,  3,   1950. 

All  doctors  of  medicine  interested  in  surgery  and 
its  advancement  are  invited  to  attend,  and  can  ob- 
tain a  program  upon  request  to  Arnold  S.  Jackson, 
M.D.,  Secretary,  Jackson  Clinic,  Madison  4,  Wis- 
consin. For  hotel  reservations,  write  the  Commit- 
tee on  Hotels,  International  College  of  Surgeons, 
U.  S.  Chapter,  511  Terminal  Bide:.,  Cleveland  13, 
Ohio. 


Medico-Military  Symposium,   Fourth 
Naval  District 

To  keep  military  Reserve  Medical  Officers  of  the 
armed  forces — Army,  Navy  and  Air  Force — posted 
on  the  latest  developments  in  the  field  of  medical 
science,  a  Medico-Military  Symposium  for  officers 
of  the  Fourth  Naval  District  will  be  held  at  the 
U.  S.  Naval  Hospital  in  Philadelphia  from  October 
23  to  28. 

All  members  of  the  medical  profession  are  cor- 
dially invited   to   attend. 


The  National  Society  for  Crippled 
Children  and  Adults 

The  Annual  Convention  of  the  National  Society 
for  Crippled  Children  and  Adults  will  be  held  Oc- 
tober 26,  27  and  28  at  the  Stevens  Hotel  in  Chi- 
cago.   

Mississippi  Valley  Medical  Society  and 
American  Medical  Writers'  Association 

The  fifteenth  annual  meeting  of  the  Mississippi 
Valley  Medical  Society  will  be  held  at  the  Elks 
Club  in  Springfield,  Illinois,  September  27,  28,  and 
29.  More  than  thirty  clinical  teachers  from  the 
leading'  medical  schools  will  conduct  this  great  post- 
graduate assembly,  whose  entire  program  is  plan- 
ned to  appeal  to  general  practitioners.  NO  REGIS- 
TRATION FEE  will  be  charged,  and  every  ethical 
physician  is  cordially  invited  to  attend. 

The  American  Medical  Writers'  Association  will 
hold  its  annual  meeting  at  the  Elks  Club  on  Sep- 
tember 27.  Programs  of  both  meetings  may  be  ob- 
tained from  Harold  Swanberg,  M.D.,  Secretary, 
M.V.M.  Society  and  A.M.W.  Association,  209-22*4 
W.C.U.  Bldg.,  Quincy,  HI. 


Commission  on  Chronic  Illness 

The  Commission  on  Chronic  Illness  is  the  first 
national  agency  to  be  charged  with  the  responsi- 
bility for  studying  the  integration  of  programs  of 
the  many  health  and  social  agencies  working  in 
this  field.  The  various  forms  of  chronic  illness  in 
this  first  unified  approach  include  heart  disease, 
cancel-,  tuberculosis,  hardening  of  the  arteries,  ap- 
oplexy, diabetes,  arthritis  and  rheumatism,  various 
types  of  paralysis,  as  well  as  chronic  disabilities 
resulting  from   disease  or  accident. 

These  conditions  have  common  problems  and  re- 
quire integrated  programs  in  addition  to  the  sin- 
gle disease  approach  with  which  the  public  is  famil- 
iar. This  requires  coordinated  community  action. 

Dr.  Morton  L.  Levin  is  Director  of  the  Com- 
mission, which  is  an  organization  of  thirty  persons 
prominent  in  medicine,  industry,  education,  govern- 
ment, and  business.  Founded  by  the  American  Med- 
ical Association,  American  Public  Health  Associa- 
tion, American  Public  Welfare  Association  and 
American  Hospital  Association,  it  is  also  supported 
financially  by  the  American  Medical  Association, 
American  Cancer  Society,  American  Heart  Asso- 
ciation, the  National  Society  for  Crippled  Children 
and    Adults    and   the    New   York    Foundation. 

Its  technical  staff,  with  national  headquarters  at 
535  N.  Dearborn  in  Chicago,  will  study  the  need 
for  and  stimulate  or  perform  further  administra- 
tive research  in  the  field  of  chronic  illness  and 
plan  a  national  campaign  to  acquaint  the  public 
with  the  positive  aspects  of  chronic  illness.  Finally 
as  a  result  of  information  gathered,  there  should 
result  a  set  of  programs  for  continued,  concerted 
action  by  local,   state  and   national   agencies. 


Blue  Cross  Commission 

Nearly  a  hundred  million  dollars,  representing 
more  than  88  per  cent  of  income,  was  paid  to  hos- 
pitals by  the  voluntary,  non-profit  Blue  Cross 
Plans  for  care  of  members  during  the  first  quar- 
ter of   1950. 

From  a  total  income  of  $109,801,301,  the  90  Blue 
Cross  Plans  of  the  United  States  and  Canada  paid 
$96,989,972  for  members'  care  and  used  only  $9,- 
184,564  (8.37  per  cent)  for  operating  expenses. 

There  are  more  than  38,000,000  persons  enrolled 
in  the  Blue  Cross  Plans  in  the  United  States  and 
Canada,  representing  more  than  24  per  cent  of  the 
United  States  population  and  21  per  cent  of  the 
Canadian  people. 
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American  Heart  Association 

Acting  to  help  meet  the  urgent  need  for  qualified 
research  workers  who  can  concentrate  their  full 
time  in  the  heart  disease  field,  the  American  Heart 
Association  is  establishing  Career  Investigatorships 
as  part  of  its  research  program,  according  to  an 
announcement  made  by  Dr.  H.  M.  Marvin,  presi- 
dent of  the  Association. 

Dr.  Marvin  explained  that  nominations  for  Career 
Investigators  may  be  made  by  members  of  the  Sci- 
entific Council  of  the  American  Heart  Association, 
deans  of  medical  schools,  and  heads  of  research  units 
in  the  United  States.  The  nominations  should  be 
sent  to  Dr.  Charles  A.  R.  Connor,  the  Association's 
Medical  Director. 

The  Career  Investigator  will  engage  in  research 
of  his  own  choosing  in  the  cardiovascular  field.  He 
may  work  in  any  institution  in  the  United  States 
which  offers  adequate  facilities,  and  he  will  be  free 
from  additional  administrative  duties  at  that  insti- 
tution. Not  more  than  15  per  cent  of  his  time  is  to 
be  spent  in  teaching.  Certain  Career  Investigators 
may  have  access  to  patients,  but  any  income  thus 
created  will  be  considered  part  of  the  stipend  pro- 
vided  by  the   American   Heart   Association. 


The  Mary  M.  Roberts  Fellowship 

The  Board  of  Directors  of  the  American  Journal 
of  Nursing  Company  announces  the  establishment 
of  the  Mary  M.  Roberts  Fellowship,  a  competitive 
fellowship,  the  purpose  of  which  is  "to  assist  a 
qualified  professional  nurse  to  prepare  herself  in 
the  technical  aspects  of  writing  about  nursing  and 
nursing  education  for  professional  and  lay  publica- 
tions." 

The  criteria  for  making  the  award  will  be  the 
general  professional  qualifications  of  the  candidate 
and  her  interest  and  facility  in  writing.  One  of  the 
requirements  for  candidacy  will  be  a  specially  pre- 
pared manuscript  on  some  subject  pertaining  to 
nursing.  The  award  will  provide  a  sum  of  $2,500  to 
$4,000,  the  exact  amount  to  be  determined  by  the 
Award  Committee,  for  one  academic  year  of  study 
in  a  college  or  university.  The  award  will  be  made 
in  the  late  summer. 

Nurses  who  wish  to  qualify  for  this  award  may 
get  the  necessary  application  blank  by  writing  im- 
mediately to  "Fellowship,"  American  Journal  of 
Nursing,"  1790  Broadway,  New  York  19,  N.  Y. 


Plastic  Surgery  Award 

The  Foundation  of  the  American  Society  of  Plas- 
tic and  Reconstructive  Surgery  offers  as  its  1950 
award  $500.00  (first  prize  of  $300.00,  second  prize 
of  $200.00)  and  a  certificate  of  merit,  for  essays  on 
some  original  unpublished  subject  in  plastic  sur- 
gery. 

Competition  shall  be  limited  to  residents  in  plas- 
tic surgery  of  recognized  hospitals  and  to  plastic 
surgeons  who  have  been  in  such  specific  practice 
for  not  more  than  five  years. 

The  first  prize  essay  will  appear  on  the  pro- 
gram of  the  forthcoming  annual  meeting  of  the 
American  Society  of  Plastic  and  Reconstructive 
Surgery,  to  be  held  in  Mexico  City,  November  27- 
29,  1950.  Essavs  must  be  in  before  August  15, 
1950. 

For  full  particulars  write  the  Secretary,  Dr. 
Clarence  R.  Straatsma,  66  East  79th  Street,  New 
York,  N.  Y. 


Care 

There  are  an  estimated  300,000  cases  of  tuber- 
culosis in  the  Philippines.  Yet  there  are  only  1,500 
hospital  beds  for  TB  victims— 1,000  of  them  at 
Quezon  Institute,  on  the  outskirts  of  Manila. 

Quezon  Institute  is  doing  its  best  to  help  as  many 
victims  as  possible  in  the  fight  against  the  white 
plague.  In  addition  to  its  1,000  bed-ridden  patients, 
the  sanitarium  provides  clinic  care  for  300  ambula- 
tory cases.  But  lack  of  the  most  basic  supplies — 
food,  clothing,  linens,  and  even  up-to-date  books 
on  modern  medicine's  methods  of  attacking  the 
disease — combine  to  hinder  seriously  the  institu- 
tion's program. 

The  supplies  it  needs  in  its  fight  against  TB  can 
be  sent  by  Americans  through  CARE,  20  Broad 
St.,  New  York  City,  or  any  local  CARE  office.  Ten 
dollars  will  provide  a  CARE  package  of  food,  with 
the  nourishing  items  so  essential  to  tubercular  care, 
or  a  household  linen  package  containing  the  sheets, 
pillowcases,  towels  that  are  a  necessary  part  of  hos- 
pital supplies.  Five-fifty  will  send  a  cotton  textile 
package  to  provide  dresses  and  suits  for  TB  pa- 
tients. A  contribution  in  any  amount  to  the  CARE- 
UNESCO  Book  Fund  will  send  the  latest  and  best 
American  books  on  tuberculosis  to  bring  the  Insti- 
tute's staff  up-to-date  on  medical  techniques. 


Present  Health  Conditions  in  Israel 

The  appearance  of  Volume  1,  1950,  of  The  Hebrew 
Medical  Journal  (Harofe  Haivri),  inaugurates  the 
twenty-third  year  of  its  publication  under  the  edit- 
orship of  Moses  Einhorn,  M.D. 

Written  in  Hebrew,  with  English  summaries,  the 
journal  is  a  contribution  to  improving  the  health  of 
the  new  State  of  Israel,  aiding  as  it  does  the  devel- 
opment of  Hebrew  medical  literature,  and  thus  the 
newly  established  Hebrew  University  -  Hadassah 
Medical    School. 

In  the  current  number,  a  symposium  is  presented 
on  various  phases  of  disease  and  health  in   Israel. 

For  more  information  write  to  The  Hebrew  Med- 
ical Journal,  983  Park  Avenue,  New  York  28,  N.  Y. 
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FOR  SALE 
Well  established  general  practice  in  Golds- 
boro,  N.  C.  Grossed  $21,000.00  last  year.  If 
obstetrics  is  added  it  will  do  much  more. 
Equipment  available  at  once  includes  a  five- 
room  office  conveniently  located  down-town, 
x-ray-fluoroscope,  diathermy,  infra-red.  ultra- 
violet, inter-com  system,  cordiette  furniture, 
bookkeeping  supplies,  etc.  A  new  100-bed 
addition  to  the  local  hospital  is  now  being 
built.  Leaving  to  specialize.  Write  B.  I. 
Tart,   Jr.,   M.D.,   Goldsboro,   N.    C. 


LOST 
While  attending  State  Medical  Convention — 
one  small  sunburst  pin.  Center  small  dia- 
mond surrounded  by  small  pearls.  Finder 
please  notify  Mrs.  Alfred  A.  Kent,  Jr.,  Gran- 
ite Falls,  N.  C. 
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A  MESSAGE  FROM  THE  PRESIDENT 

I  started  my  year  with  an  overwhelming 
feeling  of  inadequacy ;  then  the  thought 
crept  in :  Of  course  I  am  inadequate,  because 
I  am  only  one.  With  all  of  you  to  support 
me,  though,  much  can  be  done ! 

It  is  a  temptation  when  summer  comes  to 
relax  and  forget  that  we  have  any  duties. 
That  would  be  perfect  if  all  opposition  re- 
laxed too.  All  of  the  communications  which 
come  to  us  from  the  A.M. A.  offices  and  from 
our  own  public  relations  office  in  Raleigh 
make  us  aware  that  we  have  much  to  do — 
not  as  doctors'  wives  or  members  of  the 
Auxiliary,  but  as  citizens. 

Oliver  Wendell  Holmes  is  credited  with 
saying,  "The  important  thing  is  not  so  much 
where  we  stand,  but  in  what  direction  are 
we  moving?"  There  is  no  question  about 
where  we  stand — but  are  we  content  just 
to  stand,  or  are  we  moving  in  the  proper 
channels? 

You  are  key  women  in  your  communities; 
what  you  do  and  say  has  a  great  deal  of 
influence.  Let  us  accept  our  places  with  a 
conscience  that  will  not  let  us  relax. 

The  Medical  Society  is  placing  more  re- 
sponsibility in  our  hands  than  it  ever  has 
before.  We  have  already  been  asked  to  help 
secure  resolutions  against  any  form  of  com- 
pulsory insurance  or  any  system  of  socialized 
medicine.  Your  local  auxiliary  president  has 
received  information  regarding  this.  It  is 
very  important  that  we  work  at  this  assign- 
ment diligently.  North  Carolina  is  too  near 
the  bottom  of  the  list  of  states  sending  in  res- 
olutions. It  is  something  which  certainly  will 
not  require  much  effort  on  our  part  during 
these  summer  months,  but  which  can  show 
unbelievable  results  if  we  give  it  the  neces- 
sary attention.  I  am  sure  the  doctors  can 
count  on  us. 

Medical  Economics  last  year  called  the 
Auxiliary  a  "slightly  erratic  aid  in  medicine's 
camp."  I  hope  that  this  arouses  your  ire  as 
it  did  mine.  On  the  other  hand.  Dr.  Edward 
Bortz  said  of  us  that  the  Auxiliary  repre- 
sents probably  the  most  effective  instrument 
the  medical  profession  has  in  the  field  of 
public  relations,  but  a  most  neglected  one. 
In  North  Carolina  we  are  not  being  neglected 
— so  I  am  asking  all  of  you  to  do  what  you 
can  to  justify  the  kind  statements  Dr.  Bortz 
made  of  us.  He  is  not  alone  in  his  opinion 


of  our  worth.  The  doctors  are  realizing  more 
and  more  what  concrete  help  we  can  give. 
I  am  sure  we  shall  fulfill  their  expectations. 
I  hope  that  all  of  you  are  having  pleasant 
experiences  this  summer ;  but  please — not 
complete  relaxation !  Remember,  "IT'S 
YOUR  CRUSADE  TOO."  Incidentally,  has 
your  Auxiliary  studied  that  most  worthwhile 
pamphlet? 

Mrs.  Harry  Johnson 

Elkin 


BOOK  REVIEWS 


Textbook  of  Endocrinology.  Edited  bv  Rob- 
ert H.  Williams,  M.D.,  Executive  Officer 
and  Professor  of  Medicine,  University  of 
Washington  Medical  School,  Seattle.  With 
the  collaboration  of  Peter  H.  Forsham, 
Harry  B.  Friedgood,  John  Eager  Howard, 
Edwin  J.  Kepler,  William  Locke,  L.  Harry 
Newburgh,  Edward  C.  Reifenstein,  Jr., 
William  W.  Scott,  George  Van  S.  Smith, 
George  W.  Thorn,  Lawson  Wilkins.  793 
pages  with  168  figures.  Price,  $10.00.  Phil- 
adelphia and  London:  W.  B.  Saunders  Com- 
pany,  1950. 

The  editor  has  chosen  twelve  contributors  for 
this  volume.  All  are  authorities  in  their  field,  not 
only  because  of  their  clinical  experience  but  also 
because  of  their  intimate  contact  with  basic  and 
clinical    investigations. 

Chapters  are  devoted  to  the  pituitary,  thyroid, 
adrenals,  testes,  ovaries,  pancreas,  and  parathy- 
roids. Of  unusual  interest  are  the  chapters  dealing 
with  the  general  principles  of  endocrinology,  the 
influence  of  endocrines  upon  growth  and  develop- 
ment, neuroendocrine  and  psychodynamie  aspects  of 
the  endocrinopathies,  obesity,  and  diagnostic  lab- 
oratory  procedures. 

The  main  objective  of  the  text  has  been  well 
realized — that  is,  to  provide  a  condensed  discussion 
of  the  management  of  clinical  endocrinopathies 
based  upon  the  application  of  fundamental  in- 
formation obtained  from  chemical  and  clinical  in- 
vestigations. This  volume  can  be  throughly  en- 
dorsed as  a  comprehensive  survey  of  endocrinology. 


Methods  in  Medical  Research.  Volume  2. 
Edited  bv  Julius  H.  Comroe,  Jr.  Price, 
$6.50.  361  pages.  Chicago:  The  Year  Book 
Publishers,    Inc.,    1950. 

This  series  of  books  is  devoted  to  a  description 
of  techniques  and  methods  for  investigations  in 
medical  research.  The  current  volume  discusses 
methods  of  study  of  bacterial  viruses,  pulmonary 
function  tests,  and  assay  of  hormonal  secretions. 
Each  section  contains  a  number  of  short  articles 
by  different  authors  on  specific  points,  such  as 
sterilization  of  vials,  stop  cocks  and  tubing  used 
in  pulmonary  function  tests;  bronchospirometry; 
measurement  of  gas  volumes;  and  measurement  of 
the  velocity  of  respired  gases. 

This  book  will  be  of  interest  to  those  in  charge 
of  clinical  research  programs  in  the  larger  hos- 
pitals. The  techniques  are  often  not  adaptable  to 
office  practice  or  to  the  clinical  laboratories  in 
small  hospitals. 
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Clinical  Pathology — Application  and  Inter- 
pretation. By  Benjamin  B.  Wells,  M.D.,  Ph. 
D.,  Professor  of  Medicine,  University  of 
Arkansas  School  of  Medicine,  Little  Rock, 
Arkansas.  Price,  $6.00.  397  pages.  Phila- 
delphia:  W.  B.   Saunders   Company,   1950. 

This  volume  is  an  attempt  to  bridge  the  gap  be- 
tween the  practice  of  clinical  pathology  in  the  lab- 
oratory and  the  bedside  care  of  patients.  The 
author  takes  up  by  systems  various  diseases,  dis- 
cussing the  laboratory  procedures  which  may  be 
helpful  in  handling  the  patient.  No  techniques  are 
given.  An  attempt  is  made  to  indicate  when  the 
test  should  be  used  and  how  it  should  be  inter- 
preted. 

The  terminology  applied  to  the  nomenclature  of 
bacteria  is  not  always  consistent;  no  single  accept- 
ed system  appears  to  have  been  followed.  Discus- 
sions of  the  newer  antibiotics  such  as  Aureomycin 
and  chloramphenicol  are  omitted.  The  Evans  Blue 
technique  for  determination  of  blood  volume  is  dis- 
cussed; this  is  certainly  not  a  procedure  for  routine 
use,  since  the  drug  is  still  under  the  control  of  the 
Food  and  Drug  Administration.  Some  simple  use- 
ful procedures  such  as  the  slow  relaxation  and  ten- 
don reflexes  in  myxedema,  the  alterations  in  the 
eosinophil  count  in  Addison's  disease,  and  the 
simple  digestion  of  emulsion  on  x-ray  films  as  a 
test  of  pancreatic  function  are  omitted.  One  refer- 
ence is  usually  given  for  each  section  at  the  bot- 
tom of  the  page. 

The  author  has  attempted  to  cover  a  tremendous 
field  in  a  book  which  seems  too  small  to  fulfill  its 
purpose. 


Handbook  of  Medical  Management.  By  Mil- 
ton Chatton,  M.D.,  Instructor  in  Medicine, 
University  of  California  Medical  School; 
Sheldon  Margen,  M.D.,  Clinical  Instructor 
in  Medicine  and  Research  Associate  in 
Medicine,  University  of  California  Medical 
School;  Henry  D.  Brainerd,  M.D.,  Assist- 
ant Clinical  Professor  of  Medicine  and 
Pediatrics,  University  of  California  Med- 
ical School;  Assistant  Clinical  Professor 
of  Pediatrics,  Stanford  University  School 
of  Medicine.  Price,  $3.00.  476  pages.  Palo 
Alto,  California:  University  Medical  Pub- 
lishers,  1949. 

This  pocket  sized  book  includes  a  surprising 
amount  of  data.  The  discussion  is  arranged  in  chap- 
ters, with  a  unique  method  of  thumb-indexing  by 
the  use  of  black  printed  blocks  at  the  edge  of  the 
page.  The  code  numbers  from  the  "Standard  No- 
menclature of  Disease"  have  been  included  as  an 
aid  in  the  coding  of  records.  Diseases  are  discussed 
briefly  from  the  standpoint  of  diagnosis.  Treat- 
ment is  outlined  separately  under  such  headings  as 
emergency  treatment,  maintenance,  management, 
prophylaxis.  Dosages  of  medications  are  given  in 
detail.  Many  helpful  practical  suggestions  for  the 
office  management  of  patients  in  private  practice 
are  given;  an  example  is  the  card  to  be  carried 
by   a   diabetic. 

The  book  should  be  of  especial  interest  to  med- 
ical students,  house  officers,  and  young  physicians 
entering  general  practice. 


Current  Therapy  1950  —  Latest  Ap- 
proved Methods  of  Treatment  for  the  Prac- 
ticing Physician.  Edited  by  Howard  F. 
Conn,  M.D.  Consulting  Editors:  M.  Edward 
Davis,  Vincent  J.  Derbes,  Garfield  G.  Dun- 
can, Hugh  J.  Jewett,  William  J.  Kerr,  Per- 
rin  H.  Long,  H.  Houston  Merritt,  Paul  A. 
O'Leary,  Walter  L.  Palmer,  Hobart  A.  Rei- 
mann,  Cyrus  C.  Sturgis,  Robert  H.  Wil- 
liams. 736  pages.  Price  $10.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1950. 

The  second  volume  in  this  series  continues  the 
arrangement  of  the  1949  volume.  An  impressive 
array  of  contributors  has  been  collected,  each  of 
whom  describes  in  detail  the  method  of  treatment 
he  uses.  Where  alternative  or  optional  methods 
may  be  accepted,  another  author  has  described  that 
treatment.  As  in  the  previous  volume,  discussions 
of  the  clinical  aspects,  differential  diagnosis,  and 
laboratory  diagnostic  tests  are  omitted.  Where 
laboratory  tests  are  specifically  indicated  in  the 
control  of  therapy,  they  are  often  mentioned.  Pre- 
scriptions and  diet  lists  are  often  given  in  detail. 
No  illustrations  or  references  are  included. 

A  new  section  on  diseases  of  the  locomotor  sys- 
tem has  been  added,  and  the  articles  on  infectious 
diseases  have  been  brought  up  to  date.  Symptom- 
atic treatment  and  specific  therapeutic  measures 
are  separated.  The  continued  use  of  incomplete 
sentences  and  telegraphic  style  in  some  sections  is 
distracting.  In  many  instances  the  pharmaceutical 
manufacturer  distributing  a  given  drug  is  mention- 
ed, though  distinction  is  not  always  clearly  made 
between  the  generic  and  the  trade  name  of  the 
drug.  In  some  sections  it  is  not  cleai-ly  indicated 
when  patients  should  be  hospitalized  and  when 
they  may  safely  be  treated  in  the  home. 

The  book  is  an  excellent  one  which  should  be 
very  helpful  to  practicing  physicians.  The  editor 
has  been  unduly  modest  in  not  identifying  himself 
as  well  as  his  consultants  and  contributors  have 
been  identified. 


Sexual  Deviations.  By  Louis  S.  London, 
M.D.,  and  Frank  S.  Caprio,  M.D.  702  pages. 
Price,  $10.00.  Washington:  The  Linacre 
Press,  Inc.,   1950. 

This  book  is  an  attempt  to  explain  deviations 
from  the  usual  heterosexual  pattern.  The  authors 
discuss  the  deviations  from  a  normal  sexual  goal 
and  attempt  to  explain  through  a  psychopathologic 
approach  the  range  of  abnormalities  and  the  con- 
ditions under  which  they  may  occur.  The  major 
portion  of  the  book  is  taken  up  with  the  presenta- 
tion of  case  histories  illustrating  the  psychody- 
namics  of  sexual  deviations  in  such  conditions  as 
homosexuality,  incest,  exhibitionism,  sadism,  and 
numerous  other  aberrations.  The  case  histories 
seem  to  be  unnecessarily  detailed,  but  this  is  the 
psychoanalytic  technique. 

The  question  of  what  constitutes  normal  psycho- 
sexual  development  and  what  constitutes  a  devia- 
tion is  in  need  of  much  more  intensive  investiga- 
tion. Apparently  so-called  sexual  deviations  are 
much  more  widespread  than  is  generally  recog- 
nized. The  unconscious  forces  producing  such  devia- 
tions should  be  within  reach  of  psychiatric  thera- 
peutic  measures. 
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Federal  Security  Agency 

Announcement   of   Regular   Corps   Examination 

For   Medical    Officers,    United    States 

Public    Health    Service 

A  competitive  examination  for  appointment  of 
Medical  Officers  in  the  Regular  Corps  of  the 
United  States  Public  Health  Service  will  be  held 
on  October  9,  10,  and  11,  1950.  Examinations  will 
be  held  at  a  number  of  points  throughout  the  United 
States,  located  as  centrally  as  possible  in  rela- 
tion to  the  homes  of  candidates.  Applications  must 
be  received  no  later  than   September   11,   1950. 

The  Regular  Corps  is  a  commissioned  officer 
corps  composed  of  members  of  various  medical  and 
scientific  professions,  appointed  in  appropriate  cat- 
egories such  as  medicine,  dentistry,  nursing,  engi- 
neering, pharmacy,  etc. 

Appointments  will  be  made  in  the  grades  of 
Assistant  Surgeon  (equivalent  to  Army  rank  of 
First  Lieutenant)  and  Senior  Assistant  Surgeon 
(equivalent  to  Captain).  In  making  assignments, 
consideration  is  given  to  the  officer's  preference, 
ability,  and  experience;  however,  all  commissioned 
officers  are  subject  to  change  of  station  and  assign- 
ment as  necessitated  by  the  needs  of  the  Service. 
Appointments  are  permanent  in  nature  and  provide 
opportunities  to  qualified  physicians  for  a  life 
career  in  clinical  medicine,  research,  and  public 
health.  Applicants  who  successfully  complete  this 
examination  may  ordinarily  expect  appointment  as 
soon   as   they   become   eligible. 

Application  forms  and  additional  information  may 
be  obtained  by  writing  to  the  Surgeon  General, 
United  States  Public  Health  Service,  Federal  Se- 
curity Agency,  Washington  25,  D.  C.  Attention: 
Division   of   Commissioned    Officers. 


The  opening  of  a  new  laboratory  for  research  in- 
volving radioisotopes  at  the  National  Institutes  of 
Health  of  the  Public  Health  Service  at  Bethesda, 
Md.,  was  announced  recently  by  Dr.  Leonard 
Scheele,  Surgeon  General  of  the  Public  Health 
Service.  One  of  the  few  radioisotope  laboratories  in 
America  designed  solely  for  medical  reseai'ch,  the 
new  Isotope  Laboratory  represents  a  major  addi- 
tion to  already  existing  laboratory  facilities  at  the 
National  Institutes  of  Health. 

Appointment  of  Dr.  Sidney  Olansky  as  Director 
of  the  Public  Health  Service's  Venereal  Disease 
Research  Laboratory  in  Chamblee,  Ga.,  was  an- 
nounced recently  by  Dr.  Theodore  J.  Bauer,  Chief 
of  the   Division   of   Venereal   Disease. 

A  specialist  in  dermatology  and  syphilology,  Dr. 
Olansky  has  been  associated  with  the  Public  Health 
Service  almost  continuously  since  1942.  He  spent 
two  years  as  a  resident  in  dermatology  and  syphil- 
ology at   Duke   University. 

Some  100,000  children  in  the  United  States  10 
years  of  age  or  less  have  undiscovered  syphilis 
which  they  have  had  from  birth,  according  to  an 
article  in  the  current  issue  of  The  Child,  monthly 
periodical  of  the  Children's  Bureau,  Federal  Secur- 
ity Agency. 

In  an  accompanying  editorial  in  the  same  issue 
of  The  Child,  Katherine  F.  Lenroot,  Chief  of  the 
Children's  Bureau,  pointed  out  that  the  rate  of 
acquired  syphilis  in  the  United  States  has  been 
cut  in  half  during  the  past  four  years,  while  the 
rate  of  congenital  syphilis  has  remained  almost 
constant. 


DEPARTMENT   OF   DEFENSE 

Clinical    Practice    in    Medical    Specialties 
Available    in    USAF    Hospitals 

Civilian  physicians  completing  formal  residency 
training  may  obtain  additional  clinical  practice  by 
obtaining  Air  Force  reserve  commissions  and  active 
duty  with  assignment  to  Air  Force  hospitals,  Ma- 
jor General  Harry  G.  Armstrong,  the  Surgeon 
General,    announced    recently. 

Under  this  program  civilian  physicians  who  have 
completed  formal  residency  training  are  given  an 
opportunity  to  obtain  clinical  practice  necessary 
to  become  certified  in  their  specialties.  The  active 
duty  tours,  for  one  or  more  years,  offered  by  the 
Air  Force  Medical  Service  make  it  possible  for  such 
physicians  to  complete  the  requirements  of  the 
various   American   medical   specialty   boards. 

The  specialties  in  which  openings  are  available 
include  internal  medicine,  general  surgery,  otorhin- 
olaryngology  (ear,  nose  and  throat),  obstetrics  and 
gynecology,  ophthalmology,  anesthesiology,  pedi- 
atrics, and  psychiatry. 

Detailed  information  and  application  forms  for 
reserve  appointments  and  tours  of  active  duty  for 
one  or  more  years  may  be  obtained  upon  written 
application  to  the  Directorate  of  Staffing  and  Edu- 
cation, Office  of  the  Surgeon  General,  Headquar- 
ters, U.   S.  Air  Force,  Washington  25,  D   C. 

Tuberculosis    Rate   Among    Navy    Employees 
Drops   33   Per   Cent   in   One   Year 

A  33  per  cent  decrease  in  the  incidence  of  tuber- 
culosis among  Navy  civilian  employees  has  been 
reported  by  Rear  Admiral  C.  A.  Swanson,  Sur- 
geon General  of  the  Navy,  as  a  result  of  the  Navy 
Medical  Department's  continuing  chest  x-ray  pro- 
gram. 

Reports  from  naval  activities  in  the  United 
States  and  overseas  show  that  of  a  total  of  213,442 
civilian  employees  who  were  given  x-ray  examina- 
tions in  1949,  four  of  every  1,000  employees  had 
evidence  of  tuberculosis  which  required  immediate 
treatment.  In  1948,  the  incidence  rate  was  six  in 
every  1,000. 

During  each  of  the  two  years,  three  of  every 
1.000  Navy  employees  were  found  to  have  evidence 
of  other  chest  diseases  such  as  lung  tumors  and 
heart  disease. 

Under  the  Navy's  tuberculosis  control  program, 
earlier  and  more  effective  treatment  is  provided  for 
those  affected  than  would  be  possible  after  notice- 
able symptoms  had  developed.  Chest  x-rays  are 
made  annually  on  all  civilian  employees,  and  at  the 
time  of  their  entering  and  leaving  Naval  employ- 
ment. 


Latin     American    surgeons     and     physicians     will 

have  an  opportunity,  most  of  them  for  the  first 
time,  to  witness  the  latest  demonstrations  of  sur- 
gical procedures  by  television  during  the  coming 
summer  months.  The  E.  R.  Squibb  &  Sons  Inter- 
national Corporation  is  sponsoring  a  scientific  pro- 
ject called  "Video  Medico"  which  it  will  put  on  in 
five  of  the  more  important  countries  in  Latin 
America. 

Easily  the  most  ambitious  project  of  its  kind 
ever  attempted,  Squibb  International  will  work  in 
conjunction    with    International    General    Electric. 

The  joint  team  will  travel  by  air,  carefully 
timing  each  stop-over  of  about  ten  days  to  coincide 
with  special  meetings  of  local  doctors.  Leading 
surgeons  in  each  country  visited  will  perform  oper- 
ations; these  will  be  televised  before  large  au- 
diences by  a  crew  of  General  Electric  electronic 
engineers. 
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THE  "TRANSACTIONS"  NUMBER 

The  Medical  Society  of  the  State  of  North 
Carolina  maintained  the  state's  tradition  for 
conservatism  by  being  the  last  state  medical 
society  in  the  Union  to  abandon  the  practice 
of  reporting  its  annual  meeting  in  a  single 
volume  and  to  establish  instead  a  monthly 
journal.  Prior  to  1940  the  TRANSACTIONS 
of  the  Medical  Society  of  the  State 
of  North  Carolina  was  issued  three  or 
four  months  after  the  annual  meeting, 
and  contained  all  the  scientific  papers  read 
at  the  meeting,  as  well  as  full  reports  of 
the  meetings  of  the  House  of  Delegates  and 


of  the  Executive  Committee  (if  any  were 
held) ,  and  a  roster  of  members  of  the  Society. 

When  the  Society  voted  in  1939  to  replace 
this  annual  volume  by  a  monthly  journal,  it 
was  decided  that  one  issue  each  year  should 
contain  the  transactions  of  the  House  of 
Delegates  and  General  Sessions,  as  well  as  a 
roster  of  members.  Since  it  is  impossible  to 
get  this  material  ready  for  publication  be- 
fore midsummer,  the  August  issue  has  been 
used  every  year  as  the  "Transactions"  num- 
ber. For  the  past  two  years,  the  roster  has 
been  published  separately  as  a  supplement 
to  the  August  issue,  since  it  is  much  more 
convenient  to  handle  in  a  more  compact  form, 
and  since  there  is  some  demand  for  it  by 
those  who  would  not  care  for  a  record  of  the 
business  of  the  Society. 

With  this  year's  August  issue  several  in- 
novations have  been  made.  One  is  the  com- 
plete omission  of  scientific  articles.  As  the 
affairs  of  the  Society  have  become  increas- 
ingly complex,  more  and  more  business  has 
been  transacted  at  its  annual  meetings  and 
more  and  more  space  has  been  required  for 
reporting  the  transactions.  This  year  it  was 
decided  to  devote  the  August  issue  entirely 
to  the  business  affairs  of  the  Society.  Con- 
sequently, the  preparation  of  this  number, 
and  of  the  roster  which  appears  as  a  supple- 
ment, has  been  left  in  the  hands  of  the  So- 
ciety's capable  executive  secretary,  Mr. 
James  T.  Barnes,  and  his  office  force,  with 
the  oversight  of  Secretary  Millard  Hill.  This 
is  a  natural  development,  since  the  records  of 
the  Society  are  all  kept  in  the  executive  sec- 
retary's office  and  since  the  two  secretaries 
are  responsible  for  the  Society's  business 
affairs. 

Another  innovation,  which  will  be  wel- 
comed by  all  members  of  the  Society,  is  the 
inclusion  of  street  addresses  in  the  roster  of 
members.  With  the  addition  of  so  much  new 
material,  it  is  inevitable  that  some  mistakes 
will  appear.  These  should  be  reported 
promptly  to  Mr.  James  T.  Barnes,  203  Cap- 
ital Club  Building,  Raleigh,  and  corrections 
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will  be  published  in  subsequent  issues  of  the 
Journal. 

The  editor  and  assistant  editor  are  pleased 
to  turn  over  to  Executive  Secretary  Barnes 
and  Secretary  Hill  the  responsibility  for  the 
Transactions  number,  and  congratulate  them 
on  the  efficient  manner  in  which  they  have 
gone  about  the  preparation  of  this  most 
ponderous  issue  of  the  year. 


THE  KOREAN  CRISIS 

Although  relations  between  Russia  and  the 
United  States  have  been  strained  for  a  long 
time,  the  rapid  transition  from  the  cold  war 
to  an  actual  shooting  war  came  as  a  shock  to 
the  country.  It  is  easy  now  to  see  how  naive 
our  government  has  been  in  dealing  with 
Russia.  Hanson  Baldwin,  in  the  Athoitic 
Monthly  (January  and  February,  1950), 
pointed  out  that  our  worst  blunders  in  the 
war  were  due  to  failure  to  understand  Stalin 
and  the  Russian  lack  of  idealism.  The  con- 
cessions made  to  Stalin  were  interpreted  by 
that  hardheaded  realist  as  indications  of 
weakness,  to  be  exploited  to  the  fullest.  More 
recently  Representative  Walter  H.  Judd,  who 
was  formerly  a  medical  missionary  to  China, 
stated  that  "American  foreign  policy  in  deal- 
ing with  the  Russians  .  .  .  had  blundered  in 
the  assumption  that  the  Soviets  would  be 
willing  to  act  on  the  level  of  Christian  prin- 
ciples." 

A  West  Point  graduate  who  served  as  an 
artillery  officer  in  the  European  theater 
throughout  the  whole  war  told  some  friends 
just  after  Japan's  surrender  that  a  conflict 
with  Russia  was  inevitable,  and  that  he  would 
prefer  to  see  it  begun  and  ended  before  our 
army  was  disbanded. 

As  Churchill  said,  however,  if  we  open  a 
quarrel  between  the  present  and  the  past, 
we  will  find  that  we  have  lost  the  future. 
Now  that  we  have  at  last  called  Russia's 
gigantic  bluff,  our  only  course  is  to  do  every- 
thing in  our  power  to  get  the  situation  under 
control  as  soon  as  possible.  Perhaps  Russia, 
when  she  finds  that  we  are  really  in  earnest, 
will  find  a  way  to  end  the  Korean  struggle, 
and  will  realize  that  she  can  expect  no  fur- 
ther appeasement  policy. 

From  the  medical  standpoint,  it  is  to  be 
devoutly  hoped  that  we  will  not  see  a  repeti- 
tion of  the  mistake  made  in  the  last  war, 


when  the  armed  forces  were  supplied  with 
far  more  medical  men  than  they  needed, 
while  the  civilian  population  was  left  in  want. 
In  World  War  II  each  civilian  doctor  had  to 
serve  an  average  of  1500  people,  while  the 
physicians  in  service  were,  for  the  most  part, 
complaining  bitterly  because  they  had  so 
little  to  do.  Surely,  if  our  country  must  again 
be  plunged  into  all-out  war,  it  will  at  least 
profit  from  the  mistakes  made  so  recently 
in  the  last  "war  to  end  wars." 


ANOTHER  DEFEAT  FOR  EWING 

Six  days  after  our  national  Independence 
Day  the  House  of  Representatives  voted  by  an 
overwhelming  majority — 249  to  71 — against 
President  Truman's  Reorganization  Plan 
Number  27,  which  would  have  created  for 
the  Federal  Security  Agency  a  place  in  the 
cabinet  as  the  Department  of  Health,  Educa- 
tion, and  Security.  Last  year  the  same  ob- 
noxious plan,  then  known  as  Reorganization 
Plan  Number  1,  was  defeated  decisively  in 
the  Senate. 

It  may  be  of  interest  to  our  readers  to  know 
that  in  the  roll  call  vote,  six  of  North  Caro- 
lina's representatives  —  Barden,  Bonner, 
Chatham,  Cooley,  Doughton,  and  Redden — 
voted  against  the  proposal.  The  other  six 
were  recorded  as  "paired  or  not  voting." 

Unquestionably  one  reason  for  the  defeat 
of  the  plan  to  put  health,  education,  and  se- 
curity under  one  department  was  the  fact 
that  Mr.  Oscar  Ewing  would  almost  certainly 
have  been  President  Truman's  choice  for  the 
cabinet  officer  at  the  head  of  this  depart- 
ment. An  article  in  the  Saturday  Evening 
Post  for  July  8'11  brands  Mr.  Ewing  as  "the 
most  tactless  man  in  Washington,"  and 
states  that  the  Senate  last  year  refused  to 
make  the  FSA  a  cabinet  department  "because 
it  feared  to  promote  Ewing."  This  article 
gives  a  reason  for  his  unpopularity:  "...  he 
is  anxiously  humble  before  those  he  considers 
his  superiors,  but  often  rude,  curt,  and  arbi- 
trary with  his  subordinates."  Does  not  this 
characterization  fit  the  definition  of  a  snob 
as  "one  who,  on  the  ladder  of  life,  licks  the 
heels  of  the  one  above  him  and  kicks  the  head 
of  the  one  below  him"? 

I.    "The  Man  tlie  Doctors  Hate,"  by  Paul  F.  Healy   (]>.   3") 
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DR.  WILLIAM  MacNIDER  RETIRES 

A  news  note  from  the  University  of  North 
Carolina  School  of  Medicine  carries  the 
simple  announcement  that  "Dr.  William  de- 
Berniere  MacNider  retired  July  1,  1950, 
from  his  position  as  Kenan  Research  Profes- 
sor of  Pharmacology  at  the  University  of 
North  Carolina,  where  he  had  been  a  mem- 
ber of  the  faculty  for  fifty-one  years." 

Somehow  it  is  hard  for  those  who  have 
known  and  loved  Bill  MacNider  for  so  many 
years  to  realize  that  he  is  no  longer  engaged 
in  teaching.  He  taught  not  only  undergrad- 
uate students,  but  the  whole  medical  world. 
The  long  list  of  his  achievements  in  Who's 
Who  attests  to  the  recognition  which  has 
been  accorded  his  work  nationally  and  inter- 
nationally. Although  he  has  retired  from 
formal  teaching,  his  influence  will  live  on  and 
on  through  the  students  he  has  trained,  and 
his  counsel  will  be  sought  as  long  as  he  lives. 

Many  practicing  physicians  who  were 
themselves  Bill  MacNider's  students  will  re- 
gret that  their  sons  can  not  profit  from  the 
ripe  wisdom  of  this  medical  philosopher.  His 
legion  of  friends  —  and  his  capacity  for 
friendship  was  as  great  as  his  teaching  abil- 
ity— will  wish  him  many  years  of  happiness, 
and  the  enjoyment  of  the  leisure  which  he 
has  so  richly  earned. 


THE  STANLY  COUNTY  HOSPITAL 

The  Stanly  County  Hospital  at  Albemarle 
was  dedicated  on  Sunday,  July  9.  It  was  the 
first  100-bed  hospital  to  be  completed, 
equipped,  dedicated,  licensed,  and  opened  for 
patients,  under  the  North  Carolina  Medical 
Care  Commission's  program.  The  Stanly 
News  and  Press  for  Friday,  July  7,  was  a 
special  hospital  edition,  and  four  sections  of 
eight  pages  each  were  devoted  to  the  story 
of  the  hospital,  from  the  time  it  was  first 
suggested  in  March,  1945,  by  the  late  Mr. 
W.  N.  Lefler  in  a  "Letter  to  the  Editor."  The 
suggestion  was  made  in  this  letter  that  the 
hospital  would  be  the  best  possible  memorial 
to  the  men  who  fought  in  World  Wars  I  and 
II. 

The  Stanly  County  Medical  Society  en- 
dorsed the  plan,  and  the  Albemarle  Chamber 
of  Commerce  went  to  work  to  create  senti- 
ment  for   the   hospital.    The    Medical    Care 


Commission  gave  a  sympathetic  hearing,  fol- 
lowed by  substantial  aid  to  match  the  funds 
raised  by  the  community.  The  final  result  is 
a  modern,  well  equipped,  100-bed  hospital 
with  a  competent  staff  to  man  it. 

Congratulations   to   the   doctors   and   the 
people  of  Albemarle  and  Stanly  County ! 


"PUT  YOUR   RIGHT   FOOT   FORWARD" 

The  time  was  when  the  position  of  the 
medical  man  in  the  community  was  so  se- 
cure that  it  was  simply  taken  for  granted  by 
both  the  profession  and  the  public.  More 
recently,  however,  the  attitude  of  many  lay- 
men toward  the  medical  profession  has  be- 
come increasingly  critical,  and  physicians 
have  been  forced  to  think  more  and  more  of 
their  relations  with  the  public.  The  president 
of  the  Tennessee  State  Medical  Association, 
Dr.  Ralph  H.  Monger,  has  offered  a  stimu- 
lating contribution  to  the  subject'11,  which 
is  good  enough  to  be  quoted  in  part: 

"In  the  days  when  Rome  was  in  its  giory,  many 
interesting  customs  developed.  One  of  these  customs 
is  recalled  by  the  expression,  'Put  your  right  foot 
forward.' 

"The  Romans  held  a  superstitious  belief  that  it 
was  a  bad  -omen  to  enter  a  house  with  the  left  foot 
forward,  while  the  person  entering  the  house  with 
his  right  foot  forward  could  expect  to  enjoy  the 
hospitality  of  his  visit  there.  For  this  reason,  con- 
siderate and  thoughtful  hosts  used  to  station  a  boy 
outside  the  door  to  caution  all  who  entered  to  put 
their  right  foot  forward. 

"Physicians  today  might  well  be  guided  by  this 
rule,  and  when  they  enter  the  home  of  a  patient 
pause  to  consider  the  importance  of  putting  their 
right  foot  forward.  The  physician  too  often  thinks 
of  himself  and  his  work  in  a  detached  scientific  man- 
ner. He  is — or  should  be — first  and  above  all  a  hu- 
manitarian. As  a  humanitarian  he  is — or  should  be — 
interested  in  people  and  concerned  about  their  wel- 
fare." 

"The  physician  should  understand  that  he  has  a 
duty  to  himself  and  to  his  profession  to  concentrate 
on  public  relations  and  put  his  best  foot  forward 
when  he  enters  the  home  of  his  patient  or  his  patient 
visits  in  his  office.  He  cannot  properly  discharge  his 
obligation  as  a  humanitarian  and  a  member  of  the 
medical  profession  unless  he  is  conscious  of  the  im- 
pression he  makes  upon  the  public  in  his  contact 
with  them." 

1.    Monger,   R.   H.:   President's   Message,    J.    Tennessee    M.    A. 
43:248    (July)    1950. 
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Board  of  Medical  Examiners  of  the 
State  of  North  Carolina 

Questions  Asked  in  the  1950  Examination 

Anatomy,  Histology  and  Embryology 
M.  A.   Pittman,   M.D. 

(Answer  eight.) 

1.  Give   the  muscles   of   mastication   and   give   the 
nerve  supply. 

2.  Describe  the  shoulder  joint,  naming  three  liga- 
ments and  the  muscles  that  act  on  the  joint. 

3.  Describe  the  humerus.  Draw  and  label. 

4.  What  month  in  ulero  is  sex  distinguished,  and 
what  is  the  length  of  the  embryo  at  that  time  ? 

5.  Draw  and   label   cross   section   of   a   long   bone. 
Draw  and  label  in  detail  a  haversian  system. 

6.  Name  the  four  main  tissues  of  the  body.  Illus- 
trate each  by  drawing. 

7.  Gastrocnemius  muscle: 

( 1 )  Origin 

(2)  Insertion 

(3)  Function 

8.  Name  the  main  parts  of  the  brain.  Give  functions 
of  three. 

9.  Locate  the  following: 

(1)  Olecranon  process 

(2)  Coracoid  process 

(3)  Os  calcis 

(4)  Adrenal  gland 

(5)  Intercondyloid  eminence 

(6)  Semilunar   cartilage 

(7)  Incisura  angularis 

(8)  Hypothenar  eminence 

(9)  Speech  center  in  a  left-handed  person 
(10)  Define  callus 

Physiology  and  Chemistry 
Paul   G.   Parker.   M.D. 

1.  A.  What  causes  the  radial  pulse? 

B.  What  are  its  five  significant  characteristics? 

2.  Is  intravenous  saline   of  more  benefit  in   shock 
or  in  massive  hemorrhage,  and  why  ? 

3.  Describe  physiologic  mechanism  controlling  the 
rate  and  depth  of  respiration. 

4.  Where   in   the    cerebral    cortex   would    a    lesion 
cause  a  right  hemiplegia  ? 

5.  A.  What  is  the  normal  range  of  the  B.  M.  R.  ? 

B.  What    glandular    secretion    particularly    af- 
fects it? 

C.  In  what  condition  is   it   increased  ? 

D.  Decreased? 

6.  What  is  an   antidote  ? 

Describe    symptoms    of    strychnine    poisoning, 
and  give   treatment. 

7.  Describe    two    liver    function    tests,    and    give 
clinical  evaluation. 

8.  What   is    an    amino    acid  ?    Name    some    of   the 
essential    amino   acids. 

What    articles    of    diet    are    particularly    good 
sources  of  amino  acids  ? 

9.  What  are  the   chief  factors  that   contribute   to 
the  deposition  of  fat? 

10.  Where  are  the  following  substances  found,  and 
what  is  the  action   of  each: 

(A)    Thyroxin,    (B)    trypsin,    (C)    steapsin,    (D) 
amylopsin,   (E)  rennin? 


Pathology   and    Bacteriology 

James    B.    Bullitt,    M.D. 

Pathology 

1.  A.  Describe  the  microscopical  picture  of  a  fully 
developed 

1.  Typical   tubercle 

2.  Small   staphylococcus   abscess 

3.  Small  gumma 

B.  Explain  the   biological   reasons   for   the   dif- 
ference. 

2.  What  is  the  usual  histological  difference  be- 
tween simple  goiter  and  untreated  hyperplastic 
(toxic)   goiter? 

3.  Compare  a  blood  smear  from  a  case  of  Hodg- 
kin's  disease  with  one  from  a  case  of  lym- 
phatic  leukemia. 

4.  What  are  the  microscopical  characteristics  of 
highly  malignant  tumor  cells  ? 

5.  Where  are  metastases  usually  found  in  ad- 
vanced  cancer  of 

A.  Breast? 

B.  Stomach? 

C.  Medulloblastoma    (cerebral)  ? 

6.  A  few  days  after  a  normal  childbirth  the 
young  mother  developed  slight  fever,  moderate 
pelvic  discomfort  and  some  swelling,  pain  and 
stiffness  in  the  right  thigh.  On  the  tenth  day, 
after  some  moderate  exertion,  she  suddenly  be- 
came acutely  dyspneic  and  cyanotic  and  died 
in  a  few  minutes.  What  gross  pathology  would 
you   expect   to   find   at   autopsy  ? 

7.  Give  the  life  cycle  of  Necator  americanus. 

8.  What    parental    and    fetal    combination    of    the 
Rh  factor   is   likely  to   cause   disaster? 
Explain    how    such    a    combination    operates    to 
cause  trouble. 

Bacteriology 

1.  What  are  the  advantages  and  limitations  in 
destruction   of   bacteria   by 

A.  Pasteurization   (64  C.  for  thirty  minutes)  ? 

B.  Boiling  water  for  ten   minutes? 

C.  Steam  at  121   C.  at  15  pounds  pressure  for 
twenty   minutes  ? 

2.  From  the  standpoint  of  etiology,  what  is  the 
meaning  and  significance  of  the  term  "virus 
pneumonia"  ? 

3.  A  male  patient  has  an  inguinal  bubo.  List  the 
common  infectious  agents  that  may  be  in- 
volved. Give  the  method  you  would  use  to  iso- 
late  and   identify   one   of  these. 

4.  Name  five  bacteria  that  cause  meningitis  in 
man.  How  would  you  isolate  and  identify  one 
of  these  ? 

5.  Compare  the  modes  of  transmission  of  infec- 
tious hepatitis  and  homologous  serum  jaundice, 
and  explain  how  the  spread  of  these  diseases 
may   be    prevented. 

Medicine  and  Therapeutics 
M.  D.  Bonner,  M.D. 

1.  Describe  the  bacteriological  diagnosis,  the  clin- 
ical course,  and  the  treatment  of  pneumonia 
caused  by  Friedlander's  bacillus. 

2.  A  55  year  old  man  is  brought  to  the  emergency 
ward  in  coma.  List  the  laboratory  and  clinical 
observations  that  would  aid  you  in  ascertain- 
ing the  cause  of  the  patient's  comatosed  state. 
Indicate  briefly  the  treatment  of  the  coma  due 
to   these   causes. 

3.  List  the  principal  differences  between  rheuma- 
toid arthritis  and  degenerative  joint  disease 
(osteoarthritis). 

4.  What  succession  of  physiological  alterations 
might  lead  to  acidosis  in  a  diabetic  patient,  as 
indicated  by  a  carbon  dioxide  power  of  18  vol- 
umes per  cent  ?   What  is  the  treatment  ? 
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5.  Discuss  the  production  and  the  significance  of 
gallop  rhythm. 

6.  (a)  Outline  the  salient  clinical  and  laboratory 
data  that  enable  one  to  make  the  diagnosis  of 
Hodgkin's    disease. 

(b)   Discuss   briefly   the   therapy   of   Hodgkin's 
disease. 

Pharmacology,    Pediatrics,    Public    Health 

Charles   W.   Armstrong,    M.D. 

Pharmacology 

1.  What  are  the  beneficial  or  harmful  effects  of 
alcohol  in  a  patient  with: 

A.  Hypertension  ? 

B.  Cardiac   involvement? 

2.  Discuss  the  antihistaminic  drugs  from  the 
standpoint  of  their  value  in: 

A.  Colds 

B.  Allergic  manifestations 

C.  Toxic   effects 

3.  List  five  tropical  infections  and  name  a  drug 
for   the    specific   treatment   of   each. 

Pediatrics 

1.  (A)  What  are  the  minimum  standards  which 
should  be  set  up  for  the  care  of  a  premature 
infant  in  a  hospital  ? 

(B)   Outline  your  course  of  action  in  the  event 
of  the  birth  of  a  premature  infant  in  the  home. 

2.  What  are  the  cardinal  signs  and  symptoms  of 
malnutrition  ? 

3.  Discuss  cerebral  palsy 

(A)    Etiology,    (B)    Diagnosis,    (C)    Treatment, 
(D)    Prognosis. 

Public   Health 

1.  Describe   the    pasteurization    of    milk. 

2.  What  is  undulant  fever?  How  is  it  contracted, 
and  how  prevented  ? 

3.  Discuss  what  you  consider  to  be  the  ideal  rela- 
tionship between  the  health  department  and 
the  private  practitioner  from  both  angles. 

Surgery 
R.   B.  McKnight,   M.D. 

1.  A  47  year  old  white  man  was  admitted  to  the 
hospital  with  a  practically  complete  pyloric  ob- 
struction. His  weight  was  170  pounds  and  he 
had  lost  about  10  pounds  during  the  past  two 
weeks.  A  week  previous  to  admission  a  com- 
petent radiologist  reported  a  duodenal  ulcer 
with  a  two  hour  90  plus  per  cent  retention  of 
the  barium  meal.  The  man  was  obviously  sick, 
with  nausea  and  some  vomiting.  Temperature 
100  F.  Gastric  analysis  revealed  normal  acid 
values  on  several  occasions.  Blood  count  show- 
ed a  mild  anemia,  15,000  white  cells  with  80 
per  cent  neutrophils.  The  skin  was  mildly 
icteric  and  the  index  was  20.  Urinalysis  was 
negative  except  for  a  trace  of  albumin.  In 
view  of  a  long  ulcer  history  and  the  present 
findings  it  was  decided  to  do  a  gastric  resec- 
tion after  proper  preparation.  He  was  given 
proper  preparation  for  a  week  and  then  the 
abdomen  was  opened.  A  subacutely  perforating 
duodenal  ulcer  with  a  mass  about  the  pylorus 
was  found.  Also,  to  our  surprise  (and  chagrin), 
there  was  an  acute  cholecystitis  with  several 
large  stones.  Our  judgment  was  that  he  could 
hardly  stand  both  cholecystectomy  and  stom- 
ach resection.  What  do  you  consider  the  best 
operative  procedure  ?  Please  be  explicit  and 
give  your   reasons. 

2.  A  40  year  old  white  woman  was  admitted  with 
a  diagnosis  of  hyperthyroidism.  She  had  lost 
considerable  weight  during  the  past  several 
months.    Her    BMR   was    reported    plus    68    per 


cent.  The  physical  and  laboratory  findings  were 
all  compatible  with  the  admitting  diagnosis. 
The  heart  was  fibrillating.  In  other  words  she 
was  a  definite  thyrocardiac  with  advanced 
hyperthyroidism. 

(a)  Outline  the  method  or  methods  of  prepar- 
ing  her  for   surgery. 

(b)  Give   your  reasons  for   so   doing. 

(c)  When  should  she  be  ready  for  operation? 

(d)  What   should   be   done    at   operation? 

(e)  Discuss  briefly  the  immediate  postoper- 
ative treatment. 

3.  (1)  What  is  a  hydrocele?  Discuss  its  diagnosis 
and   treatment. 

(2)  What  is  a  varicocele?  Why  is  it  more  lia- 
ble to  occur  on  the  left  than  on  the  right  ?  Give 
the  treatment. 

4.  Distinguish  between  thrombophlebitis  and  phle- 
bothrombosis.  What  are  the  possible  complica- 
tions ?    Give   the   treatment  of   each. 

5.  What  is  the  usual  etiology  of  a  torn  semilunar 
cartilage  ? 

(a)  Discuss  the  diagnosis. 

(b)  How  may  the  knee   become   "locked"? 

(c)  What   is   the   conservative    treatment? 

(d)  What  are  the  indications  for  radical  treat- 
ment? 

6.  Discuss  the  differential  diagnosis  of  a  sus- 
pected case  of  intussusception  in  a  3  year  old 
child. 

Obstetrics  and  Gynecology 

Ivan  Procter,   M.D. 

Obstetrics 

1.  Name  three  conditions  which  must  be  present 
before  obstetrical  forceps  can  be  SAFELY  ap- 
plied  to   extract   the   fetal    head. 

2.  A.  Name,  in  order  of  frequency,  the  three 
greatest   causes    of   obstetric    mortality. 

B.  Name  those  that  you  consider  preventable. 

3.  A.  Give  the  present  day  concept  of  the  causes 
of  toxemia  of  pregnancy  and  eclampsia. 

B.  Name  three  forms  of  treatment  of  eclamp- 
sia. 

4.  Given  a  woman  in  the  eighth  month  of  preg- 
nancy with  vaginal  bleeding,  how  would  you 
establish    the   diagnosis? 

5.  A.  What  are  the  two  most  important  measure- 
ments  in   the   obstetric   pelvis  ? 

B.  How  determined  ? 

6.  What  steps  would  you  take  in  a  case  that  con- 
tinues to  trickle  blood  after  delivery  of  the 
placenta   and   repair   of   the   perineum? 

7.  Describe  your  treatment  during  labor  and  your 
method  of  delivery  of  a  nulliparous  patient 
with  an  adequate  pelvis  and  an  occipito-pos- 
terior  position. 

Gynecology 

1.  Give  the  differential  diagnosis  and  treatment 
for  five  different  diseases  that  are  manifest  by 
vaginal   or   cervical   lesions. 

2.  A.  Describe  the  signs  and  symptoms  of  chronic 
cervicitis. 

B.  List  thr  pathology  produced  in  organs  above 
the  vagina  as  the  result  of  an  infected  cervix. 

3.  Given  a  44  year  old,  moderately  obese  woman, 
blood  pressure  140  systolic,  90  diastolic,  with 
history  of  mild  chronic  bronchitis,  monorrha- 
gia, and  metrorrhagia,  a  hemoglobin  of  76%, 
and  multiple  myomas,  what  preoperative  or 
postoperative  precautions  would  you  take  .to 
decide  upon  operability  and  to  safeguard  this 
patient   against    morbidity    and    mortality  ? 

4.  A  40  year  old  woman  has  a  1  cm.  mass  in  the 
upper,  outer  quadrant  of  the  right  breast.  What 
examination  would  you  recommend  ?  What  ad- 
vice would  you  give  ? 
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James  Walker  Memorial  Hospital 

Year-Round  Postgraduate  Training 

Program 

The  James  Walker  Memorial  Hospital  in  Wil- 
mington has  inaugurated  a  year-round  postgradu- 
ate training  program  designed  to  bring  to  the  staff 
members  and  to  the  physicians  of  southeastern 
North  Carolina  outstanding  medical  authorities.  The 
visiting  physicians  will  make  rounds  at  the  hos- 
pital from  3  to  5  p.m.  daily,  Tuesday  through  Fri- 
day, and  will  hold  a  conference  in  the  staff  room 
from  5  to  6  p.m.  On  Friday  evening  at  7:30  a  clin- 
icopathologic  conference  will  be  held  in  the  audi- 
torium of  the  nurses'  home.  All  licensed  physicians 
and  medical  students  are  invited  to  attend  the  daily 
conferences  and  the  clinicopathologic  conference  on 
Friday  evening. 

The  list  of  speakers  for  the  year  is  as  follows: 

July  4-7 — Dr.  Jack  D.  Myers.  Assistant  Professor 
of  Medicine,  Duke  University  School  of  Medicine. 

August  8-11,  1950— *Dr.  William  F.  Mengert, 
Professor  of  Obstetrics  and  Gynecology,  Southwest- 
ern Medical  School   (University  of  Texas),  Dallas. 

September  5-8,  1950 — *Dr.  James  Elliott  Sear- 
borough,  Jr..  Assistant  Professor  of  Clinical  Sur- 
gery (Neoplastic  Diseases),  Emory  University 
School  of  Medicine. 

October  3-6,  1950— *Dr.  Gordon  P.  McNeer,  As- 
sociate Attending  Surgeon,  Memorial  Hospital  for 
the  Treatment  of  Cancer  and  Allied  Diseases,  New 
York. 

November  7-10,  1950 — Dr.  Louis  Krause,  Profes- 
sor of  Clinical  Medicine,  University  of  Maryland, 
Baltimore. 

December  12-15,  1950— Dr.  Samuel  F.  Marshall. 
Lahev  Clinic,  Boston. 

January  9-12,  1951— Dr.  Elliott  P.  Joslin,  Emer- 
itus Clinical  Professor  of  Medicine,  Harvard  Uni- 
versity  School   of   Medicine,   Boston. 

February  13-16,  1951— Dr.  Eugene  A.  Stead,  Jr., 
Professor  of  Medicine,  Duke  University  School  of 
Medicine. 

March  13-16,  1951— Dr.  James  F.  Donnelly,  As- 
sistant Professor  of  Obstetrics  and  Gynecology, 
Bowman   Gray   School  of  Medicine. 

April  10-13,  1951— *Dr.  Francis  G.  Blake,  Ster- 
ling Professor  of  Medicine,  Yale  University  School 
of  Medicine,  New  Haven. 

May  8-11,  1951— Dr.  Louis  K.  Diamond,  Assistant 
Professor  of  Pediatrics,  Harvard  University  Med- 
ical School;  Director,  Blood  Banks,  American  Red 
Cross,   Cambridge. 

June  12-15,  1951— Dr.  Howard  H.  Bradshaw,  Pro- 
fessor of  Surgery,  Bowman  Gray  School  of  Medi- 
cine. 

*  Under  a  grant  from  the  American  Cancer  Soci- 
ety, these  specialists  in  neoplastic  diseases  are 
made  available. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Dr.  William  deBerniere  MacNider  retired  July 
1,  1950,  from  his  position  as  Kenan  Research  Pro- 
fessor of  Pharmacology  at  the  University  of  North 
Carolina,  where  he  had  been  a  member  of  the  fac- 
ulty for  fifty-one  years.  Dr.  A.  N.  Richards,  presi- 
dent of  the  National  Academy  of  Sciences,  was  the 
principal  speaker  at  a  dinner  honoring  Dr.  Mac- 
Nider on  May  27  in  Chapel  Hill.  Dr.  MacNider  was 


presented  a  silver  tray  by  the  medical  faculty  and 
a  scroll  by  the  University  in  testimony  of  his  long 
service. 

*  *     '-.' 

Dr.  K.  M.  Brinkhous,  professor  of  pathology, 
sailed  on  Wednesday,  August  2,  on  the  Mauretania 
for  a  visit  to  Copenhagen,  Denmark,  and  Cam- 
bridge, England,  where  he  will  attend  the  Inter- 
national Physiological  Congress  and  International 
Hematological  Congress.  At  the  latter  Congress  he 
will   present   a  paper   on   hemophilia. 

*  *     * 

The  following  new  staff  members  have  been 
added  to  the  medical  faculty: 

Dr.  Thomas  C.  Butler,  formerly  associate  pro- 
fessor of  pharmacology  and  experimental  thera- 
peutics at  Johns  Hopkins  University  School  of 
Medicine,  as  professor  and  head  of  the  Depart- 
ment of  Pharmacology.  Dr.  Butler  received  his 
M.D.  degree  from  Vanderbilt  University,  where  he 
was  a  member  of  the  Pharmacology  Department 
until  1946.  From  1944  to  1946  he  served  as  a  tech- 
nical aide  to  the  Office  of  Scientific  Research  and 
Development.  Dr.  Butler's  chief  research  interests 
have  been  in  the  pharmacology  of  hypnotic  and 
anesthetic  drugs. 

Dr.  J.  Logan  Irvin,  formerly  assistant  professor 
of  physiological  chemistry  at  the  Johns  Hopkins 
University  School  of  Medicine,  as  associate  profes- 
sor of  biological  chemistry. 

Dr.  James  Arnold  Green,  formerly  on  the  staff 
of  the  University  of  Illinois  and  more  recently  a 
member  of  the  Agricultural  Research  Administra- 
tion of  the  United  States  Department  of  Agri- 
culture, as  instructor  in  anatomy. 

Dr.  Harold  F.  Parks  as  instructor  in  anatomy. 
He   comes   to   us  from   Cornell   University. 

Dr.  George  Philip  Manire  as  assistant  professor 
of  bacteriology.  Dr.  Manire  has  been  a  member  of 
the  faculty  of  the  Southwestern  Medical  School  of 
the  University  of  Texas;  he  is  particularly  inter- 
ested in  the  virus  and  rickettsial  field. 

Dr.  Elizabeth  L.  Kemble,  formerly  director  of  the 
Department  of  Measurement  and  Guidance  of  the 
National  League  of  Nursing  Education,  Inc.,  as- 
sumed her  duties  on  August  1  as  Dean  of  the  new 
University  of  North  Carolina  School  of  Nursing 
soon  to  open  in  Chapel  Hill.  Dean  Kemble  is  a 
graduate  of  the  College  of  Nursing  and  Health, 
University  of  Cincinnati.  She  received  her  B.S.  de- 
gree in  nursing  education  at  New  York  University, 
her  Master's  degree  in  educational  psychology,  and 
her  doctor's  degree  in  education  from  Teacher's 
College,  Columbia  University. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

A  freshman  class  of  55  students  selected  from 
1,200  applicants  will  begin  classes  at  Bowman  Gray 
on  October  2.  Ten  transfer  students  joined  the 
junior  class  in  July. 

*     *     * 

Government  grants  totaling  approximately  $134,- 
000  have  been  made  to  various  departments  of  the 
school  recently,  in  addition  to  a  number  of  grants 
from  private  foundations  and  companies  which  are 
already  in   effect. 

Three  grants  from  the  Atomic  Energy  Commis- 
sion total  $31,747.66,  including  a  balance  for  over- 
head expenses.  A  grant  of  $12,831  to  the  depart- 
ment of  internal  medicine  headed  by  Dr.  George 
T.  Harrell,  Jr.,  will  finance  a  study  of  the  distribu- 
tion and  turnover  of  sodium  and  potassium  in  acute 
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infections.  Others  engaged  in  the  study,  which  em- 
ploys the  use  of  radioactive  materials,  are  Dr. 
Jerry  K.  Aikawa  and  Dr.  Ernest  H.  Yount,  Jr.  A 
second  grant  of  $10,590  made  to  the  department  of 
hiochemistry  will  support  research  into  the  forma- 
tion of  tissue  phospholipids.  Associated  with  Dr. 
Camillo  Artom,  department  head,  in  this  work 
will  be  Dr.  W.  E.  Cornatzer,  Dr.  Marjorie  Swan- 
son,  and  Miss  Marietta  Crowder.  The  third  grant 
of  $5,975,  to  aid  in  a  study  of  the  toxicity  of  radia- 
tion in  functionally  impaired  organs,  is  shared  by 
the  department  of  internal  medicine  and  depart- 
ment of  biochemistry,  with  Drs.  Harrell,  Artom, 
and   David   Cayer  engaged  in   the   work. 

Seven  grants  from  the  U.  S.  Public  Health 
Service  include  one  of  $4,320  to  Drs.  Harrell  and 
Yount  for  research  on  capillary  permeability  of 
membranes  in  infection;  one  of  $7,776  made  to 
Dr.  Cayer  of  the  department  of  internal  medicine 
and  Dr.  Cornatzer  of  the  biochemistry  department, 
for  a  study  of  liver  disease  in  human  beings,  util- 
izing radioactive  substances;  one  of  $25,000  to  the 
department  of  physiology  and  pharmacology,  head- 
ed by  Dr.  Harold  D.  Green,  for  teaching  and  re- 
search on  the  evaluation  of  mechanisms  and  thera- 
peutic potentialities  of  substances  capable  of  af- 
fecting the  cardiovascular  system;  another  grant 
of  $14,000  for  increased  teaching  facilities  in  heart 
disease,  which  will  be  administered  by  Dr.  Green, 
Dr.    Robert    McMillan,    and    Dr.    Harrell. 

The  department  of  psychiatry  and  neurology,  Dr. 
Lloyd  J.  Thompson,  director,  is  recipient  of  a  teach- 
ing' grant  of  $12,800  for  salaries  and  equipment. 
The  pathology  department,  Dr.  Robert_  P.  More- 
head,  director,  also  received  a  teaching  grant, 
amounting  to  $25,000,  for  cancer  study.  Another 
grant  to  the  pathology  department  provides  $6,600 
for  the  establishment  of  a  tumor  follow-up  service 
and   material   for   a   course    in   oncology. 

Dr.  J.  Maxwell  Little,  professor  of  pharmacol- 
ogy, will  make  a  study  of  the  diuretic  factor  in 
human  urine  on  a  USPHS  grant  of  $7,560. 


News  Notes  from  the  State  Board 
of  Health 

The  story  of  the  North  Carolina  State  Board 
of  Health's  program  to  detect  cancer  was  told  in 
a  paper  read  before  the  International  Cancer  Con- 
gress in  Paris,  July  17-21.  The  paper  was  pre- 
sented by  Dr.  Mildred  Schram,  in  charge  of  the 
Cancer  Section  of  the  Personal  Health  Division, 
which  is  directed  by  Dr.   George  M.   Cooper. 

The  subject  of  Dr.  Schram's  paper  was  "An 
Experiment  in  Mass  Screening  of  a  Population  for 
Cancer."  Dr.  Schram  reported  on  14,600  examina- 
tions which  have  been  made  by  the  State  Board 
of  Health  since  the  program  was  activated  in 
March,   1948. 

*     *     * 

On  July  1,  1949,  the  mental  health  program  of 
North  Carolina  was  transferred  to  the  State  Board 
of  Health,  and  assigned  to  the  Division  of  Local 
Health  Administration,  on  February  1,  1950.  The 
mental  health  section  at  present  consists  of  one 
psychiatric  social  worker  and  two  stenographers, 
with  three  psychiatrists  acting  in  the  role  of  con- 
sultants, pending  the  selection  of  a  chief  of  this 
section. 

Provision  is  made  in  the  budget  for  next  year 
for  the  employment  of  a  full-time  psychiatrist  to 
head  this  section,  a  clinical  psychologist,  and  psy- 
chiatric social  worker.  These  will  render  routine 
consultation  service  to  the  local  mental  health  clin- 
ics and  to  the  local  health  departments,  upon  re- 
quest. / 


Because  some  out-patient  mental  health  clinics 
were  already  established  and  are  needed  in  any 
well-rounded  program,  funds  have  been  allocated 
to  strengthen  these  clinics.  They  are  located  only 
in  the  largest  counties  and  in  medical  schools,  be- 
cause professional  staffs  are  available  only  in 
those  localities.  However,  these  clinics  accept  pa- 
tients from  any  part  of  the  state.  They  are  located 
at  Asheville,  Charlotte,  Raleigh,  Durham,  and  Win- 
ston-Salem. 

Miss  Mildred  Frances  Johnson  entered  on  duty 
July  10,  1950,  as  chief  psvchiatric  social  worker, 
Mental  Health  Section,  State  Board  of  Health.  Miss 
Johnson  comes  to  North  Carolina  from  Concord, 
New  Hampshire,  where  she  was  chief  clinic  social 
worker  in  the  New  Hampshire  State  Child  Guid- 
ance Clinic  and  supervisor  of  students  from  Boston 
University  School  of  Social  Work.  Miss  Johnson 
will  be  responsible  for  the  mental  health  program 
which  operates  as  a  section  in  the  Division  of  Local 
Health  Administration,  C.  C.  Applewhite,  M.D., 
Director. 

Health  officers  and  psychiatrists  shared  an  in- 
stitute on  mental  health  held  in  Wilmington.  June 
6-10.  exchanging  information  about  their  fields  of 
specialty  and  developing  new  ways  of  working 
together  and  sharing  their  skills.  Approximately 
twenty-three  health  officers  attended  the  meeting 
with  fifteen  psychiatrists,  mental  health  workers 
and  representatives  of  the  State  Board  of  Health. 
The  greatest  part  of  time  was  devoted  to  group 
discussion  of  mental  health  problems  with  a  few 
lectures  and  clinical  demonstrations.  A  considera- 
tion of  community  resources  for  mental  health  led 
to  the  adoption   of  the  following  resolution: 

Whereas  for  many  years  in  most  North  Carolina 
communities  the  only  place  where  the  mentally  ill 
can  receive  temporary  care  is  in  the  jail,  and 

Whereas  jails  are  for  incarceration  of  those  who 
have  broken  laws  and  are  not  suitable  for  the  care 
of  ill  people,  and 

Whereas  manv  communities  are  building  general 
hospitals  with  the  help  of  funds  available  through 
Medical  Care  Commission  for  both  medical  and  psy- 
chiatric  beds,   and 

Whereas  the  N.  C.  Medical  Society,  the  N.  C. 
Neuropsvchiatric  Association  and  other  groups  have 
endorsed  the  plan  of  including  psychiatric  beds  for 
the  mentally  ill  in  all  building  of  general  hospitals: 
therefore, 

Be  it  Resolved:  That  the  Health  Officers  and 
psychiatrists  present  at  this  Mental  Health  Insti- 
tute in  Wilmington,  N.  C,  go  on  record  as  urging 
that  plans  for  all  general  hospitals  incorporate 
beds  for  the  mentallv  ill  in  the  ratio  of  at  least 
two  psvchiatric  beds  for  every  fifty  beds  in  general 

hospitals. 

*     *     * 

Dr.  Edward  N.  Pleasants,  superintendent  of  the 
State  Hospital  at  Raleigh,  reports  that  several  psy- 
chiatrists have  been  added  to  the  staff  in  recent 
months.  These  include  Dr.  Herbert  B.  Brumer, 
graduate  of  Hahnemann  Medical  College  who  has 
been  in  private  practice  in  Clinton,  Iowa;  Dr.  Sam- 
uel M.  Solomon,  a  native  of  Poland,  graduate  of 
Ecleche  Medical  College  in  Cincinnati,  who  comes 
most  recently  from  Brooklyn,  N.  Y.;  Dr.  Phillip  Korn, 
graduate  of  Long  Island  College  Hospital,  who 
'imes  from  Rhode  Island  State  Hospital:  Dr.  Wil- 
liam J.  Buffaloe,  who  is  a  native  North  Carolinian, 
graduate  of  Louisiana  State  Medical  Center,  and 
comes  from  general  practice  in  Franklinton,  N.  C. ; 
Dr.  Maria  W.  Koropecka,  now  a  graduate  intern; 
Dr.  Charles  W.  Taylor,  another  native  of  North 
Carolina  who  was  graduated  from  Medical   College 
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of  Virginia  and  who  most  recently  was  on  the 
staff  of  Rogers  Memorial  Sanitarium,  Oconomo- 
woc,  Wise.;  Dr.  Oscar  Bergmanis,  graduate  of  the 
Faculty  of  Medicine,  University  at  Riga,  Latvia; 
four  medical  student  interns  who  will  work  in  the 
hospital  during  the  summer  with  a  graduate  den- 
tist and  third  year  dental  student  serving  as  dental 
hygienist. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

North  Carolina's  first  district  tuberculosis  asso- 
ciation was  formed  in  Newton  on  June  29.  The  dis- 
trict includes  Catawba,  Lincoln,  and  Alexander 
Counties.  Dr.  A.  L.  Ormond  of  Hickory  is  treasurer 
of   the   organization. 

*     *     * 

Twenty-three  states  and  the  District  of  Columbia 
had  a  higher  death  rate  from  tuberculosis  than  did 
North  Carolina  in  1949,  according  to  provisional 
figures  released  by  the  statistical  service  of  the 
National  Tuberculosis  Association.  However,  there 
were  only  twelve  states  that  had  more  new  cases 
reported  than  did  North  Carolina. 

The  provisional  death  rate  from  North  Carolina 
for  1949  is  25.2  deaths  per  100,000  population.  If 
these  provisional  figures  prove  to  be  correct,  then 
the  death  rate  from  tuberculosis  was  higher  in 
1949  than  it  was  in  1948  which  showed  an  all  time 
low  of  23.9. 

There  were  3,075  new  cases  reported  to  the 
State  Health  Department  in  1949  as  compared  to 
3,274  in   1948  and   3,484  in   1947. 

The  increase  in  the  death  rate  may  be  due  in  part 
to  the  new  international  classification  of  causes  of 
death  used  for  the  first  time  in  1949. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its 
regular  monthly  meeting  on  Monday  night,  June 
12.  This  was  a  dinner  meeting,  the  Morehead  City 
Hospital   acting   as   host. 

The  guest  speaker  for  the  occasion  was  Dr. 
Reece  Berryhill,  dean  of  the  Medical  School  of  the 
University  of  North  Carolina.  Dr.  Berryhill  gave 
an  account  of  the  building  progress  already  made 
and  the  progress  made  in  securing  faculty  per- 
sonnel, and  stated  that  it  was  probable  that  by 
September,  1951,  the  school  would  be  on  a  four- 
year  basis.  The  society  was  enthusiastic  over  the 
prospects  of  the  school  as  presented  by  Dr.  Berry- 
hill. 

Dr.  S.  W.  Hatcher,  president  of  the  society,  pre- 
sided. 

Reported    bv 

N.   THOMAS   ENNETT,   M.D. 

Corresponding    Secretary 


News  Notes 

Dr.  Warner  L.  Wells  of  Durham  is  on  leave  of 
absence  from  the  Duke  University  School  of  Med- 
icine and  is  serving  as  Surgical  Consultant  to  the 
Atomic  Bomb  Casualty  Commission  of  the  Na- 
tional Research  Council,  with  offices  in  Kure, 
Hiroshima,    and    Nagasaki,    Japan. 


Dr.  Joseph  Black  Alexander  has  become  asso- 
ciated with  Dr.  Harry  Duff  Riddle  of  Gastonia  in 
the   general   practice   of   medicine. 

Dr.  John  W.  Baluss,  Jr.,  has  opened  offices  for 
the  practice  of  orthopedic  surgery  at  232  Ray 
Avenue,    Fayetteville. 


Miss  Addie  Murray  Darden  of  Raleigh  has  joined 
the  staff  of  the  North  Carolina  Tuberculosis  Asso- 
ciation as  field  secretary.  Miss  Darden  replaces 
Miss  Anne  Mann,  who  recently  accented  a  job  with 
the  National  Tuberculosis  Association  as  Seal  Sale 
Consultant. 

A  native  of  Portsmouth,  Virginia,  and  Washing- 
ton, North  Carolina,  Miss  Darden  attended  Peace 
Junior  College  in  Raleigh,  and  for  the  past  several 
years  has  been  secretary  to  Dr.  H.  O.  Lineberger 
of  that  city. 


Dr.  Jesse  B.  Caldwell  has  opened  offices  in  the 
Realty  Building,  Gastonia,  for  the  practice  of  ob- 
stetrics  and   gynecology. 

Dr.  Walter  G.  Coker,  Jr.,  has  become  associated 
with  Dr.  George  R.  Wilkinson  in  the  practice  of 
internal   medicine   in   Greenville. 


Dr.  John  S.  Rhodes  of  Raleigh  has  announced 
the  association  of  Dr.  Tom  B.  Daniel  in  the  prac- 
tice of  urology. 


Second  District  Medical  Society 

The  Second  District  Medical  Society  was  enter- 
tained by  the  Carteret  County  Medical  Society  at 
the  Blue  Ribbon  Club  in  Morehead  City,  on  May 
24. 

In  the  afternoon  the  visiting  doctors  and  their 
wives  toured  Cherry  Point  Air  Base.  The  feature 
of  the  night  program  was  an  address  by  Admiral 
F.  C.  Greaves,  Washington,  D.  C.  His  subject  was 
"The    Medical   Aspects    of   Atomic    Defense." 

Officers  for  the  coming  year,  all  of  Washington, 
are  Dr.  John  C.  Tayloe,  president;  Dr.  J.  G.  Ram- 
say, vice  president;  and  Dr.  E.  W.  Larkin,  secretary 
and  treasurer.  The  next  meeting  will  be  held  in 
Washington. 

The  retiring  president  was  Dr.  S.  W.  Thompson, 
Morehead    City. 

Reported   bv 

N.    THOMAS    ENNETT,    M.D. 

Corresponding    Secretary, 

Carteret    County    Medical    Society 


Dr.  Frank  R.  Johnston  has  joined  the  staff  of 
the  Private  Diagnostic  Clinic  of  the  Bowman  Gray 
School  of  Medicine.  His  practice  will  be  limited  to 
general   and  thoracic   surgery. 


Dr.  J.  Kempton  Jones  has  become  associated  with 
Dr.  Fred  G.  Patterson  of  Chapel  Hill  in  the  gen- 
eral  practice   of  medicine. 


Drs.  Harold  B.  Kernodle,  Charles  E.  Kernodle, 
Jr.,  and  John  R.  Kernodle  have  recently  announced 
the  opening  of  the  Kernodle  Clinic  on  the  Graham- 
Hopedale  Road  in  Burlington  for  the  treatment  of 
surgical,  orthopedic,  and  obstetric  and  gynecologic 
conditions. 

Dr.  Benjamin  Vatz  has  opened  offices  in  the 
Nissen  Building,  Winston-Salem,  for  the  practice 
of  internal   medicine. 
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Southern  Medical  Association 

The  forty-fourth  annual  meting  of  the  Southern 
Medical  Association  will  be  held  in  St.  Louis,  No- 
vember 13-16.  Thirty-two  sessions  will  be  held  cov- 
ering every  phase  of  medicine.  Organizations  meet- 
ing conjointly  with  the  Association  are  the  Ameri- 
can College  of  Chest  Physicians,  Southern  Chapter; 
the  College  of  American  Pathologists,  Southeastern 
and  South  Central  Sections;  and  the  Gerontological 
Society. 

Hotel  reservations  may  be  obtained  from  the 
Housing  Bureau,  Southern  Medical  Association,  911 
Locust  Street,  Room  406,  St.  Louis  1,  Missouri. 
All  meetings  and  exhibits  will  be  held  at  the  Kiel 
Municipal   Auditorium. 


North  Carolina  League  for  Crippled 
Children 

A  speech  "time  table"  which  will  help  parents 
determine  if  their  baby  is  developing  normally  was 
announced  recently  by  the  North  Carolina  League 
for  Crippled  Children.  The  table  is  contained  in  the 
r.ew  book,  "Speech  Problems  of  Children,"  prepared 
by  the  American  Speech  and  Hearing  Association 
for  the  National  Society  for  Crippled  Children  and 
Adults,  with  which  the  League  is  affiliated.  The 
book  has  just  been  published  as  a  practical  guide 
to  the  care  and  correction  of  speech  defects  for 
parents,  teachers  and  others  working  with  chil- 
dren. It  may  be  obtained  by  purchase  or  through 
the  loan  library  of  the  North  Carolina  League  for 
Crippled   Children,   Chapel   Hill,   N.    C. 


The  National  Society  for  Crippled 
Children  and  Adults 

Completion  of  a  three-year  project  to  benefit  the 
nation's  estimated  half  million  cerebral  palsy  vic- 
1ims  through  publication  of  a  manual  of  Cerebral 
Palsy  Equipment  was  announced  recently  by  Miss 
Helen  Harrison  of  Los  Angeles,  California,  national 
president  of  Zeta  Tau  Alpha,  national  fraternity 
for  women. 

The  manual  is  sponsored  by  the  fraternity  and 
will  be  published  August  1  by  the  National  Society 
for  Crippled  Children  and  Adults,  the  Easter  Seal 
Agency. 

The  manual  contains  photographs,  information 
regarding  use,  working  diagrams  for  construction, 
specifications,  materials  and  directions  for  making 
127  items  of  equipment  and  aids.  It  will  be  dis- 
tributed through  the  National  Society  to  physi- 
cians and  professional  personnel  at  a  prepublica- 
tion  price  of  $3.00. 

The  manual  is  available  through  the  National 
Society  fop  Crippled  Children  and  Adults,  11  S. 
La    Salle    St.,    Chicago    3,    111. 


Arthritis  and  Rheumatism  Foundation 

The  Arthritis  and  Rheumatism  Foundation  is 
offering  fellowships  for  research  in  the  basic  sci- 
ences related  to  the  study  of  arthritis.  These  fel- 
lowships carry  a  stipend  of  from  $4,000  to  $6,000, 
depending  upon  the  needs  and  ability  of  the  work- 
er, and  run  for  a  period  of  one  year.  The  fellow- 
ships would  begin  in  July,  1951,  although  earlier 
appointments  would  be  considered  by  the  com- 
mittee. 

The  Foundation  is  anxious  to  back  a  candidate, 
rather  than  a  project,  an  institution,  or  a  hospital. 


It  hopes  to  arouse  interest  in  arthritis  in  a  wider 
circle  of  medical  investigators  and  to  encourage 
able,   inquiring   minds. 

Applications  should  be  sent  to  the  Arthritis  and 
Rheumatism  Foundation,  535  Fifth  Avenue,  New 
York  17,  New  York,  by  January  1,  1951.  Notifica- 
tion of  the  fellowships  granted  will  be  made  March 
1,   1951. 

If  any  applications  are  received  by  September 
15,  1950,  they  will  be  acted  on  at  that  time  and  no- 
tification   made    immediately. 


American  Heart  Association 

Dr.  Howard  B.  Sprague,  President  of  the  Amer- 
ican Heart  Association,  has  announced  the  election 
of  Dr.  T.  Duckett  Jones,  medical  director  of  the 
Helen  Hay  Whitney  Foundation  of  New  York,  as 
chairman  of  the  American  Council  on  Rheumatic 
Fever  of  the  Association. 

Dr.  Arthur  C.  DeGraff,  professor  of  therapeutics, 
New  York  University  College  of  Medicine,  was 
chosen  vice  chairman.  Dr.  Rustin  Mcintosh,  New 
York,  former  chairman  of  the  Council,  was  elected 
to  the  executive  committee,  along  with  Dr.  Francis 
F.  Schwentker  of  Baltimore,  Dr.  Hugh  McCulloch 
of  Chicago,  and  Dr.  George  M.  Wheatley  of  New 
York. 

The  American  Council  on  Rheumatic  Fever,  which 
Dr.  Jones  now  heads,  functions  as  a  part  of  the 
American  Heart  Association.  Its  purpose  is  to 
facilitate  the  study,  prevention,  and  treatment  of 
rheumatic  fever  and  rheumatic  heart  disease,  which 
together  constitute  the  leading  fatal  disease  of 
childhood.  The  Council  is  composed  of  representa- 
tives of  twelve  national  voluntary  agencies  con-  . 
cerned  with  work  in  the  field  of  rheumatic  fever. 


Penicillin    Dosage    Recommended    Before    Dental 

Extractions   and   Removal   of   Tonsils   and   Adenoids 

in  Rheumatic   Individuals   and   Patients   With 

Congenital    Heart    Disease 

A  statement  approved  by  the  American  Council 
on  Rheumatic  Fever  of  the  American  Heart  Asso- 
ciation recommends  specific  dosage  for  the  admin- 
istration of  penicillin  before  dental  extractions  and 
removal  of  tonsils  and  adenoids  in  rheumatic  indi- 
viduals or  patients  with  congenital  heart  or  blood 
vessel  defects  to  prevent  the  possible  development 
of  subacute  bacterial  endocarditis.  The  text  of  the 
statement  reads  in  part  as  follows: 

"Following  dental  extractions  and  removal  of 
tonsils  and  adenoids,  bacteria  are  frequently  pres- 
ent in  the  blood  stream  for  short  periods  of  time. 
In  rheumatic  individuals  or  in  patients  with  con- 
genital heart  disease  these  bacteria  may  lodge  in 
the  heart  valves  and  cause  bacterial  endocarditis. 
Although  a  variety  of  bacteria  cause  this  disease,  the 
majority  of  cases  are  due  to  alpha  streptococci, 
(streptococcus  viridans).  Alpha  streptococci  are 
usually  resistant  to  sulfa  drugs.  Penicillin  is,  there- 
fore,  recommended    for    prophylaxis." 

"Minimum   dosage   of   penicillin: 

"(a)  300,000  units  of  aqueous  penicillin  intra- 
muscularly 30-60  minutes  before  extraction  or  op- 
eration. 

"(b)  300,000  units  of  procaine  penicillin  in  oil 
injected  intramuscularly  at  the  same  time  in  a 
different   site." 

"Women  with  rheumatic  or  congenital  heart  dis- 
ease should  receive  penicillin  prophylaxis  at  the 
time  of  delivery.  It  is  also  recommended  for  pa- 
tients  requiring   gastrointestinal   surgery." 
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American  College  of  Chest  Physicians 

Report   on    BCG   Vaccination 

Considerable  attention  has  recently  been  given 
to  BCG  vaccination  in  the  public  press.  From  this 
publicity  the  impression  might  be  gained  that  this 
procedure  alone  holds  promise  of  real  control  of 
tuberculosis.  Since  such  an  impression  might  post- 
pone indefinitely  the  establishment  and  extension 
of  accepted  control  measures,  this  statement  of  the 
status  of  vaccination  in  tuberculosis  control  pro- 
grams is  issued. 

(1)  Control  measures  in  tuberculosis  should  be 
directed  at  eradication  of  the  disease  as  a  major 
cause  of  death   or  disability. 

(2)  The  marked  improvement  in  tuberculosis 
mortality  figures,  tiarticularly  for  the  ages  under 
30,  demonstrates  the  effectiveness  of  the  present 
control   program. 

(3)  The  low  rate  in  children  and  the  continuing 
high  rates  in  adults  over  50  emphasize  the  loca- 
tion of  the  problem  at  the  older  age  levels  rather 
than  in  children.  Under  these  circumstances,  the 
efficiency  of  a  method  of  tuberculosis  control  would 
be  measured  by  its  effect  on  the  mortalitv  from 
tuberculosis  in  the  older  age  group,  rather  than  in 
children. 

(4)  The  addition  of  a  vaccine  to  the  present  con- 
trol urogram  7-eauires  both  careful  and  adenuate 
consideration.  Of  the  vaccines  nroposed.  BCG  has 
been  used  most  widely  and  is  the  one  most  often 
discussed. 

(5)  This  has  been  used  for  more  than  25  vears 
and  recentlv  many  millions  of  peonle  have  been 
vaccinated.  However,  it  must  be  stated  that  there 
is  no  evidence  that  meets  strict  scientific  reauire- 
ments  demonstrating-  that  BCG  affects  the  control 
of  tuberculosis,  despite  the  very  suggestive  results 
of  a  few  studies. 

(6)  Because  of  the  above  fact  and  because  there 
is  no  general  agreement  anions'  investigators  any- 
where in  the  world  on  such  fundamental  matters  as 
the  preparation  of  vaccine,  the  method  of  vaccina- 
tion, what  constitutes  a  successful  vaccination,  how 
resulting:  immunitv  may  be  measured,  how  long 
such  immunity  lasts,  etc..  the  procedure  would  seem 
to  be   still   in  the   investigational   neriod. 

(7)  It  is  therefore  recommended  that  investi- 
gation of  vaccination  in  tuberculosis  be  continued 
and  increased  under  standard  and  stringentlv  con- 
trolled conditions.  This  investigation  should  be  de- 
signed to  determine  if  the  vaccine  is  indeed  effec- 
tive and  what  the  limitations  of  its  use  might  be. 
It  would  seem  desirable  that  in  each  countrv.  one 
agency,  preferablv  the  official  health  agency, 
should    have    control    of    the    investigation. 

(8)  Until  this  has  been  determined  and  until 
these  controlled  studies  are  completed,  the  use  of 
BCG  vaccine  should  be  limited  to  such  investiga- 
tive studies. 

(9)  At  the  present  time  the  methods  which  have 
been  proved  effective  in  tuberculosis  control  should 
be  increasinglv  applied  to  all  segments  of  the  pop- 
ulation, regardless  of  decreasing  mortality  figures, 
so  long  as  tuberculosis  remains  an  important  cause 
of  death.  These  measures  include  mass  x-ray  case 
finding,  early  diagnosis,  rapid  institution  of  treat- 
ment, isolation  of  open  cases,  and  the  restoration 
of  the  patient  to  normal   life. 

— Council  on  the  Management 
and  Treatment  of  Diseases 
of  the  Chest 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

The  Fifteenth  Annual  Assembly  of  the  United 
States  Chapter  of  the  International  College  of  Sur- 
geons will  be  held  in  Cleveland,  Ohio,  October  31 
to  November  3,  with  headquarters  at  the  Cleveland 
Hotel. 

Surgical  clinics  will  be  held  in  several  Cleveland 
hospitals  on  Monday,  October  30.  All  scientific 
sessions  will  be  held  at  the  Cleveland  Public  Audi- 
torium 9:00  a.m.  to  5:00  p.m.  Tuesday  through  Fri- 
day. A  most  excellent  program  has  been  arranged 
at  which  time  some  of  the  most  prominent  sur- 
geons of  America,  and  some  foreign  speakers,  will 
discuss  the   current  contemporary   surgical   scene. 

Reservations  may  be  secured  by  writing  to  the 
Committee  on  Hotels,  International  College  of  Sur- 
geons, 511  Terminal  Tower,  Cleveland  13,  Ohio. 
Preliminary  programs  may  be  obtained  from  the 
central  office,  1516  Lake   Shore  Drive,  Chicago  10. 


AMERICAN    UROLOGICAL    ASSOCIATION 

Urologv  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1000.00  ffii-st 
prize  of  $500.00,  second  prize  $300.00  and  third 
nrize  $200.00)  for  essays  on  the  result  of  some  clin- 
ical or  laboratory  research  in  urology.  Competition 
shall  be  limited  to  urologists  who  have  been  in  such 
specific  practice  for  not  more  than  five  years  and 
to  men  in  training  to  become   urologists. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Vr^- 
logical  Association,  to  be  held  at  the  Palmer  House. 
Chicago,   Illinois,    May    21-24,    1951. 

For  full  particulars  write  the  Secretary.  Dr. 
Charles  H.  de  T.  Shivers.  Boardwalk  National  Ar- 
cade Building,  Atlantic  City,  New  Jersev.  Essays 
must  be  in  his  hands  before  February  10,  1951. 


Veterans  Administration 

The  Veterans  Administration  Nursing  Service  has 
granted  the  Oteen  VA  hospital  authority  to  make 
90-day  temporary  appointments  to  graduating 
nurses  prior  to  taking  their  state  board  examina- 
tion. 

John  B.  Wogan,  manager  of  the  Oteen  VA  hos- 
pital, announced  recently  the  nursing  service  at  his 
hospital  has  several  vacancies  at  present  to  offer 
currently  graduating  nurses  as  well  as  those  with 
experience. 

Nurses  becoming  affiliated  with  the.  Veterans 
Administration  Nursing  Service  and  stationed  at 
the  VA  hospital  at  Oteen,  N.  C.  are  now  offered 
an  unusual  opportunity  to  obtain  college  credits 
to   prepare   themselves   for   promotions. 

John  B.  Wogan,  manager  of  the  VA  1.500  bed  tu- 
berculous hospital  at  Oteen.  announced  recentlv  that 
courses  in  economics,  sociology,  psychologv.  his- 
tory, English,  and  allied  subjects  are  now  available 
to  "nurses  of  the  hospital  at  nearby  Montreat  Col- 
lege and  Asheville-Biltmore  College.  In  addition, 
the  University  of  Indiana  offers  two  locally  in- 
structed courses  in  advanced  nursing  education. 
One  is  "Ward  Management  in  a  Hospital,"  and  the 
other  is  "Supervision  in  a  Hospital." 

(BULLETIN   BOARD   CONTINUED    ON   PAGE    172) 


August,  1950 


BOOK  REVIEWS 


383 


Jfn  ilrmnriam 


BOOK  REVIEWS 


Archibald  Alexander  Barron,  M.D. 

The  following  resolution  was  adopted  by  the  Sec- 
tion of  Neurology  and  Psychiatry,  Medical  Society 
of  the  State  of  North  Carolina,  meeting  at  Pine- 
hurst  on  May  2,  1950. 

"It  has  pleased  God  to  remove  from  our  midst  a 
friend  and  fellow  physician,  Dr.  Archibald  Alex- 
ander Barron. 

"In  the  recent  passing  of  Dr.  Barron,  North 
Carolina  has  lost  a  public  spirited  citizen,  who 
contributed  generously  of  his  time,  ability,  and 
finances  to  the  advancement  of  mental  health 
within  the  state.  Born  November  4,  188(3,  in  York 
County,  South  Carolina,  he  received  his  education 
at  Erskine  College  and  Vanderbilt  University.  In 
1910  he  was  licensed  to  practice  medicine  in  North 
Carolina.  With  the  exception  of  eighteen  months 
during  World  War  I,  he  practiced  continuously  in 
the  field  of  neuropsychiatry  in  Charlotte.  During 
the  war  he  served  as  captain  of  Medical  Unit  O, 
being  assigned  to  duty  overseas.  He  was  instru- 
mental in  the  establishment  of  the  Charlotte  Men- 
tal Hygiene  Clinic,  and  served  as  a  member  of  the 
board  for  several  years.  He  was  also  a  past  presi- 
dent of  the  North  Carolina  Neuropsychiatric  As- 
sociation. 

"Now,  therefore,  be  it  resolved:  First,  that  we 
express  our  gratitude  to  Dr.  Barron  for  his  untir- 
ing work  in  the  field  of  mental  health. 

"Second,  that  we  pledge  ourselves  to  carry  on 
his   noble  work. 

"Third,  that  we  record  our  sense  of  loss  to  our 
profession,  to  ourselves  individually,  and  to  his 
family." 

ALLYN   B.    CHOATE,    M.D.,    F.A.C.P. 


Classified  Advertisement 


EQUIPMENT   FOR   SALE 

FOR  SALE:  Equipment  purchased  new  for 
small  clinic.  U/sed  only  four  months.  Excel- 
lent condition.  Prices  represent  cost  less 
20  per  cent. 

1  sixteen  inch  Castile  instrument  sterilizer 
— $58.00;  1  waist  high  treatment  cabinet — 
$66.00;  1  Senn  type  operating  table  with 
cushion — $136.00;  1  Tompkins  rotary  combi- 
nation suction  and  ether  machine — $120.00; 
1  Mayo  stand — $18.00;  1  circular  instrument 
table— $28.00;  1  B.L.B.  oxygen  outfit— $48.00; 
4  head  elevating  hospital  beds  with  spring 
and  mattresses — each  $25.00;  1  Weaver  im- 
proved specialist  treatment  chair — $40.00; 
and  1  stand  tvpe  cuspidor — $68.00;  1  Kadan 
autoclave — $36.00. 

Address  replies  to  "A"  PO  Box  456,  Winston- 
Salem,   N.   C. 


A  new  1:100  (1  per  cent)  solution  of  Isuprel 
hydrochloride,  the  bronchodilator  related  to,  but 
more  potent  than  epinephrine,  has  been  introduced 
to  physicians  by  Winthrop-Stearns,  Inc.  The  orig- 
inal 1:200  (0.5  per  cent)  solution  is  being  contin- 
ued. Both  are  suitable  for  treatment  of  bronchial 
asthma. 

The  new  stronger  solution  is  indicated  in  severe 
cases,  whereas  the  1:200  (0.5  per  cent)  is  adequate 
for  the  mild  or  moderate  case,  if  aerolization  is 
selected  instead  of  Isuprel   tablets. 


A  Year  With  Osier.  By  Joseph  H.  Pratt. 
209  pages.  Price  $4.00.  Baltimore:  The 
Johns  Hopkins  Press,  1949. 

This  book  is  a  valuable  addition  to  the  Osier 
literature.  Dr.  Pratt  was  graduated  from  Johns 
Hopkins  in  the  class  of  1898,  and  this  book  is  a 
faithful  record  of  cases  presented  at  Dr.  Osier's 
clinics  and  "recitations"  during  the  author's  junior 
year — 1896-97.  The  brief  case  reports  are  of  inter- 
est, first  of  all,  because  they  give  an  excellent 
idea  of  Osier's  crisp,  clear-cut  observations  of  dis- 
ease processes  as  found  in  actual  patients.  After 
reading  the  book,  one  can  readily  understand  how 
vivid  an  impression  Osier  must  have  made  upon 
his   students. 

The  book  is  interesting,  also,  because  of  the 
realization  it  brings  of  the  tremendous  progress 
made  in  medicine  within  this  century.  Within  the 
year  covered  by  the  book,  28  cases  of  typhoid  fever 
and  the  same  number  of  pneumonia  were  shown. 
The  typhoid  cases  were  selected  chiefly  for  their 
"interesting"  complications.  The  mortality  from 
pneumonia  "since  the  hospital  was  opened"  had 
been  29  per  cent. 

The  frequency  of  syphilis  was  also  notable.  Other 
diseases  often  presented  were  chlorosis,  erythema 
nodosum  and  catarrhal  jaundice.  One  case  of  scar- 
let fever  was  first  diagnosed  typhoid  fever.  In  this 
case,  as  in  most  others,  leukocyte  counts  were  not 
mentioned,  though  it  is  evident  that  this  simple 
procedure  would  often  have  been  of  diagnostic 
help. 

One  most  interesting  clinic  was  on  Addison's 
disease.  Osier  had  had  9  cases.  "In  one  case  there 
was  a  gain  of  17  pounds  in  three  months  on  adrenal 
extract.  That  was  two  years  ago.  The  patient  now 
works  and  feels  well."  The  dosage  and  method  of 
administration  are  not  given. 

The  sketch  of  Osier's  life  in  Dr.  Pratt's  introduc- 
tion is  one  of  the  best  features  of  this  book,  which 
is  indeed  a  record  "not  only  of  a  great  teacher,  but 
of  great  teaching." 


Osier  as  a  Gastroenterologist.  By  Felix 
Cunha,  M.D.  57  pages.  Los  Angeles,  Cali- 
fornia:   Dawson    Book    Shop,    1948. 

In  a  fascinating  little  volume,  Dr.  Cunha  has 
shown  Osier's  keen  interest  in  various  phases  of 
gastroenterology,  and  the  originality  of  some  of 
his  observations.  Like  other  Osier  devotees,  Dr. 
Cunha  is  impressed  with  the  broad  interests  of  the 
great  Canadian  physician,  and  with  the  depth  of 
his   classical   learning. 

Successive  chapters  deal  with  Osier's  interest  in 
amebic  dysentery,  liver  disease,  peptic  ulcer,  cancer 
of  the  stomach,  abdominal  tumors  and  ascites,  and 
visceral   complications   of   erythema   and   syphilis. 

While  Dr.  Cunha  has  rendered  a  service  in  add- 
ing another  brief  but  charming  volume  to  the  grow- 
ing collection  of  Osleriana,  it  is  to  be  regretted 
that  he  did  not  even  mention  the  masterly  two  vol- 
ume Life  of  Sir  William  Osier  by  the  late  Harvey 
Gushing,  which  was  published  in  1925  and  which 
won  the  Pulitzer  prize  for  biography  in  that  year. 
That  Dr.  Cunha  drew  freely  from  Cushing's  work 
must  be  obvious  to  everyone  who  has  read  both. 
For  example,  the  nine  "bedside  epigrams"  gleaned 
from  a  student's  notebook  and  quoted  by  Cushing 
(volume  1,  pages  594-595)  are  reproduced  verbatim, 
but  without  credit,  by  Dr.  Cunha   (p.  52). 
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Proctology  in  General  Practice.  By  J.  Peer- 
man      Nesselrod,      M.  Sc.      (Med.),      M.  D„ 
F.A.C.S.,    F.A.P.S.,    Associate    in    Surgery, 
Northwestern    University    Medical    School; 
Certified   by   the    Central   Certifying   Com- 
mittee in  Proctology  (Founders'  Group)   of 
the    American    Board    of    Surgery;     Com- 
mander   (MC),   USNR.   276   pages   with   64 
figures.  Price,  $6.00.  Philadelphia  and  Lon- 
don:   W.    B.    Saunders    Company,    1950. 
Probably    few    general    classes    of    disorders    are 
more  frequently  seen  and  less  well   managed  than 
those  involving  the  lower  bowel.  The  general  prac- 
titioner  should  be   able,   in  most  instances,  to   con- 
duct   an    adequate    examination    of    this    easily    ac- 
cessible region,  and  to  manage  the  majority  of  the 
proctologic   cases  he   sees. 

Dr.  Nesselrod's  book  is  designed  for  the  general 
practitioner.  Following  an  excellent  section  on  the 
anatomy  and  physiology  of  the  region  involved, 
there  is  a  precise,  clear,  presentation  of  proper 
diagnostic  procedures  and  illustrations  of  the  basic 
equipment  necessary.  The  author  then  proceeds  to 
a  discussion  of  the  signs,  symptoms,  incidence,  dif- 
ferential diagnosis,  and  treatment  of  the  more  fre- 
quent conditions,  including  hemorrhoids,  fistula, 
abscess  and  prolapse,  and  the  pre-  and  post-oper- 
ative care  of  such  conditions.  An  excellent  chapter 
on  clinical  proctoscopy  contains  beautiful  illustra- 
tions, both  in  color  and  in  black  and  white,  of  the 
normal  rectum  and  sigmoid  and  of  inflammatory 
and  malignant  lesions.  Included  also  is  a  discus- 
sion of  miscellaneous  subjects,  including  enemas, 
laxatives,    and    pruritus    ani. 

This  book  contains  much  useful  and  practical 
information.  It  is  handsomely  printed,  and  the 
numerous    illustrations   are    excellent. 


explanation  of  cardiovascular  disease,  and  to  those 
patients  to  whom  more  adequate  explanations  will 
provide   understanding   and   reassurance. 


You  and  Your  Heart.  By  H.  M.  Marvin, 
M.D.,  President,  American  Heart  Associa- 
tion, and  Associate  Clinical  Professor  of 
Medicine,  Yale  University;  Irving  S. 
Wright,  M.D.,  President,  New  York  Heart 
Association,  and  Professor  of  Clinical  Med- 
icine, Cornell  University;  Irvine  H.  Page, 
M.D.,  Director  of  Research,  Cleveland  Clinic 
Foundation,  and  Chairman  of  the  Medical 
Advisory  Board  Council  for  High  Blood 
Pressure  Research  of  the  American  Heart 
Association;  T.  Duckett  Jones,  M.D.,  Med- 
ical Director  of  the  Helen  Hay  Whitney 
Foundation;  and  David  D.  Rutstein,  M.D., 
Professor  of  Preventive  Medicine,  Harvard 
University,  306  pages.  Price,  $3.00.  New 
York:   Random   House,   1950. 

This  book  attempts  to  explain  to  the  lay  reader 
in  non-technical  terms  the  pathologic  physiology  of 
cardiovascular  disease,  as  well  as  to  provide  cardiac 
patients  with  sufficient  understanding  and  reassur- 
ance that  they  may  continue  a  useful  and  com- 
fortable life  within  the  limitations  imposed  upon 
them   by    circulatory   deficiencies. 

Following  an  explanation  of  the  physiology  of 
the  circulatory  system,  the  various  forms  of  heart 
disease,  including  coronary  artery  disease,  hyper- 
tension, rheumatic  and  congenital  heart  disease, 
are  discussed.  The  authors  do  not  intend  to  pro- 
vide the  introspective  patient  with  symptoms  and 
tiata  which  can  be  converted  to  self  diagnosis  and 
increased  anxiety  and  apprehension,  but  rather  to 
provide  sufficient  factual  information  to  prevent 
anxiety  and  misinterpretation  by  reason  and  un- 
derstanding. 

The  book  will  be  of  value  to  lay  persons  who  are 
interested    in    clarification   of   terms    and    a    simple 


A  Primer  for  Diabetic  Patients — An  Out- 
line of  Treatment  for  Diabetes  with  Diet 
and  Insulin  including  Directions  and  Charts 
for  the  Use  of  Physicians  in  Planning  Diet 
Prescriptions.  Bv  Russell  M.  Wilder,  M.D., 
Ph.D.,  F.A.C.P.,  Professor  and  Chief  of  the 
Department  of  Medicine  of  the  Mayo  Foun- 
dation, University  of  Minnesota;  Senior 
Consultant  in  the  Division  of  Medicine, 
Mayo  Clinic.  Ed.  9.  200  pages  with  8  fig- 
ures. Price,  $2.25.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1950. 

The  fact  that  this  small  volume  has  gone  into 
its  ninth  edition  is  sufficient  indication  of  its  use- 
fulness. The  successful  management  of  the  diabetic 
patient  is  largely  dependent  upon  his  cooperation 
and  understanding.  The  primer  enables  the  patient 
to  understand  his  disease,  as  well  as  to  antici- 
pate and  prevent  complications,  to  recognize  early 
symptoms  of  such  complications,  and  to  institute 
emergency   treatment. 

There  are  chapters  on  the  various  insulin  prep- 
arations and  their  use,  as  well  as  calculated  diets, 
sample  menus,  and  food  values.  In  simple,  precise 
language,  the  book  provides  the  answers  to  the 
questions  that  diabetic  patients  should  and  do  ask. 
The  physician  who  treats  diabetic  patients  would 
do  well  to  prescribe  the  primer  as  an  essential  part 
of  therapy. 


The  Merck  Manual  of  Diagnosis  and  Ther- 
apy. Ed.  8.  1592  pages.  Price,  $5.00.  Rail- 
way, N.  J:   Merck  &   Co.,  Inc.,   1950. 

A  new  edition  of  this  most  important  little  book 
in  medicine,  published  at  cost,  has  just  appeared. 
More  than  100  outstanding  clinicians  have  collab- 
orated  in   its   preparation. 

Part  I,  the  bulk  of  the  book,  is  a  compact,  au- 
thoritative, up-to-date  textbook  on  the  general 
practice  of  medicine  in  all  its  essential  aspects. 
The  section  on  chemical  poisoning,  a  subject  notor- 
iously absent  from  so  many  standard  textbooks  of 
medicine,  is  excellent  and  of  the  utmost  import- 
ance. 

Part  II  contains  invaluable  material  such  as  the 
technique  of  immunization  procedures,  of  various 
clinical  procedures,  and  of  procedures  in  the  bedside 
care  of  patients.  Postoperative  and  preoperative 
routines  are  outlined;  tables  of  diets  and  food  values 
are  given;  laboratory  office  procedures  are  de- 
scribed; the  physician's  bag  is  discussed;  alterna- 
tive proprietary  drugs  with  similar  actions  are 
listed,  and  ready  reference  guides  are  given  for 
the  calculation  of  dosages;  included  in  the  tables 
of  weights,  measures  and  equivalents  are  conver- 
sion formulas,  Centigrade  and  Fahrenheit  equiv- 
alents, the  average  weights  of  normal  organs, 
and  atomic  weights.  One  misses  the  dose  table  and 
the  section  on  materia  medica  found  in  the  seventh 
(1940)  edition;  however,  something  had  to  be 
omitted  to  conserve  space,  and  the  omissions  con- 
sist  of  the  least  essential   things. 

The  type  is  of  necessity  small,  to  keep  the  vol- 
ume of  almost  pocket  size.  This  is  not  a  book  for 
prolonged,  steady  reading,  but  a  book  for  quick 
reference  containing  practically  all  the  essentials 
of  medical  practice  in  a  light-weight  volume  that 
can  be  carried  easily  in  a  doctor's  bag  or  in  the 
glove  compartment  of  his  car.  An  excellent  index 
increases  its  value,  and  its  low  cost  makes  it  un- 
equalled. 
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Cargill  Massenburg 

Sterling  Wheaton 
James  Webb 
Jas.  John  Pasteur 
Jason  Hand 

Dec 

1,  1S00 

Raleigh 

Richard  Fenner 

Sterling  Wheaton 

Dec 

1,  1S01 

Raleigh 

John  C.  Osborne 

Thomas  Mitchell 
Richard  Fenner 

Calvin  Jones 

Sterling  Wheaton 

Cargill  Massenburg 

James  Webb 
John  Sibley 

1S02 

Raleigh 

John  C.  Osb 

jrne 

Calvin  Jones 

1S03 

Raleigh 

John  C.  Osborne 

Calvin  Jones 

1804 

Raleigh 

John  C.  Osborne 

Calvin  Jones 

HISTOR1 

OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA  FROM 
'Missing  Data  Not  to  be  Found  in  Record 

1S49  TO  1950 

1 

ate 

Place  of  MeetiDg 

=  £ 
S  Si 

President 

Vice  Presidents* 

Secretary 

Treasurer* 

|  P 

i: 
a 

J; 

— 

1849 
1850 
1851 
1852 
1S53 
1S54 
1855 
1856 
1857 
1S5S 
1859 
1860 
1861 
1866 
1867 
1868 
1869 
1870 
1871 
1872 
1873 
1874 
1875 
1876 
1877 
1878 
1879 
1880 
1881 
1882 
1S83 
1884 
1885 

Ra 
Ra 
Ra 
Wil 
Faj 
Ra 
Sal 
Ra 

25 
21 
23 

38 
24 
37 
23 
35 
25 
69 
81 
64 
23 
20 
41 
27 
36 
38 
35 
34 
43 
56 
60 
33 
42 
79 
109 
105 
92 
65 
112 
112 
173 

F.  J.  Hi 
E.  Struc 

11. 

W.I 

I.  McKee  . 

25 

38 
46 

SO 
84 
96 
101 
113 
172 

1 

W.G.Hill 

9 
0 

12 
14 
17 
IS 
22 
16 
18 

.... 

.... 
.... 

E.  Strudwick 

J.  E.  Williamson 

J.  E.  Williamson 

J.  H.  Dickson 

J.  H.  Dickson 

W.H.  McKee 

W.  H.  McKee 

E.  B.  Haywood 

W.W.Harris 

S.  S.  Satchwell 

S.  S.  Satchwell 

S.S.Satcbweil 

W.  G.  Thomas 

W.  G.  Thomas 

W.  G.  Thomas 

W.  G.  Thomas 

W.  G.  Thomas 

W.  G.  Thomas 

S.  S.  Satchwell 

Thomas  F.  Wood 

Thomas  F.  Wood 

Thomas  F.  Wood 

Thomas  F.Wood.... 
James  McKee..  ..   . 

James  McKee. 

James  McKee. 

James  McKee.. 

James  McKee.. 

James  McKee _ 

L.J.  Picot 

? 

C.  E.  Jc 

W.  G.  Hill 

3 

N.  Cameron.  William  G.  Hill. 

J.J.  W.  Tucker 

Daniel  Dupree 

Daniel  Dupree 

J.  B.  Dunn 

4 

Johnston  B.  Jones,  N.  J.  Pittman 

William  G.  Hill.  Johnston  B.  Jones.  J.  B.  G. 

Myer 
N.J.  P 

Tull, 
J.  Grah 

Lean, 

s,  N.J.  Pittman.. 

5 

ttman,  J.  B.  G.  Myers,  J.  Graham 

6 

im  Tull,  Owen  Hadley,  A.  D.  Mc- 

7 

C.  E.  Jc 

J.  B.Dunn 

8 

Edenton. 

New  Bern.       .  _  _. 

C.  E.  Johnson . 

W.  H.  McKee 

W.  H.  McKee 

N.  J.  Pittman 

N.J.  Pittman 

J.  J.  Summerell 

Marcell 
Faiso 

Edward 
Winsl 

James 

us  Whitehead,  O.  F.  Manson,  H.  W 

J.  B.  Dunn 

9 

Warren,  C.  W.  Graham,  Caleb 

J.  B.  Dunn 

in 

Sta 
Wa 
Mo 
Ra 
Ta 
Wa 
Sal 
Wi 
Ra 
N. 

St! 

Ch 
Wi 

In 
Sal 
Go 
Gr 

Wi 

A. 
Co 

3.  Ramsev.   P.   E.  Hines.  J.  R. 

Mercer,  W.  T.  Howard. 
P.  T.  Henry,  R.  H.  Winb 

11 

C.  W.  Graham 

C.  W.  Graham 

C.  W.  Graham 

233 
244 

18 
18 

— 
.... 

n 

head,  T.  S.  Leach .  

J.  J.  Summerell,  C.  T.  MurDhv.  G.  W. 

Hodges,  W.  A.  B.  Norco 

E.   Burke    Haywood,    R. 

W.  L.  Barrow,  J.  W.  Jot 

13 

H.    Winbornc, 

14 

W.  G.  'I 

S.  S.  Sa 

C.W.Graham 

288 

11 

IS 

Hugh  Kellv.  George  A.  Foote.  Charles  J. 

E.B.Haywood 

C.J.  O'Hagan 

Hugh  Kelley 

W.G.Hill 

M.  Whitehead 

W.  A.  B.  Norcom 

O'Ha 
Thomas 

Murp 
E.   A. 

Sharp 
D.N.P 

G.L. 
H.  W. 

W.A 
W.   T. 

Duffj 
J.  B.  Jc 

Knig 
Walker 

16 

E.  Wilson,  A.  B.  Pierce,  C.  T. 

17 

Anderson,  F.  N.  Luckey,  W.  R. 

J.  W.  Jones 

18 

itterson,  R.  C.  Pearson.  J. B.  Seavy, 

.... 

10 

raison,  R.  I.  Hicks,  G.  H.  Macon, 

2(1 

Ennett,    William   Little,   Charles 

H.  T.  Bahnson. 

21 

nes,  R.  F.  Lewis,  C.  G.  Cox,  J.  L. 

22 

J.  W.  J 

H.  T.  Bahnson 

H.  T.  Bahnson. 

A.  G.  Carr. -.. 

14S 
157 
177 
194 
198 
225 
254 
297 
310 
348 
424 

5 
4 

4 
6 
6 
6 
6 
7 
7 
7 
6 

.... 
.... 
.... 
... 
... 
.... 

Little,  D.  N.  Patterson. 
J.  H.  Baker.  G.  G.  Smit 

23 

Peter  E.Hines 

George  A.  Foote 

R.L.Payne 

Chas.  Duffy,  Jr 

J.  F.  Shaffner 

R.  B.  Haywood 

Thos.  F.Wood 

J.K.Hall 

l.  T.  D.  Haigh. 

J.  K. 
J.  K.  I 

A.  A. 
E.  M.  1 

Flow* 
J.  A.  G 

A.  A. 
J.  K.  H 

R.F. 
J.  E.  i\ 

Hall 

24 

lall.  B.  W.  Robinson,  A.  Holmes, 
Hill 

2fi 

\ountree,  Richard  Anderson,  S.  B. 

A.  G.  Carr 

ensboro.. 

26 

bson,  WilUs  Alston,  James  McKee, 
Hill              

A.  G.  Carr 

L.J 
L.J 

L.J 
L.J 
L.J 

Picot 

27 

all,  W.  C.  McDuffie,  W.  R.  Wilson, 

Picot 

A.  G.  Carr 

ieville__ 

28 

cRee.  W.  H.  Lilly.  R.  H.  Speight. 

Picot     . 

A.  G.  Carr 

W.J.  H.Bellamy. 

T.  J.  Moore.  D.  J.  Cain.  S.  E.  Evans.  John 

29 

Picot 

A.  G.  Carr 

McD 
A.  W. 

John 
F.  W.  I 

G.  W 

maid 

30 

Tarboro 

inoi,  J.  M.  Hadley,  E.  S.  Foster, 

Picot 

A.  G.  Carr 

A.B.Pierce 

W.  C.  McDuffie 

31 

Ra 
Du 

'otter,  G.  W.  Graham,  R.  DUIard, 

A.  G.  Carr— - 

L.  J.  Picot. 

W.  C.  Murphy 

32 

McKee.  T.  E.  Anderson.  W.  H. 

R.  L.  Payne,  Jr. 
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•Missing  Data  Not  to  be  Found  in  Record 


Date 

1SS6 

1SS7 

38      1SS8 

35      1SS9 

37  1S90 

38  1S91 


1S92 
1S93 
IS94 
IS95 
1596 

44  1897 

45  1S98 

46  1S99 

47  1900 
1901 

|  1902 
1903 
1904 
1905 
1906 
1907 

i  190S 
1909 
1910 

!  1911 
1912 
1913 


1916 
1917 
i5   1918 

16  1919 

17  1920 
1921 


1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 


Place  of  Meeting 


New  Bern 

Charlotte 

Fayetteville 

Elizabeth  City 

Oxford 

Asheville 

Wilmington 

Raleigh 

Greensboro 

Goldsboro 

Winston-Salem 

Morehead  City 

Charlotte 

Asheville 

Tarboro 

Durham 

Wilmington 

Hot  Springs 

Raleigh... 

Greensboro 

Charlotte 

Morehead  City 

Winston-Salem 

Asheville 

Wrightsville  Beach . 

Charlotte 

Hendersonville 

Morehead  City 

Raleigh 

Greensboro 

Durham 

Asheville 

Pinehurst 


Pinehurst. 
Charlotte. 
Pinehurst. 


Winston-Salem 

Asheville 

Raleigh 

Pinehurst 

Wrightsville  Bea^h. 

Durham 

Pinehurst 

Greensboro 

Pinehurst 


113 
112 

133 
50 
160 
135 
162 
221 
166 


158 
103 

152 
115 
1S6 
147 
155 
32  u 
361 
406 
217 
372 
337 
276 
412 
296 
232 
431 
443 
406 
280 
291 

335 
479 
404 

507 
356 
525 
550 
445 
653 
611 
671 
701 


Tresident 


Joseph  Graham 

H.  T.  Bahnson 

T.  D.Haigh 

W.  T.  Ennett 

G.G.Thomas 

R.  H.  Lewis 

W.  T.  Cbeatnam 

J.  W.  McNeill 

\Y.  H.  H.  Cobb 

J.  H.  Tucker 

R.L.Payne 

P.  L.  Murphy 

Francis  Duffy 

L.J.  Picot 

George  W.  Long 

Julian  M.  Baker 

Robert  S.  Young 

A.  W.  Knox 

H.  B.  Weaver 

David  T.  Tayloe 

E.  C.  Register 

Samuel  D.  Booth... 

J.  Howell  Way 

J.  F.  Highsmith.. 


Vice  Presidents 


J.  A.  Burroughst 

E.  J.  Wood 

C.  M.  Van  Poole... 

A.A.Kent 

J.  P.  Munroe 

J.  M.Parrott.. 

L.B.  McBrayer 

M.H.Fletcher 

Charles  O'H. 

Laughinghouse 

I.  W.  Faison 


Cyrus  Thompson. 
C.  V.  Reynolds— 
T.  E.Anderson.. 


H.  A.Royster 

J.W.Long 

J.  V.  McGougan 

Albert  Anderson 

Wm.deB.MacNider 

John  0.  Myers 

John  T.  Burrus 

Thurman  D.  Kitchin 
L.  A.  Crowell 


H.  T.  Bahnson,  L.  J.  Picot,  J.  L.  McMillan, 
W.  W.  Faison 

G.  G.  Smith,  J.  L.  Nicholson,  C.  M.  Van 
Poole,  H.  B.  Ferguson 

W.  T  Ennett,  J.  A.  Dunn,  T.  E.  Anderson 

W,  J  Jones,  S.  W.  Stevenson,  G.  W.  Long 

R.  L.  Payne,  Jr.,  Richard  Dillard,  S.  D. 

Booth 

S.  W.  Battle,  J.  L.  Nicholson,  W.  H.  Lilly 

T.  S.  Burbank,  J.  W.  Long,  W.  H.  H.  Cobb, 
W.D.  HilUard I ',    \    I. 

W.  C.  Galloway.  H.  H.  Harris,  J.  M.  Had- 
ley,  Thomas  Hill I 

J.  A.  Hodges,  R.  W.  Tate,  Willis  Alston, 
M.  H.  Fletcher 

J.  Howell  Way,  W.  H.  Harrell,  O.  McMul- 
lan,  C.  A.  Misenheimer 

S.  D.  Booth,  J.  P.  Munroe,  J.  A.  Bur- 
roughs, J  E.  Grimsley 

J.  C.  Walton,  A.  A.  Kent,  M.  R.  Adams, 
B.  L.  Long 

E.  C.  Register.  A.  T.  Cotton,  J.  H.  B. 
Knight,  F.  H.  Russell 

I.  W.  Faison,  J.  W.  White,  H.  H.  Dodson, 
W.  C.  Brownson.. 

C.  M.  Van  Poole,  James  M.  Parrott, 
T.  B.  Williams,  W.  D.  Hilliard 

M.  H.  Fletcher,  C.  A.  JuUan,  D.  A.  Stan- 
ton, E.  M.  Summerelt 

A.  G.  Carr,  E.  D.  Dixon-Carroll,  I.  M.  Tay- 
lor, J.  M.Parrott 

E.  _G.  Moore,  C.  A.  Julian,  W.  W.  Mc- 
Kenzic,  J.  L.  Nicholson 

John  Hey  Williams,  John  C.  Rodman,  S.  F. 
Pfohl 

C.  A.  Julian,  John  T.  Burrus,  I.  W.  Faison 

L.  B.  M.Brayer,  W.  H.  Cobb,  Jr.,  W.  O. 
Spencer 

C.  M  Strong,  J.  E.  McLaughlin,  W.  F. 
Hargrove 

J.  E.  Stokes,  J.  A.  Turner,  W.  H.  Dixon... 

C.  M.  Van  Poole,  D.  A.  Garrison,  D.  O. 
Dees 

E.  J.  Wood,  John  Q.  Myers,  L.  D.  Wharton 

J.  V.  McGougan,  W.  E.  Warren.  L.  N. 
Glenn 

J.  P.  Monroe,  Wr.  P.  Horton.  J.  G.  Murphy 

F.  R.  Harris,  E.  S.  Bullock,  L.  B.  Morse.. 

E.  T.  Dickinson,  J.  T.  J.  Battle,  D.  E. 
Sevier 

J.  J.  Phillips,  C.  W.  Moseley,  S.  M.  Crow- 
ell  

J.  L.  Nicholson,  L.  N.  Glenn,  W.  H.  Hardi- 
son 


Secretary 


J.  M.  Baker. 


J.  M.Baker 

J.M.Baker 


J.  M.  Baker. 


.1    M    Hays 
J.M.Hays. 


J.  M.Hays 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

Geo.  W.  Presley 

Geo.  W.  Presley 

Geo.  W.  Presley 

Geo.  W.  Presley 

J.  Howell  Way 


J.  Howell  Way. 
J.  Howell  Way. 


J.  Howell  WTay. 


D.  J.  Hill,  J.  L.  Spruill.  J.  H.  Shuford 

Wm.  deB.  MacNider.  Jos.  B.  Greene.  Ben 
F.  Royal 


J.  W.  Haltord.  T.  W.  Davis,  A.  McN. 
Blair 

H.  D.  Walker.  F.  Stanley  Whitaker.  Thos. 
I.  Fox.... 

C.  S.  Lawrence,  W.  H.  Ward,  J.  M.  Man- 
ning  


W.  T.  Parrott,  B.  C.  Nalle,  J.  E.  Mc- 
Cracken 

F.  M.  Hanes,  T.  C.  Johnson,  B.  L.  Long.. 

J.  L.  SpruilU  Eugene  B.  Glenn,  D.  A. 
Garrison 

W.  L.  Dunn,  A.  E.  Bell,  K.  G.  Averitt... 


J.  P.  Matheson,  W.  W.  Dawson.  H.  H. 
Bass 

J.  W.  Carroll,  A.  Y.  I  hville,  C.  H.  Cocke. 

Leinbach,  W.  R. 


G.  H.   Macon,   R 
Griffin 

W  L.  Dunn.t  Asheville,  D.  T.  Tayloe,  Jr., 
Washington,  W.  D.  James,  Hamlet. .. 

W.  B.  Murphy,  Wm.  E.  Warren,  N.  B. 
Adams 


David  A.  Stanton. 
David  A.  Stanton. 


David  A.  Stanton.. 
David  A.  Stanon  . . 


David  A.  Stanton  . 
David  A.  Stanton. 


John  A.  FerrelL. 

John  A.  Ferrell.. 
John  A.  FerrelL. 
Benj.  K.Hays.. 
Benj.  K.Hays.. 
Benj.  K.  Hays.. 


Sec.-Treas. 
Benj.  K.  Hays.. 

Benj.  K.Hays.. 

Benj.  K.  Hays.. 


Treasurer 


R.  L.  Payne,  Jr.. 


R.L.Payne,  Jr 

CM.  Van  Poole.... 

CM.  Van  Poole 


C.  M.  Van  Poole. 
C  M.  Van  Poole. 


M.  Van  Poole 

P.Perry 

P.Perry 

P.Perry 

P.Perry 

P.Perry 

P.Perry 

T.  Sikes 

T.Sikes 

T.  Sikes 

T.Sikes 

T.Sikes 


T.  Sikes. 
T.  Sikes. 


G.  T.  Sike: 


H.  McK.  Tucker. 
H.  McK.  Tucker. 


H.  McK.  Tucker. 
H.  D.  Walker.. .. 


H.D.Walker-. 
H.  D.  Walker.. 

H.D.Walker-. 

H.  D.  WTalker.. 
H.D.Walker.. 
W.  M.  Jones.. 
W.M.Jones.. 
W.  M.  Jones.. 


Acting  Sec.-Treas 
L.  B.  McBrayer 


L.B.  McBrayer. 
L.  B.  McBrayer. 


Sec.-Treas. 


L.B.  McBrayer.. 
L.B.  McBrayer.. 


L.  B.  McBrayer. 
L.  B.  McBrayer. 


L.B.  McBrayer. 
L.  B.  McBrayer. 


L.B.  McBrayer.. 
L.  B.  McBrayer. 
L.  B.  McBrayer . 


438 


452 
306 


414 
422 


431 

447 

454 

436 

452 

406 

437 

4S9 

4S2 

515 

546 

530 

1,033 
1,175 

1,234 

888 
99S 


1,067 
1.0S0 


880 
950 

1,133 

1,228 
1,221 
1,228 
1,271 
1.0S7 

1,306 
1,497 
1,491 


1,571 
1,592 


1,604 
1,657 


1,663 
1,691 


1,666 
1,711 


10 

10 


11 
11 
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Date 


78  1931 

79  1932 

80  1933 

81  1934 

82  1935 


83 
84 


1936 
1937 


Place  of  Meeting 


Durham 

Winston-Salem. 

Raleigh 

Pinehurst 

Pinehurat 


85 

1938 

86 

1939 

87 

1940 

88 

1941 

89 

1942 

90 

1943 

91 

1944 

1945 

92 

1946 

93 

1947 

94 

1948 

95 

1949 

96 

1950 

Asheville 

Winston-Salem 

Pinehurst 

Cruise  to  Bermuda. 

Pinehurst 

Pinehurat 

Charlotte 

Raleigh. 

Pinehurst.. _ 


No  meeting  because 
of  O.D.T.  restrictions 


Pinehurst _. 

Virgnia  Beach,  Va.. 

Pinehurst 

Pinehurst 

Pinehurst 


714 
740 
714 
728 
706 

583 
767 
802 
319 
835 
755 
710 
736 
760 


President 


J.  G.  Murphy... 
M.  L.  Stevens.. 
Jno.  B.Wright.. 
I.  H.  Manning., 
P.P.  McCain... 


889 
444 
920 


Paul  H.  Ringer 

C.  F.  Strosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan 

Hubert  B.  Haywood- 
F.Webb  Griffith 

Donnell  B.Cobb 

James  W.  Vernon 

Paul  F.  Whitaker.... 

Oren  Moore... 

Wm.  M.  Coppridge.. 
Frank  A  Sharpe  (2). 
James  F.  Robertson. 
G  West  brook  Murphy 


President-Elect 


M.  L.  Stevens... 
Jno.  B.Wright-. 
I.  H.  Manning.. 
P.  P.  McCain... 
Paul  H  Ringer.. 


C.  F.  Strosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan... 

Hubert  B.  Haywood.. 

F.  Webb  Griffith 

Donnel  B.Cobb 

James  W.  Vernon 

Paul  F.  Whitaker 


Vice  Presidents 


C.  A.  Julian,  Greensboro 

J.  W.  Davis, StatesvUle 

C.  W.  Banner,  Greensboro 

W.  W.  Sawyer,  Elizabeth  City. 
J.  R.  McCracken,  Waynesville 


Oren  Mo> 


Frank  A.  Sharpe 

James  F.  Robertson 

G.  Westbrook  Murphy. 
Roscoe  D.  McMillan  .. 


W.G.  Suiter,  Weldon 
R.  L.  Felts,  Durham 

H.  D.  Walker,  Elizabeth  City 

J.  F.  McKay,  Buie's  Creek 

William  Allan,  Charlotte 

J.  K.  Pepper,  Winston-Salem 

E.S.  Bulluck,  Wilmington 

C.  A.  Woodward,  Wilson 

Jno.  F.  Brownsberger,  Fletcher 

R.  B.  McKnight,  Charlotte 

J.  F.  Abel,  Wavnesville 

C.  B.  Williams,  Elizabeth  City 
M.D.Hill,  Raleigh 

F.Webb  Griffith,  Asbeville 
Frank  C.  Smith.  Charlotte.- 

D.  W.  Holt,  Greensboro 

T.  C.  Kerns,  Durham 

Thos.  DeL-  Sparrow,  Charlotte 

T.  L.'Carter,  GatesviHe 

George  S.  Coleman,  Raleigh 

Julian  Moore,  Asheville 

Fred  C.  Hubbard,  North  WUkesboro 

Georee  L.  Carrington,  Burlington . . 

Wm.  H.  Smith.  Goldsboro 

Zack  D.  Owens,  Elizabeth  City. . 
Wm.  H.  Smith  Goldsborot 

Zack  D.  Owens,  Elizabeth  City.. 
G.  E.Bell,  Wilson 

J.B.Bullitt,  Chapel  Hill.. 

V.  K.  Hart,  Charlotte 

J.  G.  Raby,  Tarboro 

Joseph  J.  Combs,  Raleigh 

Joseph  A.  Elliott,  Charlotte 

Ben  F.  Royal 

Joseph  A,  Elliott 


Sec.-Treas. 


L.  B.  McBrayer. 

L.  B.  McBrayer. 
L.  B.  McBrayer. 


L.  B.  McBrayer. 

L.  B.  McBrayer. 
L.B.  McBrayer. 
L.B.  McBrayer.. 
T.  W.M.Long.. 
T.  W.  M.  Long  . 


T.  W.M.Long.... 
T.  W.  M.  Long  (1) 
I.  H.  Manning 


Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 

Eoscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Millard  D.Hill 


1,559 
1,363 


1,563 

1,619 
1,462 
1,603 
1.715 
1,605 
1,661 
1,700 
1,837 
1,919 
1,982 

1,811 
1,939 
2,191 
2.298 
2.31S 
2.2S3 


£2 


ws 


S  — 


164 


166 
181 


210 

215 
235 
253 
284 
313 
311 
309 
350 
361 
363 

383 
^97 
404 
407 
405 
455 


fDied  during  his  term  of  office;  succeeded  by  E.  J.  Wood,  first  vice  president.        JDied  during  term  of  office.        (1)  Died  during  term  of  office;  succeeded  by  I.  H. 
(2)  Died  during  term  of  office;  succeeded  by  James  F.  Robertson,  president-elect. 

STATUS  OF  SOCIETY  MEMBERSHIP  BY  COUNTIES  FOR  YEARS  1930-1950 

Manning. 

COUNTY 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

1947 

194S 

1949 

1950 

Alamance-Caswell 

33 

33 

32 

29 

32 

30 

31 

30 

27 

34 

35 

35 

42 

41 

43 

3S 

43 

36 

39 

40 

39   I 

6 

5 

6 
5 

4 

4 

4 

9 

7 

7 

S 

7 

6 

11 

10 

10 

9 

10 

9 

9 

9 

10 

10 
15 

7 
19 

6 

11 

10   1 

Ashe  3 

17 

7 
16 
8 

17 
8 

19 
6 
5 

15 

8    1 
15  1 

5  1 

6  1 

5 

IS 

7 

8 

2 

113 

17 

23 

15 

5 
15 

9 
S 
2 
112 
17 
20 
14 

5 
15 

7 
8 
2 
105 
17 
20 
12 



5 

15 

11 

6 

3 

115 

10 

21 

12 

5 
10 
9 
6 
2 
106 
13 
S 
12 

5 

9 
S 

6 
11 

8 
7 

4 

12 

7 
7 

5 

13 
7 

7 

5 
13 

7 
7 

6 
14 

8 
7 

13 

7 

9 
13 
S 

7 

8 
12 
6 
7 

6 
13 
6 
7 

12 
8 
5 
2 
S3 
17 
10 
9 

13 
9 
6 
2 
107 
12 
14 
12 

1 

98 
IS 
11 
13 

103 
17 
11 
15 

111 

18 
12 
18 

108 
22 
15 
17 

90 
22 
16 
17 

97 
21 
27 
17 

115 

23 

28 
20 

12S 
25 
34 
18 

121 
8 

26 
19 

124 
24 
29 
16 

145 
32 
40 
21 

162 
36 
41 
21 

154 
33 
40 
20 

139  1 
'26   1 
37  1 

I'll 

Burke 

fUIar... 

Caldwell 

12 

12 

12 

12 

12 

11 
11 

16 
2 
8 
5 

12 

10 

2 

3 

2 

4 

6 

6 

8 

4 

9 

11 

13 

13 

14  1 

Catawba     

Chatham    _ 

13 
9 

10 
8 

13 
4 
9 
6 

16 
3 
8 

7 

8 
2 
5 
6 

16 
3 
8 

7 

16 
0 
S 
4 

14 

1 
7 
2 

19 
3 
12 

5 

19 
6 
11 

6 

15 
4 

11 
3 

13 

6 
10 
5 

21 

7 
14 
7 

19 

12 

24 
7 

12 
5 

11 

3 

12 
5 

23 
3 

13 
9 

25 

F   7 
12 
11 

32 
S 
12 
11 

28 
0 
11 
11 

32  1 

'<    *  1 

i    7  1 

11  1 

1    (1)  See 

Chowan-Perquimans.. 
Clay  7 

■  hiquo 
Niske-u 

23 
15 

13 

26 

1 

19 
10 
13 
23 

1 

22 

8 

14 

21 

1 

21 
11 
10 

27 

22 

10 

6 

21 

21 

7 

6 

24 

25 
9 

8 
24 

23 

16 

22 

27 
18 

7 
22 

28 
15 
11 
13 

30 
17 
12 

27 

30 

IS 
14 

25 

28 

IS 
10 
27 

27 
32 
11 
13 

28 
15 
14 

25 

32 
22 
14 
29 

33 
20 
16 
27 

28 
20 
17 
28 

33  1 
18  1 
15 
31  I 

8  i       10 

9  1         5 
27          27 

Currituck  S __ 

16 
5 
9 
67 
10 
70 
10 
36 
2 

17 
5 
11 
76 
43 
66 
9 
33 
2 

17 

6 

7 
77 
39 
69 

7 
37 

2 

17 
4 
2 
76 
25 
70 
7 
12 
2 

20 

2 

2 
76 
46 
73 

9 
2S 

2 

23 
1 
9 

So 
49 
77 
8 
30 
2 

19 
1 
2 
87 
32 
77 
9 

24 
1 

2 
SI 
35 
73 

9 

IS 
4 
4 

104 

31 

S3 

6 

3S 
1 

17 

29 

31 

29 

29 

30 

29 

29 

31 

33 

35 

37  1 

S 
15'i 

57 

147 

3 

4- 
3 
ii 
12 
4 
166 

Davie  9.        _  _  _  .. 

2 
110 
39 
82 

3 
35 

2 

4 

119 
4S 
93 

35 
1 

10 
127 

40 
92 
3 
41 

1 

12 
128 
37 
115 
4 
48 
3 

135 
48 
122 
5 
44 
3 

11 
139 
54 
123 
4 
43 
3 

6 
138 
52 
129 
2 
18 
3 

9 
133 

45 
126 

4 
28 

3 

13 

152 
57 
129 
4 
42 
3 

11 

154 

55 

13.5 

5 

48 

3 

2 

13 

6 

158 

S 

151 

59 

152 

5 

53 

3 

163  1 

Durham-Orange 

Edgecombe-Nash 

2            2 

Graham.. .   . 

13 

5 

124 

13 

5 

124 

12 

5 

118 

10 

10 

11 

10  j       11 

6            6 

S3  1     109 

101 

13 

6 
108 

14 

5 

110 

14 

6 

115 

14 

7 
127 

14 

6 

133 

14 

6 

135 

12 

6 

134 

14 
6 

129 

13 

4 

151 

Guilford ■_ 

91   !     102  !       99 

;j 


■: 
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COUNTY 


lalifax 

larnett 

Haywood 

-    lenderson 

Hertford 

Toke 

lyde 

redell-Alexander. 

ackson  10 

ackson-Swain 

ohnston 

ones 


Lienoir.. 

lincoln 

iacon-Clay 

ladison 

lartin  11 

Martin- Washington- 
Tyrrell 

lcDowell 

Mecklenburg 

.litchell  12. 

Mitchell-Avery  13.. . 
vfitchell-Watauga  14 

fclitchell-  Yancey 

Montgomery  15 

loore 

lash  16 

'Jew  Hanover 

i   S|;    Northampton 

)nslow-_ 

)range  17 - 

^amlico 

'asquotank-Camden- 

Currituck-Dare 

'asquotank-Camden- 

Dare8 ... 

'ender 

^erquimans  18 

Person 

■itt 

'oik 

Randolph 

Richmond 

iobeson 

Vickingham 

■lowan-Davie 

lutherford 

Sampson 

Scotland 

tanly  15 

tanly-Moutgomery . 

itokes 

jurry  19 

lurry-  Y'adkin 

Iwain  10 

(Transylvania 

Tyrrell  20.... 

Jnion 

fance 

Vake 

barren 

iVashington-TjTrell  11 

Vatauga  21 

,Vatauga-Ashe  22. 

.Vayne 

■Vilkes2 

mikes- Alleghany. 

filson ... 

I'adkin  19 

fancey 


1930 


1931 


10 

124 


1932 


10 

117 


1933 


10 

11 

lilt 


1935      1936 


18 
15 
19 
17 

7 
H 

18 

3 

7 


10 

10 

108 

3 


12 

13 

116 

2 


10 
10 

116 


1937 


12 

6 

125 


1939 


1940 


23 
12 
21 
»3 


13 
10 

119 

2 


13 

12 

119 

3 


1941 


11 

13 

130 

3 


1942 


15 
14 

138 
4 


12 
13 

127 


1943 


14 
12 
131 


18 
13 

142 


1945 


25 
199 
l" 
17 
2 
10 


16 

13 

150 


40 


1946 


17 

15 

161 


1947 


28 


26 


18 

14 
175 


1948 


26 


17 
14 

184 


34 


17 
12 
193 


C 


V-i 


29 


26 


11 

6 

100 

2 


Tctals i  094 


1,600 


1.462 


1,503 


4 
1.715 


1,605 


1,661 


14 
11 

llll 


38 


1.837 


1,919 


1,811 


1,939 


14 

12 

108 

5 


38 


38 


.191 


2.29S 


14 
12 
114 


37 


2,  31S 


(1)  See  Iredell-Alexander.  (2)  See  Wilkes-Alleghany.  (3)  See  Watauga-Ashe  and  Ashe-Watauga  (4)  See  Mitchell-Avery. 
(5)  See  Pasquotank-Camden-Dare  and  Pasquotank-Camden-Currituck-Dare.  (6)  See  Alamance  Caswell  (7)  See  Macon-Clay .  (8) 
See  Pasquotank-Camden-Currituck-Dare.  (9)  See  Rowan-Davie.  (10)  See  Jackson-Swain.  (11)  See  Martin-yv  ashington-lyrrell. 
(12)  See  Mitchell-Avery,  Mitchell-Watauga,  and  Mitchell-Yancev.  (13)  See  Avery  and  Mitchell.  (14)  See  Mitchell,  Watauga-Ashe, 
and  Ashe-Watauga.  (15)  See  Stanly-Montgomery,  Montgomery,  and  Stanly.  (16)  See  Edgecombe-Nash.  (17)  See  Durham-Orange. 
(18)  See  Chowan-Perquimans.  (19)'  See  Surrv-Yadkin.  (20)  See  Washington-Tyrrell  and  Martm-Washington-Tyrrell.  (21)  See 
Mitchell-Watauga,  Watauga-Ashe,  and  Ashe-Watauga.    (22)    See  Ashe-Watauga. 
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ROSTER  OF  MEMBERS  NORTH  CAROLINA  STATE  BOARD  OF  HEALTH 
FROM  ORGANIZATION  IN  1877  TO  1950 


S.  S.  Satchwell,  M.D.,  President 

Thomas  F.  Wood,   M.D.,   Secretary 

Joseph  Graham,   M.D 

Charles  Duffy,  Jr.,  M.D 

Peter  E.  Hines,  M.D 

George  A.  Foote,  M.D 

S.   S.   Satchwell,  M.D.,  President 

Thomas  F.  Wood,  M.D.,  Secretary 

Charles  J.  O'Hagan,  M.D.,  President- 
George  A.  Foote,  M.D 

Marcellus  Whitehead,  M.D _ 

R.  L.  Payne,  M.D 

H.  G.  Woodfin,  M.D 

A.  R.  Ledeux,  Chemist 

William  Cain,  Civil  Engineer 

R.   L.  Payne,  M.D 

M.  Whitehead,  M.D.,  President 

S.  H.  Lyle.  M.D 

William   Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  W.  Jones,  M.D.,  President 

John   McDonald,   M.D 

S.  H.  Lyle,  M.D 

W.  G.  Simmons,  Chemist 

Arthur  Winslow,   Civil  Engineer 

R.  H.  Lewis,  M.D 

Thomas  F.  Wood,  M.D.,   Secretary 

William   D.  Hilliard,  M.D 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,  Civil  Engineer 

W.  G.   Simmons,  Chemist 

J.  H.  Tucker,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer » 

J.  A.  Hodges,  M.D 

J.  M.  Baker,  M.D 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D.,  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

Thomas  F.  Wood,  M.D..  Secretary! 

George  G.  Thomas,  M.D.,  President... 

S.  Westray  Battle.  M.D 

W.  H.  Harrell,  M.D. 

John  Whitehead,  M.D 

W.  H.  G.  Lucas 

F.  P.  Venable,  Ph.D.,  Chemist 

C.  Chase.  Civil  Engineer 

Lewis,  M.D.,  Secretary 

Beall,  M.D 

Lumsden,  M.D 

Whitehead.   M.D 

W.  H.  Harrell.  M.D 

W.  P.  Beall,  M.D 

R.  H.  Lewis,  M.D..  Secretary 

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer 

Charles  J.  O'Hagan.  M.D 

John   D.   Spicer,   M.D 

J.  L.  Nicholson,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

A.  W.   Shaffer,   Civil  Engineer 

Charles  J.  O'Hagan,  M.D 

J.  L.  Nicholson.  M.D- 

Albert  Anderson,  M.D 

George  G.  Thomas,  M.D.,  President 


John 
R.  H. 
W.  P. 
W.  J. 

John 


A  ddrexs 


Rocky  Point 

Wilmington 

Charlotte 

New  Bern 

Raleigh 

Warrenton 

Rocky  Point 

Wilmington 

Greenville 

Warrenton 

Salisbury 

Lexington 

Franklin 

Chapel  Hill 

Charlotte 

Lexington 

Salisbury 

Franklin 

Charlotte 

Wake  Forest 

Wake  Forest 

Washington 

Franklin 

Wake  Forest 

Raleigh 

Raleigh 

Wilmington 

Asheville 

Raleigh 

Wake  Forest 

Henderson 

Raleigh 

Winston 

Raleigh 

Wake  Forest 

Henderson 

Winston 

Henderson 

Chapel  Hill 

Winston 

Fayetteville 

Tarboro 

Henderson 

Chapel  Hill 

Winston 

Wilmington 

Wilmington 

Asheville 

Williamston 

Salisbury 

White  Hall 

Chapel  Hill 

Wilmington 

Raleigh 

Greensboro 

Elizabeth  City.. 

Salisbury 

Williamston 

Greensboro 

Raleigh 

Chapel  Hill 

Wilmington 

Greenville 

Goldsboro 

Richlands 

Raleigh 

Raleigh 

Greenville 

Richlands 

Wilson 

Wilmington 


Appointed  T>y 


State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  Z.  B.  Vance 

Gov.  Z.   B.  Vance 

Gov.  Z.   B.  Vance 

State  Society 

State  Society 

Gov.  T.  J.   Jarvis 

Gov.  T.  J.   Jarvis 

Gov.  T.  J.  Jarvis 

State  Society 

State  Society 

Gov.  T.  J.  Jarvis 

Gov.  T.  J.   Jarvis 

Gov.   T.  J.   Jarvis 

State  Board  of  Health.. 

State  Society 

State  Society _... 

Gov.   A.   M.   Scales 

Gov.  A.  M.   Scales 

Gov.  A.  M.  Scales 

State  Society 

State  Society 

Gov.  A.   M.   Scales 

Gov.  A.  M.  Scales 

Gov.   A.  M.   Scales 

Gov.  A.  M.   Scales 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

State  Society 

State  Society 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society 

State  Board  of  Health- 
State  Society 

State  Society 

State  Board  of  Health. 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

State  Society 

State  Society 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

State  Society 


Term 


1877  to 
1877  to 
1877  to 
1877  to 
1877  to 

1877  to 

1878  to 
1878  to 
1878  to 
1878  to 
1878  to 
1878  to 
1878  to 
1878  to 
1878  to 
1881  to 
1S81  to 
1881  to 
1881  to 
1881  to 
1883  to 
1883  to 
1883  to 

1883  to 

1884  to 

1884  to 

1885  to 
1885  to 
1885  to 
1885  to 
1885  to 
1887  to 
1887  to 
1887  to 

1887  to 

1888  to 
1888  to 

1888  to 

1889  to 
1889  to 
1889  to 
1891  to 
1891  to 

1891  to 

1892  to 

1891  to 

1892  to 

1893  to 
1893  to 
1893  to 
1893  to 

1893  to 

1894  to 

1895  to 
1895  to 
1895  to 
1895  to 
1895  to 
1895  to 
1897  to 
1897  to 
1897  to 
1897  to 
1897  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 
1899  to 


1S78 
1878 
1878 
1878 
1878 
1878 
1884 
1884 
1882 
1882 
1880 
1880 
1880 
1880 
1880 
1887 
1884 
1883 
1883 
1883 
1889 
1889 
1885 
1885 
1886 
1886 
1887 
1891 
1891 
1887 
1887 
1888 
1S88 
1889 
18S9 
1891 
1891 
1891 
1893 
1892 
1893 
1893 
1893 
1892 
1897 
1895 
1895 
1895 
1895 
1895 
1895 
1895 
1897 
1897 
1897 
1897 
1897 
1897 
1897 
1899 
1899 
1899 
1899 
1899 
1901 
1901 
1901 
1901 
1901 
1901 
1901 


t  Died   in   1892,   leaving  a  five-year  unexpired   term,   which  was   filled   by   the   Board. 
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Name 


S.   Westray  Battle,  M.D 

H.   W.  Lewis,  M.D 

H.  H.  Dodson,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Ivey,  M.D 

George  G.  Thomas,  M.D.,  President- 
Francis  Duffy,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

S.  Westray  Battle,  M.D 

H.  W.  Lewis,  M.D 

W.  H.  Whitehead,  M.D 

J.  L.  Nicholson,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D 

W.  O.  Spencer,  M.D 

George  G.  Thomas,  M.D.,  President... 

Thomas  E.  Anderson,  M.D 

R.  H.  Lewis,  M.D 

E.  C.  Register,  M.D 

David  T.  Tayloe,  M.D 

James  A.  Burroughs,  M.D.1 

J.  E.  Ashcraft,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

W.  0.  Spencer,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D 

R.  H.  Lewis,  M.D 

Edw.  J.  Wood,  M.D 

A.  A.  Kent,  M.D.2 

Cyrus  Thompson,  M.D 

Fletcher  R.  Harris,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.1 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D.... 

Fletcher  R.  Harris,  M.D.3 

A.  J.  Crowell,  M.D 

Chas.  E.  Waddell,  CE.* 

Cyrus  Thompson,  M.D 

R.  H.  Lewis,  M.D 

E.  J.  Tucker,  D.D.S 

J.  Howell  Way,  M.D.,  President 

A.  J.  Crowell,  M.D 

James  P.  Stowe,  Ph.G 

D.  A.  Stanton,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D.5.. 
Cyrus  Thompson,  M.D.1 _ 

D.  A.  Stanton,  M.D 

R.  H.  Lewis,  M.D.i 

Jno.  B.  Wright,  M.D." 

E.  J.  Tucker,  D.D.S.6 _ 

W.  S.  Rankin,  M.D/* 

L.  E.  McDaniel,  M.D 

Chas  C.  Orr,  M.D 

Thomas  E.  Anderson,  M.D.6 

L.  E.  McDaniel,  M.D.6 

James  P.  Stowe,  Ph.G.6 

A.  J.  Crowell,  M.D.6 

J.  M.  Parrott,  M.D.6 

Chas.  C.  Orr,  M.D.6 

J.  M.  Parrott,  M.D.5 

C.  V.  Reynolds,  M.D 

L.  B.  Evans,  M.D 

S.  D.  Craig,  M.D 

John  T.  Burrus,  M.D 

J.  N.  Johnson,  D.D.S 

J.  A.  Goode,  Ph.G 

H.  L.  Large,  M.D 

H.  G.  Baity,  C.E 


Address 


Asheville 

Jackson 

Milton 

Raleigh 

Lenoir 

\\  Umington 

New  Bern 

Winston 

Asheville 

Jackson 

Rocky  Mount 

Richlands 

Winston 

Waynesville 

Winston 

Wilmington 

Statesville 

Raleigh 

Charlotte 

Washington 

Asheville 

Monroe 

Winston-Salem... 

Waynesville 

Winston-Salem... 

Statesville 

Greenville 

Raleigh 

Wilmington 

Lenoir 

Jacksonville 

Henderson 

Winston-Salem... 

Waynesville 

Charlotte 

Statesville 

Greenville 

Henderson 

Charlotte 

Asheville , 

Jacksonville 

Raleigh 

Roxboro 

Waynesville 

Charlotte 

Charlotte 

High  Point 

Statesville 

Greenville 

Jacksonville 

High  Point 

Raleigh 

Raleigh 

Roxboro 

Charlotte 

Jackson 

Asheville 

Statesville 

Jackson 

Charlotte 

Charlotte 

Kinston 

Asheville 

Kinston , 

Asheville 

Windsor 

Winston-Salem... 

High  Point 

Goldsboro 

Asheville 

Rocky  Mount 

Chapel  Hill 


Appointed  by 


State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Aycock 

Gov.  R.  B.   Glenn 

Gov.  R.  B.   Glenn 

State  Society 

State  Society 

Gov.  R.  B.   Glenn 

Gov.  R.  B.   Glenn 

State  Society 

State  Society 

State  Board  of  Health.. 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

Gov.  W.  W.  Kitchin 

State  Society 

State  Society 

Gov.  Locke  Craig 

Gov.  Locke  Craig 

State  Society 

State  Society 

State  Board  of  Health... 

Gov.  Locke  Craig 

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

State  Society 

State  Society 

State  Society 

Gov.  T.  W.  Bickett 

Gov.   C.  Morrison 

State  Society 

Gov.  T.  W.  Bickett 

W.   Bickett 

Morrison 

Gov.   C.   Morrison 

Gov.   C.   Morrison 

State  Board  of  Health- 
State  Society 

State  Society 

State  Society 

State  Society 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

State  Board  of  Health.. 
State  Board  of  Health.. 

Gov.   A.   W.   McLean 

State  Society _... 

State  Society 

Gov.  A.  W.  McLean 

Gov.  O.  Max  Gardner.... 
State  Board  of  Health.. 
Gov.  O.  Max  Gardner.... 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  O.  Max  Gardner.. .. 
Gov.  O.  Max  Gardner.... 
Gov.  O.  Max  Gardner.... 
Gov.  0.  Max  Gardner.— 
Gov.  0.  Max  Gardner.. .. 


Gov. 
Gov. 


T. 
C. 


Term 


1899  to 
1899  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1903  to 
1905  to 
1905  to 
1905  to 
1907  to 
1907  to 
1907  to 
1907  to 
1909  to 
1909  to 
1911  to 
1911  to 
1911  to 
1911  to 
1913  to 
1913  to 
1913  to 
1913  to 
1913  to 
1915  to 
1917  to 
1917  to 
1917  to 
1917  to 
1919  to 
1919  to 
1921  to 
1919  to 
1919  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1925  to 
1925  to 

1925  to 

1926  to 

1925  to 

1926  to 

1927  to 
1927  to 
1929  to 
1929  to 
1927  to 

1929  to 

1930  to 
1929  to 

1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 


1901 
1901 
1907 
1907 
1907 
1905 
1905 
1905 
1907 
1907 
1905 
1905 
1909 
1911 
1911 
1911 
1913 
1913 
1909 
1913 
1913 
1913 
1917 
1917 
1917 
1917 
1919 
1919 
1915 
1919 
1919 
1921 
1923 
1923 
1923 
1923 
1923 
1923 
1923 
1925 
1925 
1925 
1929 
1929 
1927 
1925 
1929 
1926 
1931 
1931 
1931 
1931 
1931 
1927 
1929 
1929 
1935 
1935 
1933 
1935 
1931 
1935 
1935 
1935 
1933 
1933 
1933 
1933 
1933 
1933 
1935 
1935 


1  Died  leaving  unexpired  term. 

~  Resigned  to  become   member  of   General   Assembly. 

3  Resigned   to   become   Health    Officer   Vance   County. 

4  Resigned. 


5  Resigned  to  become  Secretary  of  State  Board  of  Health. 

6  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 
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Name 


Address 


Grady  G.  Dixon,  M.D.7 

Grady  G.  Dixon,  M.D.7 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  M.D 

Jomes  P.  Stowe,  Ph.G 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large,  M.D 

H.  G.  Baity,  C.E 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  MJ> 

James  P.  Stowe,  Ph.G 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large,  M.D 

H.  G.  Baity,  Sc.D 

C.  C.  Fordham,  Jr.,  Ph.G.8... 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

Hubert  B.  Haywood,  M.D 

J.  N.  Johnson,  D.D.S _.... 

James  O.  Nolan,  M.D 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.   Lee   Large,   M.D 

Larry  I.  Moore,  Jr 

S.  D.  Craig,  M.D.,  Pres 

W.  T.  Rainey,  M.D 

Hubert  B.  Haywood,  M.D 

James  O.  Nolan,   M.D 

Paul  Jones,  D.D.S.a 

Jasper  C.  Jackson,  Ph.G.i°... 
Grady  G.  Dixon,  M.D.,  Pres.. 

H.   Lee   Large,   M.D 

J.  LaBruce  Ward,  M.D 

Hubert  B.  Haywood,  M.D 

Mrs.  James  B.  Hunt 

A.  C.  Current,  D.D.S 

John  R.  Bender,  M.D 

Benjamin  J.  Lawrence,  M.D. 


Ayden 

Ayden 

Winston-Salem 

Fayetteville 

Goldsboro 

Raleigh 

Charlotte 

Ayden 

Asheville 

Rocky  Mount... 

Chapel  Hill 

Goldsboro 

Raleigh 

Charlotte 

Winston-Salem. 

Fayetteville 

Ayden 

Asheville 

Rocky  Mount... 

Chapel  Hill 

Greensboro 

Winston-Salem 

Fayetteville 

Raleigh 

Goldsboro 

Kannapolis 

Ayden 

Asheville 

Rocky  Mount... 

Wilson 

Winston-Salem 

Fayetteville 

Raleigh 

Kannapolis 

Farmville 

Lumberton 

Ayden 

Rocky  Mount... 

Asheville 

Raleigh 

Lucama |Gov 

Gastonia jov 


Appointed  by 


Ex.   Com.   State   Society. .. 

State  Society 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus. 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus.. 
Gov.  J.  C.  B.  Ehringhaus. 

Jov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

jov.  Clyde  R.  Hoey 

State  Society 

State  Society 

State  Cociety 

State  Society 

Sov.  Clyde  R.  Hoey 

Sov.   Clyde  R.  Hoey 

Sov.  Clyde  R.  Hoey 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

State  Society 

Gov.  R.  Gregg  Cherry 

State  Society 

Gov.  W.  Kerr  Scott 

W.  Kerr  Scott 

W.  Kerr  Scott 


Term 


Winston-Salem ,  State   Society.. 

Raleigh State   Society.. 


1931  to  1932 

1932  to  1935 

1933  to  1937 
1933  to  1937 
1933  to  1937 
1933  to  1937 
1933  to  1937 
1935  to  1939 
1935  to  1939 
1935  to  1939 
1935  to  1939 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1937  to  1941 
1939  to  1943 
1939  to  1943 
1939  to  1943 

1939  to  1943 

1940  to  1943 

1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1941  to  1945 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1943  to  1947 
1945  to  1949 
1945  to  1949 
1945  to  1949 

1945  to  1949 

1946  to  1949 
1945  to  1947 

1947  to  1951 
1947  to  1951 
1947  to  1951 
1949  to  1953 
1949  to  1953 
1949  to  1953 
1949  to  1953 
1949  to  1953 


7  To    fill    vacancy    caused 

Parrott. 
S  To    I'll     vacancy    caused 

Stowe.  Ph.G. 


by    resignation    of    Dr.    J.    M. 
by     the    death     of    James    P. 


9  To  fill   vacancy  caused  by   resignation   of  J.   N.   Johnson, 

D.D.S. 
10  To  fill  vacancy  caused  by  resignation  of  Larry  I.  Moore, 
Jr. 


ROSTER   OF  MEMBERS   OF   THE  VARIOUS 
BOARDS    OF    MEDICAL    EXAMINERS    OF 
THE  STATE  OF  NORTH  CAROLINA 


FIRST  BOARD 

James   H.   Dickson,   Wilmington 1859-1866 

Charles  E.  Johnson,   Raleigh 1859-1866 

Caleb   Winslow,   Hertford 1859-1866 

Otis  F.  Manson,  Townsville 1859-1866 

William  H.  McKee,  Raleigh 1859-1866 

Christopher   Happoldt,   Morganton 1859-1866 

J.  Graham  Tull,  New  Bern 1859-1866 

Samuel  T.  Iredell,  Secretary 1859-1866 

SECOND  BOARD 

N.  J.  Pittman,  Tarboro _ 1866-1872 

E.   Burke   Haywood,   Raleigh 1866-1872 

R.  H.  Winborne,  Edenton 1866-1872 

S.   S.   Satchwell,   Rocky  Point 1866-1872 

J.   J.   Summerell,    Salisbury 1866-1872 

R.  B.  Haywood,  Raleigh 1866-1872 

M.    Whitehead,    Salisbury 1866-1872 

J.   F.   Shaffner,   Salem 1866-1872 


William   Little,   Secretary 1866-1872 

Thomas  F.  Wood,  Secretary,  Wilmington....l867-1872 

THIRD  BOARD 

Charles  J.  O'Hagan,   Greenville 1872-1878 

W.  A.  B.  Norcom,  Edenton 1872-1878 

C.   Tate   Murphy,   Clinton 1872-1878 

George   A.    Foote,    Warrenton _ 1872-1878 

J.  W.  Jones,  Tarboro 1872-1878 

R.  L.  Pavne,  Lexington 1872-1878 

Charles  Duffy,  Jr.,  Secretary,  New  Bern....l872-lS78 

FOURTH  BOARD 

Peter  E.  Hines,  Raleigh 1878-1884 

Thomas   D.   Haigh,   Fayetteville 1878-1884 

George  L.  Kirby,  Goldsboro 1878-1884 

Thomas   F.   Wood,   Wilmington _ 1878-1884 

Joseph   Graham,   Charlotte 1878-1884 

Robert   I.   Hicks,   Williamston' 1878-1880 

Richard  H.  Lewis,  Raleigh^ 1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem 1878-1884 

1  Kesigned  before  expiration   of   term. 

2  Elected  for   unexpired  term   of  Dr.  Hicks. 
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FIFTH  BOARD 

William  R.  Wood,  Scotland  Neck 1884-1890 

Augustus   W.  Knox,   Raleigh 1884-1890 

Francis  Duffy,  New  Bern _ 1884-1890 

Patrick   L.   Murphy,   Morganton 1884-1890 

Willis  Alston,  Littleton 1884-1890 

J.  A.  Reagan,  Weaverville 1884-1890 

W.  J.  H.  Bellamy,  Secretary,  Wilmington..l884-lS90 

SIXTH  AND   SEVENTH  BOARDS3 

R.  L.  Payne,  Jr.,  Lexington 1890-1892 

George  W.  Puret'oy,  Asheville 1890-1892 

George  G.  Thomas,  Wilmington ; 1890-1894 

Robert  S.   Young,  Concord 1890-1894 

William  H.   Whitehead,  Rocky  Mount 1890-1896 

George   W.  Long,   Graham 1890-1896 

L.  J.  Picot,  Secretary,  Littleton 1890-1896 

Julian  M.  Baker,  Tarboro 1892-1898 

H.   B.   Weaver,   Secretary,   Asheville 1892-1898 

J.   M.   Hays,   Greensboro4 1894-1897 

Kemp  P.  Battle,  Jr.,  Raleighs 1897-1900 

Thomas  S.  Burbank,  Wilmington4 1894-1898 

Richard  H.  Whitehead,  Chapel  Hill4 1896-1898 

William  H.  H.   Cobb,  Goldsboro" 1898-1900 

J.  Howell  Way,  Secretary,  Waynesville7....1898-1902 

David  T.  Tayloe,   Washington _ 1896-1902 

Thomas  E.  Anderson,  Sec,   Statesville 1896-1902 

Albert    Anderson,    Wilson** 1898-1902 

Edward   C.  Register,   Charlottes 1898-1902 

Thomas   S.   McMullan,   Hertford** 1900-1902 

John  C.   Walton** 1900-1902 

EIGHTH  BOARD 

A.  A.  Kent,  Lenoir 1902-1908 

Charles   O'H.   Laughinghouse,   Greenville. ...1902-1908 

M.  H.  Fletcher,  Asheville 1902-1908 

James   M.  Parrott,   Kinston 1902-1908 

J.  T.  J.  Battle,   Greensboro 1902-1908 

Frank  H.   Russell,   Wilmington 1902-1908 

George  W.  Pressly,  Secretary,  Charlotte1   1902-1906 
G.  T.  Sikes,  Secretary,  GrissomS 1906-1908 

NINTH  BOARD 

Lewis   B.   McBrayer,   Asheville 1908-1914 

John    C.    Rodman,    Washington 1908-1914 

William  W.  McKenzie,   Salisbury 1908-1914 

Henry   H.   Dodson,    Greensboro 1908-1914 

John    Bynum,    Winston-Salem 1908-1914 

J.  L.  Nicholson,  Richlands 1908-1914 

Benj.  K.  Hays,   Secretary,  Oxford 1908-1914 

TENTH  BOARD 

Isaac   M.  Taylor,  Morganton 1914-1920 

John  Q.  Myers,  Charlotte 1914-1920 

Jacob   F.   Highsmith,   Fayetteville 1914-1920 

Martin   L.    Stevens,   Asheville 1914-1920 

Charles  T.   Harper,  Wilmington4 1914-1915 

Edwin   G.  Moore,   Elm   Cityio 1915-1920 

John   G.  Blount,   Washington" 1914-1920 

Hubert  A.   Royster,   Secretary,   Raleigh 1914-920 

3  in  1890  the  Medical  Society  of  the  State  ot  North 
Caroline  adopted  the  plan  of  electing  members  of  the  Board 
in  such  a  manner  that  the  terms  would  expire  at  different 
intervals  of  two  years.  This  practice  was  followed  for  twelve 
years,  or  until  1902,  when  the  plan  was  abandoned;  an 
equivalent  of  two  terms  of  six  years  each.  It  is  evident  that 
the  Society  arranged  to  abandon  the  policy  as  early  as  1898, 
as  two  members  were  elected  for  short  terms,  and  two  years 
later  two  other  members  were  elected  for  still  shorter  terms. 
It  is  therefore  impossible  to  separate  the  sixth  and  seventh 
Boards,    since    the   membership   was    overlapping. 

4  Died  before  the  expiration  of  his  term. 

5  Elected  to  serve   unexpired   term   of  Dr.   Hays. 

0  Elected  to  serve  the  unexpired   term   of  Dr.   Burbank. 

7  Elected  to  serve   the  unexpired  term   of   Dr.    Whitehead. 

8  Elected  for  short  term  expiring  in  1902. 

9  Elected  to  serve  the  unexpired  term  of  Dr.   Pressly. 

10  Elected  to  serve  the   unexpired   term   of   Dr.    Harper. 

11  Died   a  few  months   before  the   expiration   of   his   term; 
such  a  short  time  that  the  vacancy  was  not  filled. 


ELEVENTH  BOARD 

Lester  A.  Crowell,  Lincolnton 1920-1926 

William   P.   Holt,  Duke 1920-1926 

J.   Gerald   Murphy,   Wilmington 1920-1926 

Lucius    N.    Glenn,    Gastonia 1920-1926 

Clarence  A.   Shore,   Raleigh. _ 1920-1926 

William   M.   Jones,   Greensboro 1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City....l920-1926 

TWELFTH  BOARD 

Paul   H.   Ringer,   Asheville 1926-1932 

W.  Houston  Moore,  Wilmington 1926-1932 

T.  W.  M.  Long,  Roanoke  Rapids 1926-1932 

W.  W.  Dawson,  Grifton4 1926-1930 

J.   K.  Pepper,   Winston-Salem 1926-1932 

Foy  Roberson,  Durham 1926-1932 

John  W.  McConnell,  Secretary,  Davidson... .1926-1932 
David  T.  Tayloe,  Jr.,   Washington" 1930-1932 

THIRTEENTH   BOARD 

Ben  F.  Royal,  Morehead  City 1932-1938 

Benj.  J.  Lawrence,  Secretary,  Raleigh 1932-1938 

F.   Webb   Griffith,  Asheville 1932-1938 

Hamilton  W.   McKay,   Charlotte 1932-1938 

J.   W.  Vernon,   Morganton 1932-1938 

W.  H.   Smith,   Goldsboro 1932-1938 

K.  G.  Averitt,  Cedar  Creek4 1932-1936 

Roscoe  D.  McMillan,  Red   Springs" 1936-1938 

FOURTEENTH  BOARD 

Karl   B.   Pace,   Greenville 1938-1944 

William  M.  Coppridge,  Durham 1938-1944 

Frank  A.  Sharpe,  Greensboro 1938-1944 

Lev/is  W.  Elias,   Asheville4 1938-1943 

J.   Street  Brewer,  Roseboro 1938-1944 

W.  D.  James,  Secretary,  Hamlet 1938-1944 

L.  A.  Crowell,  Jr.,  Lincolnton 1938-1944 

John  LaBruce  Ward,  Ashevillei4 1943-1944 

FIFTEENTH  BOARD 

C.  W.  Armstrong,   Salisbury 1944-1950 

M.   D.  Bonner,  Jamestown 1944-1950 

T.  Leslie  Lee,  Kinston 1944-1950 

Roy  B.  McKnight,  Charlotte 1944-1950 

Paul  G.   Parker,  Erwin _ 1944-1950 

M.  A.  Pittman,  Wilson 1944-1950 

Ivan  M.  Procter,  Secretary,  Raleigh 1944-1950 

James  B.   Bullitt,   Chapel  Hill15 1949-1950 

SIXTEENTH  BOARD 

James  P.  Rousseau,  Winston-Salem ....1950-1956 

Newsom  P.  Battle,  Rocky  Mount 1950-1956 

Clyde  R.  Hedrick,  Lenoir 1950-1956 

Heyward   C.   Thompson,    Shelby 1950-1956 

L.   Randolph   Doffermyre,   Dunn 1950-1956 

Amos   N.   Johnson,   Garland 1950-1956 

Joseph   J.   Combs,   Raleigh 1950-1956 

12  Elected  to  serve  unexpired  term  of   Dr.  W.  W.  Dawson. 

13  Elected   to   serve   unexpired    term    of   Dr.    Averitt. 

14  Elected   to  serve  unexpired   term   of  Dr.   Elias. 

15  Elected  to  serve  unexpired  term  of  Dr.  T.  Leslie  Lee. 

MOORE  COUNTY  MEDICAL  SOCIETY  MEDAL 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to 
pay  for  a  medal  to  be  given  for  the  best  paper 
read  at  the  State  Society  meeting  each  year.  No 
one  is  eligible  to  receive  this  medal  except  Fellows 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina in  good  standing;  no  invited  guest  is  allowed 
to  compete. 

Each  Section  Chairman  selects  a  committee  of 
three  to  decide  on  the  best  paper  written  in  their 
section.  The  winning  papers  are  then  turned  over 
to  the  State  Committee,  who  select  the  one  to  re- 
ceive the  medal.  The  following  Fellows  have  been 
awarded  this  medal: 
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1928— Paul  Pressly  McCain,  M.D Sanatorium 

"The   Diagnosis  and   Significance  of  Juvenile 

Tuberculosis" 
(From  Section  on  Pediatrics) 

1929— A.  B.   Holmes,  M.D Fairmont 

"The  Treatment  of  Uremia" 
(From  Section  on  Chemistry,  Materia  Medica 
and  Therapeutics) 

1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,    M.D _ Rocky    Mount 

"The    Clinical    Consideration    of    Anaemia    of 

Pregnancy  and   of  Puerperium" 
(From  Section  on  Practice  of  Medicine) 

1931— F.  C.  Smith,  M.D Charlotte 

"Practical    Value    of    Perimetry    in    Intracra- 
nial   Conditions;     Case    Reports"     (tumors, 
vascular     disease,     toxemia,     syphilis     and 
trauma) 
(From  Section  on  Eye,  Ear,  Nose  and  Throat) 

1932— Charles  I.  Allen,  M.D Wadesboro 

"An  Improved  Splint  for  Treating  Fractures 
of  the  Lower  Extremity  Showing  Reduc- 
tion and  Skeletal  Distraction  Attachments" 

(From   Section   on   Surgery) 
1933— H.  L.  Sloan,  M.D Charlotte 

"Some  General  Remarks  about  Cataract  Sur- 
gery, With  Report  of  100  Consecutive  Un- 
complicated Cataract  Operations" 

(From  Section  on  Ophthalmology  and  Oto- 
laryngology) 

J.   R.  Adams,   M.D Charlotte 

"Hypo-glycaemia  in  Children" 

(From   Section  on  Pediatrics) 

1934— Fred  E.  Motley,   M.D Charlotte 

"Complications    of    Mastoiditis    with    Special 

Reference  to  Septicemia" 
(From    Section   on    Ophthalmology   and    Oto- 
laryngology) 

1935— Arthur  H.  London,  M.D Durham 

"The   Composition   of   an   Average   Pediatrics 

Practice" 
(From   Section  on  Pediatrics) 

1936— V.   K.   Hart,   M.D Charlotte 

"Etiological  and  Therapeutic  Aspects  of  Bron- 
chiectasis   with    Clinical     Observations    on 
Bronchial  Lavage  by  the   Stitt  Method" 
(From    Section    on    Ophthalmology   and    Oto- 
laryngology) 


1937 — No  award  made. 

1938—0.   Hunter  Jones,   M.D Charlotte 

"Pelvic    Architecture    and    Classification   with 

its  Practical  Application" 
(From  Section  on  Gynecology  and  Obstetrics) 

1939— Donnell   B.   Cobb,  M.D. Goldsboro 

"Vaginal  Ureterolithotomy" 
(.From  Section  on  Surgery) 

1940— C.  R.  Monroe,  M.D.,  C.  D.  Thomas,  M.D.,  and 

C.   L.   Gray,   M.D Pinehurst 

"Thoracoplasty  and  Apicolysis" 
(From  Section  on  Surgery) 

1941— Walter   R.   Johnson,   M.D Asheville 

"Is    Diverticulitis    of    the    Colon    a    Surgical 

Disease?" 
(From  Section  on  Practice  of  Medicine) 

1942— E.  P.  Alyea,  M.D. Durham 

"Castration   for    Carcinoma    of    the    Prostate 

Gland" 
(From  Section  on  Surgery) 

1943 — No  award  made. 

1944— D.  F.  Milam,  M.D Chapel  Hill 

"Vitamin  C  Content  of  Some  North  Carolina 

Cooked  Foods" 
(From   Section  on  Public  Health  and 
Education) 

1945— No  Meeting. 

1946— E.   C.   Hamblen,   MD Durham 

"Some  Aspects  of  Sex  Endocrinology  in  Gen- 
eral Practice" 
(From  Section  on  General  Practice  of 
Medicine  and  Surgery) 

1947— W.  L.  Thomas,  M.D Durham 

"Some  psychosomatic   Problems   in   Gyne- 
cology" 
(From  Section  on  Gynecology  and  Obstetrics) 

1948 — Felda    Hightower,    M.D. Winston-Salem 

"The  Control  of  Electrolyte  and  Water 

Balance  in  Surgical  Patients" 
(From  Section  on  Surgery) 

1949— George  J.   Baylin,   M.D Durham 

"The  Roentgen  Aspect  of  Non-Opaque 

Pulmonary  Foreign  Bodies" 
(From  Section  on  Radiology) 
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MORNING    SESSION 
April  30,  1950 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  met  in  The  Caro- 
lina Hotel,  Pinehurst,  at  eleven  o'clock  Sunday, 
April  30,  1950,  Dr.  G.  Westbrook  Murphy,  presi- 
dent of  the   Society,  presiding. 

The  following  were  present: 

Officers 

Dr.    G.    Westbrook    Murphy,    President 
Dr.   Roscoe   D.   McMillan,   President-Elect 
Dr.   Ben   Royal,   First   Vice-President 
Dr.   Millard   D.   Hill,    Secretary-Treasurer 
Mr.  James   T.   Barnes,   Executive   Secretary 
Councilors 

Dr.  Zack  D.  Owens,  First  District  (Present  later) 

Dr.  Ernest  Furgurson   (alternate)   Second  District 

Dr.  D.  B.  Koonce,  Third  District   (Present  later) 

Dr.  Bahnson  Weathers,  Fourth  District 

Dr.  Hugh  A.  McAllister,  Fifth  District 

Dr.  Arthur  H.  London,  Jr.,   Sixth   District 

Dr.  L.  A.  Crowell,  Jr.,  Seventh  District  (Present 

later) 
Dr.  James  H.  McNeill,   Eighth   District 
Dr.  Irving  E.  Shafer,  Ninth  District 
Dr.  William  A.  Sams,  Tenth  District 
Non-Voting   Guests 

Dr.   Wingate   M.   Johnson,   Editor,   N.   C.   Medical 

Journal 
Dr.   J.   F.   Robertson,   Immediate   Past   President, 

MSSNC 
Dr.   George   Lull,   American   Medical   Association 
Mr.  LeRoy  Cox,  Public  Relations  Director 
Secretary  Hill:    Mr.  President,  I  declare  a  quorum 
present. 

President  Murphy:  We  are  indeed  honored  to 
have  Dr.  George  F.  Lull,  Secretary  of  the  American 
Medical  Association,  here.  Dr.  Lull,  will  you  stand, 
sir,  so  that  the  gentlemen  will  know  who  you  are  ? 
We  are  honored  to  have  you  with  us. 

A  motion  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  was  seconded  and 
carried. 

President  Murphy:  Unless  we  hear  some  objec- 
tion, I  am  going  to  ask  Dr.  McMillan  to  give  us 
a  report  on  the  Constitution  and  By-Laws.  Having 
done  that,  we  can  go  back  to  our  written  agenda. 
Dr.  McMillan:  Mr.  President,  Members  of  the 
Executive  Committee,  Dr.  Lull:  We  have  labored 
long  and  diligently  throughout  the  year  in  the 
revision  of  the  Constitution  and  By-Laws.  It  has 
been,  as  you  all  know,  more  or  less  obsolete  in 
several  instances  for  the  past  several  years.  What 
is  the  will  of  the  Executive  Committee  this  morn- 
ing ?  Do  you  want  me  to  go  through  this  item  by 
item?  The  parts  of  the  Constitution  which  we  did 
not  touch.  I  will  pass  over.  I  have  a  few  copies  of 
the   old   Constitution   and    By-Laws   with   me. 

The  revision  of  the  Constitution  and  By-Laws 
was  presented  by  Article  and  by  Chapter,  dis- 
cussed in  detail  and  adopted  a  Section  at  a  time. 

At  the  conclusion  of  the  report  motion  was  made, 
duly  seconded  and  carried  to  approve  the  report  of 
the  Committee  and  to  recomr^'id  the  Revised  Con- 
stitution and  By-Laws  for  adoption  by  the  House 
of  Delegates. 

President  Murphy:    Thank  you,  Dr.  McMillan. 
(See  transactions  of  House  of  Delegates  for  final 
and    adopted    version    of    revised    Constitution    and 
By-Laws.) 


President  Murphy:  There  is  one  other  item,  a 
report  covering  every  positive  action  of  the  Exec- 
utive Committee,  which  is  required  to  be  presented 
to  the  House  of  Delegates.  The  resume  has  been 
developed  by  the  Executive  Secretary  and  reviewed 
by  your  Chairman.  On  motion,  duly  seconded  and 
carried,  the  report  was  adopted. 

At  the  request  of  Secretary  Hill,  Dr.  George  Lull 
explained  the  apportionment  of  AM  A  delegates  for 
1951 — apportionment  being  based  on  each  one  thou- 
sand, or  fraction  of  one  thousand,  AMA  dues  pay- 
ing members  at  December  31,  1950.  Dr.  Hill  com- 
mented on  the  prospect  that  the  State  Society 
might  lose  a  delegate  in  1951  by  lack  of  dues  pay- 
ing AMA  members  in  comparison  to  State  Society 
membership. 

The  meeting  recessed   at   12:45   o'clock. 

AFTERNOON  SESSION 
April  30,  1950 

The  meeting  reconvened  at  two-ten  o'clock,  Pres- 
ident  Murphy   presiding. 

President  Murphy:  Gentlemen,  we  will  turn  now 
to  our  published  agenda  and  will  take  up  the  out- 
line proposal  of  the  North  Carolina  State  Board 
of  Health  relative  to  state-wide  Heart  Disease  Con- 
trol  Program. 

"Tn  an  effort  to  take  some  action  toward  control 
of  the  nation's  leading  health  problems.  Congress 
appropriated,  for  the  fiscal  year  1949-1950,  funds 
for  a  national  heart  disease  control  program  to  be 
conducted  by  the  U.  S.  Public  Health  Service  under 
the  guidance  of  a  medical  advisory  committee. 

"The  essential  elements  of  this  program  are  re- 
search, professional  and  lav  education,  and  expan- 
sion of  case-finding  and  diagnostic  facilities.  No 
provisions   were   made   for   treatment. 

"The  funds  have  been  divided  into  two  main 
portions.  The  first  is  to  be  administered  directly  by 
the  IT.  S.  Public  Health  Service  as  research  and  edu- 
cational grants-in-aid.  The  second  portion  is  to  be 
flloeated  to  the  states  for  the  development  of  state 
heai-t   disease   control   programs. 

"Under  this  program.  North  Carolina,  on  July 
1.  1949.  became  eligible  for  a  federal  grant  of 
Sfi4. 937.00.  After  preliminary  conferences  with  the 
heart  disease  consultants  of  the  U.  S.  Public  Health 
Service  and  several  interested  private  practitioners 
here  in  North  Carolina,  a  tentative  plan  was  pre- 
pared for  review  purposes.  The  Executive  Com- 
mittee of  the  North  Carolina  Heart  Disease  Asso- 
ciation was  asked  to  meet  and  discuss  the  plan. 
This  was  done  on  August  28.  The  members  present 
were  Dr.  Robert  L.  McMillan,  President-  Dr.  E.  S. 
Orgain:  Dr  James  McNeill:  Mrs.  W.  M.  Storev, 
Treasurer:  Mr.  George  K.  Cutter;  and  Dr.  GeoTge 
Harrell.  Secretary.  Certain  changes  in  the  plan 
wer°  made  and  on  September  15  the  State  Board 
of  Health  gave  its  approval.  The  plan  had  to  be 
submitted  immediately  to  the  TJ.  S.  Public  Hea'th 
Service  in  order  that  the  deadline  on  applying-  for 
the  funds  be  met.  In  November  we  were  notified 
of  appr'oval  of  the  plan  and  received  the  first  por- 
tion of  our  allotment. 

"It  is  desired  that  this  plan  now  be  reviewed  by 
the  Executive  Committee  of  the  State  Medical  So- 
ciety. The  plan,  as  stated  above,  is  considered  to 
be  tentative  and  subject  to  revision,  if  necessary, 
in  order  to  more  nearly  meet  the  desires  of  the 
medical  profession.  Since  there  is  a  time  element 
involved-  certain  funds  will  be  spent  in  the  near 
future:  however,  any  part  of  the  program  can  be 
revised   even   after   it   has   been   initiated. 
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"A  copy  of  the  plan  as  approved  by  the  Execu- 
tive Committee  of  the  North  Carolina  Heart  Asso- 
ciation is  attached.  In  brief,  it  provides  for  fees 
and  travel  expense  for  speakers  on  heart  disease  at 
local  medical  society  meetings,  on  request,  and 
other  related  types  of  professional  education,  aid 
by  way  of  equipment  and  limited  personnel  to  out- 
patient diagnostic  clinics  for  heai-t  disease,  and 
some  type  of  field  demonstration  program  involv- 
ing screening  of  certain  population  groups  for 
heart  disease  and  their  referral  to  private  practi- 
tioners for  treatment. 

"We  would  greatly  appreciate  having  the  com- 
ment of  the  Executive  Committee  first  as  to  the 
continued  acceptance  of  this  grant  from  the  U.  S. 
Public  Health  Service  should  it  be  offered  annually, 
and  secondly,  as  to  the  general  outline  of  the  pro- 
gram as  it  now  stands." 

There  was  attached  a  narrative  description  of  the 
North  Carolina  State  Board  of  Health  Heart  Dis- 
ease Control  Program. 

On  motion,  duly  seconded  and  carried,  the  Exec- 
utive Committee  gave  provisional  approval  to  the 
Heart  Disease  Control  Program,  continued  ap- 
proval being  contingent  upon  the  submission  of  an 
activity  report  prior  to  the  next  annual  meeting 
of  the  Society. 

The  Committee  considered  correspondence  from 
other  state  associations  urging  a  stand  on  placing 
AMA  Educational  Campaign  Advertising  through 
state  societies  with  state  press  associations.  After 
considerable  discussion  the  Committee  concluded 
it.  to  be  impracticable  to  take  a  positive  action  on 
the  matter. 

President  Murphy:  The  Constitution  and  Bv- 
Laws  of  the  Hospital  Saving  Association  provide 
that  the  Medical  Society  of  the  State  of  North 
Carolina  shall  have  four  representatives  on  its 
Board  of  Trustees,  three  of  whom  are  elected  bv 
the  Society,  the  fourth  being  the  current  President 
of  the  Society. 

When  Dr.  Robertson  was  President,  he.  due  to 
his  diligence  and  his  willingness  to  sacrifice  his 
personal  interest,  attended  those  meetings  with 
p'reat  ree-ularitv.  There  had  never  been  a  Presi- 
dent until  Dr.  Robei'tson  who  was  able  to  do  that, 
and  this  one  most  assuredly  was  not.  because  it 
would  sepm  to  me  that  almost  inevitablv.  when 
thev  would  notify  me  of  one  of  these  meetings 
I  which  come  everv  few  days),  I  would  have  a  con- 
flict. 

The  responsibilities  of  the  President,  are  verv 
heavy — not  responsibilities  so  much  as  the  miuutia 
of  the  things  he  has  to  do.  It,  would  be  pe^-fectlv 
right  and  proper  to  ask  the  Hospital  Savins  to 
change  their  Constitution  and  Bv-Laws  so  that 
the  President-Elect  rather  than  the  President  w>nld 
serve  as  the  official  representative  of  tb°  Society 
there,  so  that  he  would  still  have  the  privileo-o  of 
serving  the  Society  in  that  capacitv  but  would  do 
it  during-  the  year  when  he  does  not  have  all  these 
other  duties. 

On  motion,  duly  seconded  and  carried,  approval 
was  p-iven  to  the  recommendation  and  referred  to 
the  House   of  Delegates  for  consideration. 

A  motion  authorizing  the  expenses  of  each  fra- 
ternal deleo-ate  to  four  state  medical  associations, 
duly   seconded,  upon  being  put  was  lost. 

A  motion  to  establish  medical  or  Councilor  Dis- 
tricts simultaneous  with  existing  Congressional  Dis- 
tricts, regularly  seconded,  upon  being  put  was  lost. 

On  motion,  duly  seconded  and  carried,  executive 
headquarters  office  was  authorized  to  make  an  esti- 
mate of  the  additional  burden  and  operating  costs 
involved  in  collecting  AMA  dues,  said  estimate  to 
be   presented   to    the    President    and    Secretary    for 


approval  and  to  be  submitted  to  AMA  Secretary, 
George  F.  Lull,  M.D. 

The  Committee  considered  a  member's  letter  ap- 
peal for  financial  support  of  the  legislative  activity 
of  the  National  Organization  of  Hospital  Schools 
of  Nursing,  Inc.,  and  on  motion,  duly  seconded  and 
carried,  recommended  said  Organization  to  the 
membership  as  worthy  of  support  by  private  dona- 
tions. 

President  Murphy:  Dr.  Rousseau  is  here  as  a 
representative  of  the  Forsyth  County  Medical  So- 
ciety and  he  will  report  to  us  on  resolutions. 

Dr.  Rousseau:  Mr.  Chairman  and  Members  of 
the  Executive  Committee:  I  will  read  these  resolu- 
tions from  the  Forsyth  County  Medical  Society  and 
discuss  them  briefly. 

"At  the  April  meeting  of  the  Forsyth  County 
Medical  Society,  the  Committee  on  Medical  Eco- 
nomies and  Insurance,  after  studying  the  various 
clinics  in  Forsyth  County  for  more  than  a  month, 
made    the   following   recommendations: 

"1.  That  the  Forsyth  County  Medical  Society 
appi'ove  and  contribute  professional  support  of  all 
clinics  affording  medical  care  to  indigent  patients. 

"2.  That  the  Forsyth  County  Medical  Society 
approves  the  establishment  of  special  clinics  for 
the  medical  care  of  patients  regardless  of  their 
economic  status  if  the  disease  constitutes  a  hazard 
to  public  health,  such  as  tuberculosis  and  venereal 
disease. 

"3.  That  all  other  clinics  supported  by  federal  or 
state  tax  funds,  and  not  restricting  medical  care  to 
indigent  patients,  or  to  patients  with  diseases  that 
constitute  a  hazard  to  public  health,  be  recognized 
as  violating  the  Code  of  Ethics  of  the  AMA,  the 
State  Medical  Society,  and  the  Forsyth  County 
Medical   Society. 

"4.  That  the  members  of  the  Forsyth  County 
Medical  Society  agree  to  continue  to  give  adeauate 
medical  care  to  all  known  indigent  patients  either 
through  voluntary  uncompensated  service  in  estab- 
lished clinics  or  their  own  office. 

"5.  That  the  membership  of  this  Society  and  the 
various  clinics  in  Forsyth  County  be  requested  to 
conform  to  these  fundamental  principles  of  med- 
ical practice. 

"6.  That  refusal  to  comply  with  this  request  be 
declared  a  violation  of  the  Code  of  Ethics  of  this 
Society. 

"7.  That  these  recommendations,  if  adopted  by 
the  Forsyth  County  Medical  Society,  be  transmit- 
ted to  the  proper  officials  of  the  State  Medical 
Society. 

"8.  That  our  Public  Relations  Committee  advise 
the  press  of  these  facts,  in  order  that  the  public 
may  know  that  physicians  are  anxious  to  continue 
adequate  medical  care  for  all  indigent  patients  in 
the  county. 

"9.  That  the  medically  indigent  be  defined  by 
the  same  standard  as  that  used  by  the  North  Caro- 
lina State  Welfare  Board." 

Gentlemen,  I  would  like  to  discuss  just  very 
briefly  some  of  the  reasons  for  Forsyth  County's 
passing  these   resolutions. 

The  resolution  passed  by  the  Forsyth  County 
Society  said,  in  effect,  two  things:  First,  that  the 
Society  conceived  it  to  be  the  proper  function  of 
government  to  supply  medical  care  for  those  that 
were  unable  to  provide  it  for  themselves,  and  the 
members  express  their  willingness  to  participate  in 
the  proeram.  They  also  conceived  it  to  be  the  re- 
sponsibility of  government  to  find  and  control  acute 
infectious  diseases — diseases,  in  other  words._  which 
made  citizens  a  source  of  danger  to  other  citizens, 
but  that  they  thought  the  function  of  government 
in  medicine  was  limited  to  those  two  things. 

On  motion,  duly  seconded  and  carried,  the  Com- 
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mittee  sanctioned  the  action  of  the  Forsyth  County 
Medical  Society  as  within  the  bounds  of  propriety 
and  expressed  the  sense  that  the  action  of  that 
society  was  not  in  controvention  of  principles  in- 
volved in  the  State  Society;  provided,  that  the 
resolution  be  referred  to  a  sub-committee  for  fur- 
ther consideration  and  recommendations  to  the  Ex- 
ecutive Council. 

Resolutions    from    Forsyth    County    on    nursing. 

"After  an  extended  study  of  Dr.  Esther  Lucille 
Brown's  book,  Nursing  for  the  Future,  commonly 
referred  to  in  this  area  as  'The  Brown  Report,' 
and  having  been  requested  to  pass  a  resolution  con- 
cerning this  report,  we  beg  to  report  the  following 
for  the  consideration  of  the  Forsyth  County  Med- 
ical Society. 

"We  find  that  this  book  goes  to  great  lengths  to 
determine  the  present  status  and  future  of  nursing. 
We  can  neither  affirm  nor  negate  Dr.  Brown's  in- 
terpretation of  the  future  of  nursing  but  we  would 
like  to  express  our  feeling  toward  nursing  of  today 
and  the  future  but  not  necessarily  of  the  Brown 
report. 

"1.  We  recognize  the  serious  shortage  in  nursing 
personnel  and  feel  that  we  should  actively  support 
the  recruitment  of  additional  nurses. 

"2.  Within  Forsyth  County  we  cannot  see  the 
immediate  development  for  a  college  of  nursing. 
Therefore,  we  take  no  stand  on  this  issue. 

"After  reasonable  study  with  local  nursing  lead- 
ers, we  feel  that  the  three-year  program  should  be 
further  and  constantly  reviewed  with  the  idea  in 
view  of  developing  better  nurses  with  a  minimum 
of  exploitation  by  the  hospitals. 

"4.  We  regard  the  early  and  concentrated  devel- 
opment of  a  vocational  school  of  nursing  for  ade- 
ouate  training  in  practical  nursing  to  be  impera- 
tive and  we  recommend  the  wholehearted  supnort 
of  the  Forsyth  County  Medical  Society,  the  For- 
svth  County  Nursing  Association,  Forsyth  County 
Medical  Auxiliary,  and  laity  to  join  hands  in 
answering  this  need  which  will  give  additional 
nursing  personnel,  which  is  so  badly  needed  in  Win- 
ston-Salem  and    Forsyth    County. 

"We  realize  that  this  report  is  neither  pro  nor 
con  on  the  Brown  Report,  but  it  is  our  feeling  that 
this  reuort  has  been  a  sounding  board  for  the  fu- 
ture of  nursing  and  therefore  we  have  expressed 
our  studied  opinion  for  the  future  of  nursing  in 
this  community." 

Whereas,  no  srjecific  action  was  taken  on  this 
resolution,  the  Chairman,  by  general  consent,  in- 
structed that  the  resolution  be  submitted  as  in- 
formation to  the  Committee  on  Nursing  of  the 
American  Medical  Association. 

On  motion,  dulv  seconded  and  carried,  the  Com- 
mittee accepted  the  report  of  the  Committee  on 
the  Coroner  System  and  recommended  it  to  the 
House  of  Delegates.  The  Chairman.  Dr.  Wiley  B. 
Forbus,  presented  the  following  clarifying  state- 
ment  relative   to   the   proposed    statute: 

"First  of  all.  I  would  like  to  emphasize  the  fact 
that  the  statute  which  we  have  formulated  is  to 
be  used  as  a  basis  for  further  study  and  for  fur- 
ther woi'k,  and  that  it  is  not  intended  at  all,  in 
the  recommendation  here,  that  this  particular  sta- 
tute shall  be  submitted  to  the  legislature,  through 
the  further  deliberations  of  this  committee  with 
the  Legislative  Committee,  and  so  on.  That  is  ini- 
portant,  because  it  may  be  that  the  statute  t.ha': 
we  have  formulated  would  need  certain  revisions 
in  the  light  of  the  knowledge  of  the  Legislative 
Committee  and  of  the  other  officials  of  the  Soci- 
ety; so  I  say  again,  what  we  have  proposed  here 
as  a  statute  is  to  serve  as  a  basis  for  the  formula- 
tion of  another  statute,  which  still  leaves  the  mat- 


ter of  the  writing  of  a  statute  to  other  bodies  than 
ours. 

President  Murphy:  The  North  Carolina  Radi- 
ological Society  has  forwarded  a  resolution  for 
your  consideration.  Dr.  Baxter  is  going  to  read  it. 

Dr.  Oscar  D.  Baxter:  "Whereas,  Under  'News 
Notes  from  the  State  Board  of  Health,'  the  March 
1950  issue  of  the  North  Carolina  Medical  Journal 
carried  the  following  paragraph:  'During  the  pres- 
ent fiscal  year  the  budget  for  local  health  work 
in  North  Carolina  totals  $4,372,629.00  derived  from 
the  following  sources: 

State  $1,150,000.00 

Local  2,693,246.00 

Federal     529,383.00,     and 

"Whereas,  The  amount  of  money  received  from 
the  Federal  Government  is  less  than  12.5  per  cent; 
and 

"Whereas,  The  Federal  Government  continues  to 
spend  more  money  than  it  can  collect  from  taxes 
and   the   sale   of   Government   bonds;    and 

"Whereas,  Steps  must  be  taken  by  somebody, 
sometime,  to  stop  deficit  spending  by  the  Federal 
Government  or  we  will  soon  be  a  bankrupt  nation; 
and 

"Whereas,  The  Supreme  Court  of  the  United 
States  has  ruled  that  'It  is  hardly  lack  of  due  pro- 
cess for  the  Government  to  regulate  that  which  it 
subsidizes'; 

"NOW,  THEREFORE,  BE  IT  RESOLVED,  That 
Ihe  North  Carolina  Radiological  Society  petition  the 
Executive  Committee  of  the  North  Carolina  Med- 
ical Society  to  request  the  House  of  Delegates  to 
seriously  consider  a  motion  asking  the  State  Board 
of   Health   to   discontinue: 

(1)  Including  Federal  grants  in  their  proposed 
budget. 

(2)  Asking  for  any  money  from  the  Federal 
Government,  and 

(3)  Refuse  to  accept,  if  offered,  Federal  Gov- 
ernment monev  for  the  operation  of  the  State 
Board  of  Health. 

This  is  not  to  be  construed  as  an  effort  to  limit 
or  circumscribe  the  activities  of  the  State  "Roard 
of  Health,  nor  to  attack  the  Hill-Burton  Bill  ex- 
penditures (that  is  a  law  for  capital  spending  and 
should  soon  spend  out).  The  basic  thought  is  to 
eliminate  Federal  regulation  a7id  Federal  spending. 
If  necessarv,  let  us  raise  our  taxes,  so  that  the 
North  Carolina  State  Board  of  Health,  as  well  as 
other  agencies,  can  serve  and  nrotect  North  Caro- 
linians on  a  pay-as-you-go  basis." 

On  motion,  duly  seconded  and  carried,  the  reso- 
lution was  referred  to  the  same  sub-committee 
authorized  in  the  instance  of  the  Forsvth  County 
Medical    Society   resolution   related   to   clinics. 

President  Murphy:  Since  Dr.  Wingate  Johnson 
is  here  will  you  please  give  us  a  l'eport  now  on 
your  Grievance  Committee? 

Dr.  Johnson:  Mr.  President,  I  suppose  most  of 
you  know  that  this  idea  of  a  Grievance  Committee 
came  from  the  State  of  Colorado  which  established 
a  Grievance  Committee  about  two  years  ago.  A 
number  of  other  states  have  fallen  in  line  now. 
There  were  eighteen  the  last  I  heard.  There  may 
be  more  now. 

I  was  asked  to  serve  as  chairman  of  a  committee 
to  set  un  the  Grievance  Committee  for  our  own 
''"ciety.  On  the  committee  with  me  were  Dr.  Don- 
ald Koonce,  who  is  the  Chairman  of  the  Public  Re- 
lations Committee,  and  Dr.  Isaac  Manning.  _ 

We  spent  a  good  deal  of  time  on  drawing  up 
this  report  and  it  is  rather  lengthy. 

It  would  not  affect  the  Constitution.  It  could  all 
be  done  through  changes  in  the  By-Laws. 
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I  might  say  this,  that  the  Colorado  Society  set 
up  their  Grievance  Committee  as  a  grand  jury  of 
twelve  members  elected  by  the  Society.  Oklahoma 
was  next  in  line  and  they  selected  the  five  most 
recent  past  presidents  of  the  Society.  That  ap- 
pealed to  all  of  us  as  being  the  more  feasible  way. 
It  would  take  it  out  of  politics.  You  would  have 
men  in  whom  the  Medical  Society  had  shown  con- 
fidence and  in  whom  the  public  had  confidence,  so 
we  have  set  it  up  with  that  plan  of  having  the 
five  most  recently  available  past  presidents  of  the 
State  Medical  Society  serve  as  this  Grievance  Com- 
mittee, and  with  such  additions  as  the  Executive 
Council  might  make  from  time  to  time.  We  thought 
some  occasion  might  arise  when  some  member 
could  not  serve,  and  on  special  occasions  we  would 
want  help  on  it,  but  the  nucleus  of  the  committee 
would  be  the  five  past  presidents. 

The  machinery  is  set  up  whereby  they  shall  hear 
complaints.  Anybody  in  the  state,  any  doctor,  lay- 
man or  anybody,  can  bring  a  complaint  to  this 
committee.  Thev  would  hear  it  and,  if  they  are  not 
able  to  settle  it,  they  would  refer  it  then  to  the 
Executive  Council  for  their  action.  The  Grievance 
Committee  will  have  no  judicial  powers  but  will  be 
something  like  a  grand  jury  that  collects  informa- 
tion and  passes  it  on. 

On  motion,  duly  seconded  and  carried,  the  re- 
port on  establishing  a  Grievance  Committee  was 
adopted. 

The  Committee  took  cognizance  of  a  message 
from  Vice  President  Joseph  A.  Elliott  of  Charlotte 
that  illness  in  his  family  prevented  his  attendance 
as  a  member  of  the  Committee.  On  motion,  duly 
seconded  and  carried,  the  President  was  authorized 
to  send  a  message  of  regrets  and  sympathy  to  Dr. 
Elliott. 

Reports  of  the  ten  District  Councilors  were  re- 
viewed and  on  motion,  duly  seconded  and  carried, 
were  approved. 

The  report  of  the  Board  of  Medical  Examiners 
was  received  and  on  motion,  duly  seconded  and  car- 
ried, was  approved. 

The  report  of  the  Board  of  Nurse  Examiners  was 
received  and  on  motion,  duly  seconded  and  carried, 
was  approved. 

On  motion,  duly  seconded  and  carried,  the  head- 
auarters  office  abridgement  of  previous  Executive 
Committee  Minutes  of  the  year  was  approved  for 
presentation  to  the  House  of  Delegates  for  con- 
sideration. 

Reports  of  the  following  committees  were  pre- 
sented: 

Professional   and   Hospital   Relations 

Practical   Cun-iculum  for   Medical   Education 

Crime   and   Psychiatry 

Service  and  Fees  for  Home  Town  Medical  Care 
of  Veterans 

Military  Service 

Advisory  to  Medical  Auxiliary 

Emergency  Medical   Service 

Define  Duties  and  Responsibility  of  Executive 
Secretary 

Rural  Health  and  Education 

Maternal  Welfare 

Public  Relations 

Advisory  to  North  Carolina  Medical  Care  Com- 
mission 

Physician  Members  of  North  Carolina  Med;cal 
Care  Commission 

Postgraduate   Medical    Study 

Liaison  on  Insurance  to  Work  with  N.  C.  Insur- 
ance  Commissioner 

Tuberculosis 

Industrial  Health 


To  Cooperate  with  UNC  Authorities  on  Selection 
of  Medical  School  Faculty 

Legislation 

Venereal  Disease 

Scientific   Work 

Medical  Protection 

Publications 

To  Work  with  the  N.  C.  Industrial  Commission 

Arrange   Facilities  for  Annual    Session 

Merger  Hospital  Saving  and  Hospital  Care  Asso- 
ciations 

Child   Health 

Mental  Hygiene 

To  Work  with  Optometrists  on  Removal  Sales 
Tax   from   Prescription    Eye-Glasses 

On  motion,  duly  seconded  and  carried,  the  several 
reports  enumerated  were  approved.  (Each  Councilor 
and  Committee  report  will  appear  in  detail  in  the 
transactions  of  the  House  of  Delegates  elsewhere 
in  this  issue  of  the  JOURNAL.) 

In  reference  to  the  report  of  the  Advisory  Med- 
ical Committee  to  the  North  Carolina  Industrial 
Commission,  particularly  the  recommendation  that 
a  blanket  percentage  differential  in  favor  of  spe- 
cialists apply  to  all  parts  of  the  fee  schedule  and 
applv  to  all  specialties  be  considered  for  adoption 
by  the  Society:  A  motion,  duly  seconded  and  car- 
ried, referred  the  recommendation  to  the  Commit- 
tee to  Work  with  the  North  Carolina  Industrial 
Commission  for  consideration  in  relation  to  admin- 
istrative  policy. 

New  Business. 

President  Murphy:    Is  there  any  new  business? 

Unfinished    Business. 

A  letter  from  the  Halifax  County  Medical  Soci- 
ety, dated   April   25,   1950,  was   presented: 

"I  have  been  asked  by  this  society  to  bring  to 
your  attention  the  increasing  tendency  of  commit- 
tees of  the  State  Medical  Society  to  hold  meetings 
on  Sunday  and  in  particular  at  the  time  of  mornins1 
church  services.  An  example  of  this  was  the  recent 
meeting  of  the  Public  Relations  Committe",  April 
16th    in   Raleigh. 

"It  was  the  feeling  of  this  societv  that  some 
committees  might  be  forgiven  for  lack  of  thoua-ht 
in  this  regard;  it  is  difficult  to  excus°  a  committee 
whose  business  it  is  to  anticipate  and  direct  public 
opinion.  We  feel  that  some  effort  to  change  the 
policy  in  regard  to  Sundav  meetings  now  will  pre- 
vent a  chain  reaction  of  reprimand  from  other 
county  societies. 

"With  best  wishes  for  the  continued  success  to 
the  many  projects  being  successfully  undertaken  by 
the  State  Society. 

"(Signed)   Richard   E.   Knox, 

Secretary    and    Treasurer." 

President  Murnhv:  You  gentlemen  mav  or  may 
not  recall  when  I  took  office.  I  expressed  mv  feel- 
ing1 about  this  matter".  This  is  the  first  time  that 
it  has  come  up  that  any  unit  has  made  any  spe- 
cific mention  of  it.  You,  of  course,  are  aware,  as 
I  am.  that  we  have  been  subiect  to  a  great  deal  of 
criticism  throughout  the  State  for  deliberately 
choosing  that  time  to  carry  on  our  business. 

Dr.  Sams:  Mr.  President,  I  don't  believp  it  hurts 
us  as  much  as  it  helns  us.  I  am  a  Baptist  and  I 
believe  in  observing  the  Sabbath,  but  I  still  main- 
tain that  our  profession  and  our  work  is  a  very 
humane  one  and  it  is  very  religiously  followed  bv 
all  of  us  and  we  are  very  serious  about  it.  I  think 
criticisms   of  that  kind   don't   hurt  us. 

Dr.  Furgurson:  This  was  brought  up  at  the 
Public  Relations  Council  meeting  in  Raleigh  on 
Sunday,  about  two  weeks  ago,  and  it  was  the  unan- 
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imous  opinion  of  the  group  that  we  not  hold  our 
meetings  on  Sunday  unless  it  really  worked  a  hard- 
ship on  the  majority  to  do  otherwise.  Most  of  them 
expressed  the  desire  to  take  an  afternoon  or  an 
evening  off  and  have  a  supper,  rather  than  taking 
an  entire  Sunday.  Those  with  families  I  think 
have  a  rather  strong  feeling  about  having  to  come 
out.  If  it  woi'ks  an  undue  hardship,  I  agree,  but 
ordinarily  most  of  us  can  get  to  meetings,  we  can 
get  to  other  things  if  we  make  enough  of  an  ef- 
fort, and  even  if  we  come  up  for  one  night's  meet- 
ing, I  don't  think  that  is  asking  too  much.  I  think 
a  doctor  doesn't  get  to  see  his  family  too  often  ex- 
cept on   Sunday,  and  very  often   not  even  then. 

Dr.  Shafer:  Mr.  President,  I  don't  believe  we 
would  get  a  good  attendance  any  other  day  than 
Sunday. 

President  Murphy:  The  way  I  feel,  if  you  can't 
get  a  good  attendance  any  other  day,  you  ought 
not  to  have  the  meeting. 

Dr.  Royal:  I  move  that  we  accept  it  as  a  matter 
of  principle  to  meet  on  Sunday  only  under  unusual 
conditions   or   circumstances. 

The  motion  was  seconded  by  Dr.  Sams  and 
carried. 

President  Murphy:  I  suppose  that  motion  im- 
plies that  you  leave  it  to  the  responsible  officer 
who  calls  the  meeting  to  decide  whether  the  cir- 
cumstances  are   unusual   or   not. 

There  is  one  other  item.  The  matter  came  up 
with  the  Executive  Committee  that  Smith,  Leach 
&  Anderson  represented  both  the  North  Carolina 
Hospital  Association  and  the  Medical  Society.  Mr. 
Anderson  wrote  a  letter,  directed  to  me,  to  become 
a  part  of  our  official  record. 
"Dear  Dr.   Murphy: 

"As  you  know,  we  have  represented  the  Medical 
Society  of  the  State  of  North  Carolina  for  the  past 
twelve  years.  Also,  for  the  past  five  years  we  have 
represented  the  Hospital  Association  of  North 
Carolina. 

"Of  course  when  we  were  asked  to  represent  the 
Hospital  Association  in  the  capacity  of  General 
Counsel  several  years  ago,  such  representation  was 
accepted  with  the  approval  and  at  the  suggestion 
of  officials  of  the  Medical  Society,  inasmuch  as  the 
interests  of  the  two  associations  appeared  to  be 
not  only  entirely  harmonious  but  in  fact  mutual 
with  regard  to  many  questions  in  which  both 
groups  have  been  interested. 

"Recently  it  has  come  to  our  attention  that 
some  questions  have  been  asked  regarding  our 
representation  of  both  associations  in  the  event  any 
conflict  of  interest  should  arise  between  the  two 
groups.  Of  course,  if  occasion  should  arise  when 
the  interests  of  one  group  or  one  client  conflict 
with  the  interests  of  another,  we  would  not  repre- 
sent both  groups.  In  view  of  our  length  of  repre- 
sentation for  the  Medical  Society,  we  would  nat- 
urally feel  that  our  first  obligation  would  be  to 
your  society  rather  than  to  the  Hospital  Asocia- 
tion,  and  if  occasion  should  arise  in  which  it  ap- 
peared that  the  interests  of  the  two  associations 
as  such  would  conflict  over  any  legal  matter  in 
which  we  were  requested  to  participate,  we  would 
wish  to  notify  the  Hospital  Association  of  the  pos- 
sible conflict  of  interests  and  withdraw  as  their 
counsel. 

"To  date  we  have  not  observed  that  the  interests 
of  the  Hospital  Association  as  an  association  have 
conflicted  with  the  interests  of  the  Medical  Soci- 
ety in  a  legal  controversy  in  which  we  were  called 
upon  to  participate.  We  would  not  wish  to  cause 
any  ill  feeling  between  the  two  groups  by  inform- 
ing the  Hospital  Association  officials  of  any  spec- 
ulation that  the  interests  of  the  two  groups  would 
at   some  future  time   conflict   concerning   a   partic- 


ular subject,  unless  your  society  would  authorize 
and  request  us  to  do  so.  If,  however,  at  any  time 
you  or  any  of  the  officials  of  the  society  would 
wish  us  to  do  this,  we  would  be  glad  to  put  the 
Hospital  Association  on  notice  of  such  possible  con- 
flict of  interests.  We  would  certainly  not  wish  to 
inadvertently  become  involved  in  any  situation  that 
might  cause  embarrassment  to  anyone,  and  we 
would  appreciate  it  very  much  if  your  society  offi- 
cials will  keep  us  informed  and  advise  us  in  ad- 
vance of  any  conflict  of  interests  between  the  two 
g.roups  which  might  arise  involving  a  legal  matter 
in  which  we  would  be  called  upon  to  participate  as 
counsel  for  the  society,  so  that  we  might  thereupon 
promptly  and  properly  advise  the  Hospital  Asso- 
ciation to  seek  other  legal  representation  as  they 
might  desire. 

"With  kind  personal  regards  and  wishes,  we  are 
"Very  truly  yours, 

"SMITH,  LEACH  &   ANDERSON 
"By:   (Signed)  John  H.  Anderson,  Jr." 

Dr.  Sams:  I  move  it  be  accepted  and  placed  on 
record. 

The  motion  was  seconded  by  Dr.  McAllister  and 
carried. 

President  Murphy:  I  may  say  we  had  a  very 
nice  letter  from  Mr.  Fitzgibbons,  the  Manager  of 
the  hotel,  this  morning,  welcoming-  us  here  and 
extending  an  official  invitation  to  come  back  next 
year.  Unless  we  hear  something  to  the  contrary, 
it  will  be  referred  to  the  Nominating  Committee 
for   action. 

President  Murphy:  To  go  back  a  little  bit,  it 
was  discovered  that  the  Cancer  Committee  was 
unorganized,  that  there  were  no  written  records 
of  what  the  Cancer  Committee  had  done  up  until 
recently.  They  have  recommended  that  certain  steps 
be  taken  to  organize  the  Cancer  Committee.  This 
is  the  recommendation  that  they  made,  that  was 
not   included    in    the    report. 

"The  Cancer  Committee  of  the  North  Carolina 
Medical   Society  submits  the  following  suggestions: 

"(1)  The  committee  be  authorized  to  organize 
by  election,  or  appointment  by  its  chairman,  of  a 
vice  chairman,  secretary  and  an  executive  com- 
mittee. 

"(2)  The  appointment  of  members  to  be  stag- 
gered— three  members  to  be  appointed  for  four 
years,  three  for  three  years,  three  for  two  years 
and  three  for  one  year.  Thereafter,  three  members 
to  be  appointed  annually  for  a  period  of  four  years, 
are  to  replace  the  members  whose  term  has  expired. 

"(3)  The  authority  and  limitations  of  the  com- 
mittee be  established,  if  necessary,  by  an  amend- 
ment to  H.B.  No.  786,  known  as  the  Cancer  Act, 
as  suggested  in  a  letter  from  Mr.  J.  H.  Anderson, 
Jr.,  attorney,  to  President  Murphy  dated  December 
2,   1949. 

"(4)  The  chairman  of  the  Cancer  Committee 
be  instructed  to  call  an  annual  meeting  or  confer- 
ence with  the  State  Health  Officer,  the  Director 
of  the  Cancer  Control  Division  of  the  State  Board 
of  Health,  the  Directors  of  the  Cancer  Centers  and 
Representatives  of  the  North  Carolina  Division  of 
the   American   Cancer   Society." 

President  Murphy:  I  would  like  to  direct  your 
attention  to  one  thing  about  the  Cancer  Commit- 
tee that  you  may  not  be  aware  of,  the  fact  that 
it  is  set  up  by  legislative  enactment,  and  the  law 
provides  that  it  shall  be  composed  of  one  man  from 
each  congressional  district.  We  propose,  instead 
of  their  appointing  a  new  committee  the  first  of 
each  year,  the  President  be  instructed  to  designate 
men  to  serve  so  that  there  would  be  three  or  four 
new  ones  each  year  rather  than  having  a  com- 
pletely new  committee. 
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Dr.  Sams:    I  move  the  report  be  accepted. 

The  motion  was  seconded  by  Dr.  London  and 
carried. 

The  Board  of  Medical  Examiners  of  the  State  of 
North   Carolina  Auditor's  report. 

Dr.   Sams:    I   move   its   acceptance. 

The  motion  was  seconded  and  carried  and  the 
report  was   placed   on   file. 

Mr.  Barnes:  For  the  information  of  the  com- 
mittee, the  House  of  Delegates  last  year  did  au- 
thorize the  designation  by  the  respective  Coun- 
cilors of  alternate  councilors,  and  so  far  the  First, 
Second,  Third,  Fourth,  Fifth,  and  Sixth  Districts 
have  reported  alternate  councilors,  their  names  be- 
ing, respectively,  Dr.  John  A.  Payne,  III,  Dr.  E. 
W.  Furgurson,  Dr.  Amos  N.  Johnson,  Dr.  J.  H. 
Cutchin,  Dr.  Frank  P.  Ward,  and  Dr.  Francis  Nor- 
man Bowles.  The  other  four  apparently  have  not 
come  in. 

President  Murphy:  There  is  one  thing  I  would 
call  to  your  attention  again.  When  we  come  to  the 
election  of  the  State  Board  of  Medical  Examiners, 
j  ou  will  remember  that  we  agreed  that  there  would 
be  set  up  on  the  floor  standards  designating  the 
districts,  presumably  beginning  at  one  and  going 
around  the  hall.  Nominations  will  be  received  from 
the  floor  and  they  will  be  put  on  a  blackboard. 
Then  each  councilor  will  designate  a  tallying  com- 
mittee from  his  district  and  men  will  go  to  their 
own  district  standards  to  vote.  They  will  prepare 
a  ballot  for  seven  and  then  these  tellers  will  col- 
lect them  from  each  district  and,  on  a  master  sheet 
provided,  will  report  the  number  of  votes  that  each 
candidate  receives,  and  then  they  will  come  up  to 
Mr.  Barnes  who  will  add  up  the  total  vote  and  the 
vote  that  each  man  receives,  so  that  in  a  very  few 
minutes  we  will  be  able  to  find  out  whether  a  man 
has  a  majority  or  not.  If  a  man  does  have  a  major- 
ity, then  he  is  elected.  If  we  do  not  have  seven 
that  are  elected,  we  will  prepare  the  second  ballot, 
and   so  forth. 

That,  then,  places  upon  the  Councilor  the  re- 
sponsibility of  selecting  tellers.  Each  Councilor  will 
have  to  be*  present  at  his  district  standard  and  have 
&  committee  of  tellers  to  handle  the  tabulation  of 
the  voting,  and  then  send  that  up  to  the  central 
desk. 

Remember  this  election  is  not  in  the  House  of 
Delegates,  it  is  in  the  General  Session,  and  every 
member  has  a  vote  in  this  deal  and  that  is  what 
makes  it  rather  complicated. 

Unless  there  is  something  else,  we  will  meet  at 
eight  o'clock.  We  have  cleared  the  decks  of  every- 
thing except  the  report  of  the  Insurance  Commit- 
tee. 

(The   meeting   recessed   at   five-thirty    o'clock.) 

EVENING    SESSION 

The  meeting  reconvened  at  ten-thirty  o'clock, 
President   Murphy  presiding. 

President  Murphy:  We  have  been  waiting  for 
the  report  of  the  Insurance  Committee.  That  com- 
mittee is   still  in  session. 

Dr.  London:  I  move  that  the  Executive  Commit- 
tee recommend  to  the  House  of  Delegates  that 
they  rescind  the  action  taken  at  the  special  meet- 
ing* of  the  House   of  Delegates   in   Raleigh. 

Dr.  Koonce:    I  second  the  motion. 

The  question  being  put,  the  motion  carried. 

Dr.  London:  I  make  a  motion  that  the  Execu- 
tive Committee  reaffirm  its  belief  in  a  comprehen- 
sive service  policy  for  people  in  the  low-income 
group. 

The  motion  was  seconded  by  Dr.  W.  A.  Sams  and 
carried. 

Dr.  Shafer:  I  move  we  invite  Dr.  Hart  before 
the   committee. 


The  motion  was  seconded  by  Dr.  London  and 
carried. 

Dr.  Koonce:  The  only  thing  that  Dr.  London's 
motion,  which  we  have  passed,  did  was  to  recom- 
mend to  the  House  of  Delegates.  We  can't  rescind 
that  action  but  we  can  recommend  to  the  House 
of  Delegates  that  they  rescind  it,  and  we  are  wait- 
ing to  hear  from  the  Committee  to  see  what  they 
think. 

(Dr.   V.   K.   Hart   entered   the   meeting.) 

President  Murphy:  Dr.  Hart,  the  Executive  Com- 
mittee has  under  consideration  a  motion  which  at 
the  present  time  is  divided  into  two  parts,  or  per- 
haps two  motions.  It  doesn't  matter.  One  is  that 
it  rescind  all  the  actions  that  were  taken  at  the 
special  meeting  of  the  House  of  Delegates  in  Ral- 
eigh. Second,  that  it  reaffirm  its  belief  in  the  idea 
of  a  comprehensive  policy  providing  all  branches 
of  service. 

Dr.  Royal  (Interposing):  We  have  had  a  motion 
to  rescind  the  action  in  Raleigh,  getting  us  back 
beyond  eighteen  months,  so  that  whatever  action  is 
taken  and  brought  in  from  your  committee  or  any- 
thing else  now,  we  will  have  a  fresh  start  and  we 
will  have  something  to  go  on  with,  without  having 
to  undo  a  lot  of  other  things.  We  have  carried  this 
out  with  the  idea  of  untying  a  lot  of  knots  in  one 
fell  swoop  and  getting  a  clean  sheet  to  start  over 
again. 

Dr.  Hart:  I  met  until  1:00  a.  m.  this  morning 
with  some  of  the  insurance  men.  I  met  all  morning 
with  some  of  my  own  committee.  We  met  all  after- 
noon with  a  very  distinguished  committee  from  the 
Blue  Shield.  We  have  met  again  with  the  commer- 
cial  companies. 

I  don't  know  that  it  is  going  to  be  necessary  to 
rescind  all  action.  We  are  not  through  yet  because 
we  feel  that  this  thing  is  so  vital  that  we  cannot 
afford  to  make  a  mistake.  I  think  my  committee  is 
pretty  well  decided,  after  hearing  all  sides  of  this 
thing,  on  a  program,  and  I  think  that  the  thing  we 
must  be  devoted  to  first  is  not  our  own  selfish  in- 
terests, but  we  are  committed  to  do  something  for 
the  people  of  this  state  in  the  way  of  improved 
insurance  and  reducing  the  costs  of  medical  care. 

I  think  we  have,  to  the  satisfaction  of  the  x-ray 
men,  the  x-ray  situation  in  hand,  and  I  think  we 
will  solve  it  easily.  The  whole  question  now  is 
this:  Are  we,  as  a  society,  to  set  up  a  program 
surrounded  with  certain  principles  which  we  feel 
essential  to  the  operation  of  that  program  and  let 
the  doctors  enter  into  a  contract  with  the  State 
Executive  Secretary;  or  are  we  to  get  each  com- 
pany that  wants  to  underwrite  this  program,  solicit 
the  members  individually?  There  are  some  disad- 
vantages about  that. 

I  think  that  the  Society,  in  inaugurating  a  pro- 
gram, has  got  to  have  control  of  it.  They  are  go- 
ing to  get  the  blame  for  it  if  it  fails,  and  I  have 
come,  in  the  present  state  of  my  thinking  in  the 
last  twenty-four  hours  to  the  conclusion — I  don't 
know  what  my  committee  is  eventually  going  to 
decide;  they  are  still  wrestling  with  that  problem 
in  there  now — that  we  are  going  to  have  to  set 
up   our   own   corporation   within   the    Society. 

Then  they  can  designate  any  agency  which  they 
wish  as  a  selling  agency.  If  they  so  desire,  they 
can  enter  into  a  contract  with  Blue  Shield  on  a  per- 
centage basis — it  usually  runs  around  6  per  cent 
as  the  selling  agency — and  let  them  sell  and  oper- 
ate the  plan. 

Let  me  make  my  remarks  more  pertinent  to 
your  motion.  I  think  this  committee  was  entirely 
justified  in  making  a  slight  change  in  the  rates, 
in  the  benefits,  which  they  did  when  they  raised 
the  income  limits.  All  they  did  was  change  a  very 
few  fees,  but  they  changed  the  maximum  fee  from 
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$150  to  $175,  and  the  thing  you  have  got  to  re- 
member now  is  that,  when  you  do  set  up  a  plan 
for  that  large  a  group  of  people,  it  will  come 
pretty  close  to  65  or  70  per  cent  of  the  people  of 
North  Carolina,  because  79  per  cent  of  the  people 
of  this  country  have  an  income  of  $5,000  or  less. 
I  think  the  thing  you  have  to  remember  is  that  it 
is  going  to  be  copied  by  every  agency  in  the  coun- 
try. It  is  going  to  be  used  as  a  standard.  You  can 
get  it  down  but  you  will  never  get  it  up  very  well. 
I  think  the  minimum  coverage  that  should  be 
written  should  cover  surgery,  obstetrics;  I  think  it 
should  cover  anesthesia,  pathology;  and  I  think  it 
should  cover  x-ray  benefits.  In  my  original  think- 
ing— and  I  still  lean  that  way — I  felt  that  medical 
coverage  should  be  combined  with  surgical  care, 
because  I  think  the  people  of  this  state  need  to  be 
educated  to  cany  more  complete  coverage.  The 
medical  feature   is  optional. 

As  far  as  the  actual  coverage  goes,  I  don't  see 
any  great  difficulty  about  that.  I  think  the  whole 
problem  here  is  in  the  mode  of  operation.  If  you 
set  up  your  own  organization,  similar  to  some  of 
these  other  state  organizations  where  these  plans 
are  highly  successful,  it  is  going  to  involve  some 
time  and  trouble,  and  here  is  the  one  other  thing 
that  some  of  the  other  doctors  may  object  to.  It 
is  going  to  necessitate  our  underwriting  the  pro- 
gram. We  cannot  prevent  any  commercial  com- 
pany's selling  insurance  and  copying  this  fee  sched- 
ule— and  we  shouldn't.  They  have  a  perfect  right 
to  go  out  and  canvass  the  men  of  this  state  and 
ask  them  to  agree  to  participate  in  any  program 
Lhey  want  to   set  up. 

I  question  whether  it  is  going  to  be  necessary 
to  rescind  all  that  the  House  of  Delegates  has 
done.  I  think  we  may  be  able  to  iron  this  out  and 
give  you  exactly  what  you  want  without  doing 
that.  1  have  to  go  back  and  talk  to  my  committee, 
but  many  of  these  things  have  been  ironed  out  and 
there   are   going  to   be   some   changes   in   it. 

Dr.  Sams:  Mr.  President,  I  move  you,  sir,  that 
the  committee  adjourn  until  the  Insurance  Com- 
mittee finishes  and  is  ready  to  report,  and  extend 
Dr.  Hart  our  thanks  for  his  work  and  tell  him  that 
we  await  the  decision  of  this  committee  before  we 
take   further   action. 

Dr.  Owens:  I  would  like  to  second  his  motion. 
President  Murphy:  We  stand  now  that  this 
committee  has  met  tonight  and  has  passed  two 
motions,  one  to  recommend  to  the  House  of  Dele- 
gates that  it  rescind  its  action  taken  at  the  special 
meeting  in  Raleigh;  the  other  is  that  it  reaffirm 
its  belief  in  the  principle  of  complete  coverage  un- 
der the  voluntary  health  insurance  programs.  Those 
motions  have  been  passed. 
What  do  you  now  propose  ? 

Dr.  Sams:  I  move  we  adjourn  and  wait  until  we 
get  the  results  of  Dr.  Hart's  committee's  delibera- 
tions. 

The  motion  was  seconded  by  Dr.   Owens. 
Dr.  Koonce:    I  offer  a  substitute  motion  that  we 
let  the  recommendations   of  this  committee   bypass 
us  and  go  directly  to  the   House. 

Dr.  Royal:  Let  me  make  one  further  observa- 
tion. If  we  came  to  some  conclusion  here  tonight, 
it  would  merely  be  to  recommend  to  the  House  of 
Delegates  tomorrow  at  two  o'clock  that  we  think 
so-and-so.  It  is  no  reflection  to  have  this  group 
report  directly  to  the  House  of  Delegates. 
Dr.  Koonce:  That  is  my  motion. 
Dr.  Royal:  Then  we  can  discuss  the  matter  like 
any   other  delegate   here   to   this   convention. 


President  Murphy:  You  are  offering  that  as  a 
substitute  motion  ? 

Dr.  Koonce:    I  make  that  as  a  substitute  motion. 
President    Murphy:     He   makes    a    substitute    mo- 
tion.  Is  there   a   second? 

(The    motion    was    seconded    by    Dr.    Shafer.) 
President  Murphy:    Any  discussion  of  the  substi- 
tute motion  ? 

Dr.  Furgurson:  Mr.  President,  that  is  going  to 
be  a  rather  long  report,  to  say  the  least,  and  if  we 
try  to  take  that  up  tomorrow  morning,  we  will 
spend  the  entire  morning  going  over  what  we  will 
still  have  to  go  over  again  in  the  House  of  Dele- 
gates. Therefore,  it  is  my  personal  opinion  that 
all  of  us  have  enough  faith  in  the  integrity  of  Dr. 
Hart,  with  him  knowing  our  desires  as  we  have 
expressed  them  here  tonight,  to  bypass  our  com- 
mittee in  his  favor,  to  present  it  to  the  House  of 
Delegates    tomorrow. 

The  substitute  motion,  being  put,  carried. 
President  Murphy:  The  Cancer  Committee,  after 
considerable  discussion  among  themselves  and  with 
Dr.  Robertson,  wishes  to  amend  the  report  and 
they  offer  this  instead:  They  recommend  that  mass 
screening  be  done  on  all  patients  only  to  the  ex- 
tent that  can  be  done  by  visual  and  ordinary  phy- 
sical examination;  that  beyond  this  point,  all  other 
examinations  be  referred  to  as  special  examina- 
tions and  these  be  placed  in  the  same  category  as 
treatment;  that  the  patient  then  be  treated  as  pri- 
vate, semi-private,  or  indigent,  that  is,  full  pay, 
part  pay  or  welfare  type;  mass  screening  exam- 
inations with  biopsies  being  limited  to  partial  re- 
moval of  the  lesion. 

In  other  words,  they  wish  now  to  abandon  the 
application  of  a  means  test  before  admission  to  the 
clinic,  so  that  this  is  a  more  liberal  policy  than 
the   one   we    approved   this    afternoon. 

Dr.  Furgurson:  I  move  we  accept  the  amend- 
ment. 

(The  motion  was  seconded  by  Dr.  Koonce,  put 
to  a  vote  and  carried.) 

President  Murphy:  The  responsible  officers  wish 
instructions  from  the  Executive  Committee  as  to 
how  to  proceed  in  this  mater  with  regard  to  regis- 
tration  of  men  who  have  not  paid  their  dues. 

Dr.    Shafer:     I    move,    Mr.    President,    that   those 
who  have  not  paid  their  dues  be  considered  guests. 
(The    motion    was    seconded    by    Dr.    Sams    and 
carried.) 

President  Murphy:  This  resolution  has  come  to 
us  from  a  group  representing  the  wildlife  inter- 
ests: 

"Whereas,  The  North  Carolina  Medical  Society 
lecognizes  that  some  streams  of  the  state  have 
become  so  polluted  as  to  affect  seriously  the  health 
of  the  citizens,  the  recreational  uses,  the  existence 
of  aquatic  life,  and  industrial  development;  there- 
fore be   it 

"RESOLVED,  That  the  North  Carolina  Medical 
Society  promote  and  actively  support  legislation  by 
the  1951  General  Assembly  to  curb  and  control 
pollution   of  the  waters   of   North   Carolina." 

Dr.  McAllister:    I  move  we  adopt  the  resolution. 
(The    motion    was    seconded    by    Dr.    Sams    and 
carried.) 

President.  Murphy:  Remember  the  hour  of  the 
House  of  Delegates  meeting  is  two  o'clock  tomor- 
row. 

If  there  is  no  further  business,  this  meeting  is 
adjourned. 

(The   meeting   adjourned  at  eleven-fifty   o'clock.) 


Ill- 
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MONDAY  AFTERNOON   SESSION 
May   1,   1950 

The  first  session  of  the  House  of  Delegates  of 
the  Ninety-sixth  Annual  Session  of  the  Medical 
Society  of  the  State  of  North  Carolina  convened  in 
the  Ballroom  of  The  Carolina,  Pinehurst,  Dr.  G. 
Westbrook  Murphy,  president  of  the  Society,  pre- 
siding. The  meeting  was  called  to  order  at  two 
o'clock   by   President   Murphy. 

The  invocation  was  pronounced  by  the  Reverend 
Thaddeus  A.  Cheatam,  Rector  of  the  Episcopal 
Church,  Pinehurst. 

The  Secretary,  Dr.  Millard  D.  Hill,  called  the 
roll  and  declared  a  quorum  present. 

(Dr.  Ben  F.  Royal,  Vice-President,  took  the 
chair.) 

Vice-President  Royal:  Ladies  and  gentlemen,  we 
are  to  have  a  message  from  our  President.  I  will 
ask  him   to   present   his   message. 

President  Murphy:  The  past  twelve  months  have 
been  a  singularly  stirring  time  in  the  existence  of 
the  Medical  Society  of  the  State  of  North  Caro- 
lina. A  number  of  events  have  transpired  during 
my  term  of  office  as  President  which  seem  worthy 
of  comment  in  this  resume  of  the  year's  activities. 
Dues 

Medical  Society  dues  have  risen  so  sharply  within 
the  past  year  that  the  combined  annual  fee  of  the 
American,  state  and  county  organizations  is  ap- 
proximately a  hundred  dollars.  Previously,  money 
was  never  so  well  spent  by  physicians.  In  no  other 
way  could  the  individual  doctor  obtain  for  his  dollar 
so  great  a  protection  of  interests,  so  much  insur- 
ance against  the  forces  which  would  rob  him  of  his 
professional  liberty. 

Nevertheless,  some  members  with  incomes  fixed 
at  comparatively  low  figures  are  being  taxed  be- 
yond their  reasonable  capacity.  Changes  in  the  Con- 
stitution and  By-Laws  establishing  new  classifica- 
tions of  membership  will  be  proposed  at  this  meet- 
ing. They  will  bring  some  financial  relief  at  the 
state  level  and  are  recommended  for  your  adop- 
tion. 
Finances 

Funds  of  the  Society  are  being  handled  by  prop- 
erly bonded  personnel.  The  books  are  constantly 
under  the  supervision  of  expert  accountants.  All 
expenditures  are  closely  controlled  by  action  of  the 
House  of  Delegates,  the  Executive  Committee  and 
the  Finance  Committee.  The  net  worth  of  the  Soci- 
ety increased  by  approximately  twenty-two  thou- 
sand dollars  during  the  fiscal  year  1949.  Money  is 
thus  available  for  any  desirable  and  authorized  ex- 
tension of  our  activities.  Having  complete  confi- 
dence in  our  business  management,  I  recommend 
that  it  be  maintained  in  status  quo. 
Public   Relations 

The  1949  House  of  Delegates  authorized  the 
establishment  of  a  Department  of  Public  Relations 
under  the  guidance  of  a  "full  time"  director.  Mr. 
Leroy  H.  Cox  of  Spartanburg,  South  Carolina,  was 
selected  to  fill  that  position.  With  the  supervision 
of  Dr.  Donald  B.  Koonce,  Chairman  of  the  Com- 
mittee on  Public  Relations,  the  department  is  now 
functioning  very  smoothly.  Mr.  Cox  will  be  present 
at  this  meeting.  You  should  know  him.  I  take  pleas- 
ure in  recommending  that  the  Department  of  Pub- 
lic Relations  be  continued  as  it  is  presently  directed. 
Grievance  Committee 

Your  officers  are  very  conscious  of  the  need  for 
a  suitable  method  of  handling  complaints  against 
members,  usually  brought  by  laymen.  Experience  in 
other  states  has  shown  that  the  majority   of   such 


complaints  arise  from  a  lack  of  understanding  and 
that  a  confidence  inspiring  method  of  handling 
them  is  most  valuable  in  maintaining  public  esteem. 
The  American  Medical  Association  has  recommend- 
ed the  establishment  of  "state  grievance  commit- 
tees." Dr.  Wingate  M.  Johnson,  Dr.  Donald  B. 
Koonce  and  Dr.  Isaac  H.  Manning,  Jr.,  undertook 
the  consideration  of  this  problem.  They  will  offer 
a  solution  in  the  form  of  an  amendment  to  the 
By-Laws.  I  recommend  its  adoption. 
Corporate   Practice 

Familiarity  often  leads  to  tolerance.  It  is  unfor- 
tunately an  accepted  practice  for  hospitals  to  derive 
a  profit  from  the  professional  work  of  pathologists 
and  radiologists.  The  American  Hospital  Associa- 
tion now  openly  advocates  the  inclusion  of  psy- 
chiatry in  the  "captive  specialties."  There  is  a 
powerful  group  in  the  hospital  world  which  con- 
tends that  all  physicians  should  be  hospital  em- 
ployees. 

There  are  now  lay  operated  hospitals  in  North 
Carolina  which  employ  surgeons  on  salaries  and 
derive  a  profit  from  fees  charged  for  their  profes- 
sional services.  There  are  publicly  owned  hospitals 
in  North  Carolina  which  require  physicians  to  buy 
staff  appointments.  There  are  publicly  owned  hos- 
pitals in  North  Carolina  which  demand  a  portion  of 
all  fees  earned  in  those  hospitals  and  who  deny 
their  facilities  to  physicians  who  will  not  submit. 
Can  you  visualize  what  the  situation  would  be  if 
these  practices  became  universal  ?  Unless  medicine 
rises  up  in  its  own  defense,  lay  controlled  institu- 
tions will  become  its  master.  The  House  of  Dele- 
gates has  passed  a  resolution  specifically  forbidding 
members  to  be  parties  to  such  unethical  practices. 
I  recommend  that  this  matter  have  the  very  ser- 
ious attention  which   it  warrants. 

In  spite  of  a  good  deal  of  propaganda  to  the  con- 
trary, the  Principle  of  Ethics  of  the  American  Med- 
ical Association  has  not  been  suspended  and  is  still 
in  force.  For  your  information,  I  would  like  to 
read  Chapter  III,  Article  IV,  Section  6:  "A  physi- 
cian should  not  dispose  of  his  professional  attain- 
ments or  services  to  any  hospital,  lay  body,  organ- 
ization, group  or  individual  by  whatever  name  called 
or  however  organized,  under  terms  and  conditions 
which  permit  exploitation  of  the  services  of  the 
physicians  for  the  financial  profit  of  the  agency 
concerned.  Such  a  procedure  is  beneath  the  dignity 
of  professional  practice  and  is  harmful  alike  to 
the  profession  of  medicine  and  the  welfare  of  the 
people." 
Political    Interests 

The  American  Medical  Association  has  informed 
all  constituent  societies  that  it  would  be  unwise  if 
not  illegal  for  such  groups  to  officially  endorse  or 
oppose   candidates  for  public   office. 

The  State  Society,  however,  can  and  should  ac- 
cumulate facts  about  candidates  and  pending  legis- 
lation and  supply  such  information  to  its  members. 

Physicians  have  been  quite  indifferent  politically. 
A  great  many  do  not  vote.  Many  do  not  even  reg- 
ister. State  and  county  societies  cannot  take  action 
£;s  units  but.  members  are  free  to  organize  or  join 
political  committees  and  to  engage  freely  in  the 
support  of  or  opposition  to  any  candidate.  With 
the  fate  of  our  nation  and  our  profession  hanging 
on  the  result,  every  physician  in  North  Carolina 
should  use  his  entire  capacity  to  influence  the  ap- 
proaching primary  and  election. 
Duties   of   President 

A  great  increase  in  membership  and  a  wide  ex- 
tension of  the  activities  of  the  State  Society  have 
multiplied  the  duties  of  the  President  by  many  fold. 
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Your  Presidents  have  and  will  be  faced  with  the 
problem  of  carrying  on  a  simultaneous  practice. 
The  office  should  be  relieved  of  duties  which  could 
be  performed  as  effectively  by  someone  else.  Mem- 
bership on  the  Board  of  Trustees  of  the  Hospital 
Saving  Association  is  most  important  and  demands 
attendance  upon  many  meetings.  In  common  with 
many  of  my  predecessors,  numerous  conflicts  have 
prevented  my  giving  proper  attention  to  the  af- 
fairs of  that  organization.  I  suggest  that  the  As- 
sociation be  asked  to  amend  its  Constitution  and 
By-Laws  so  as  to  make  the  President-Elect  the 
official  representative  of  the  Medical  Society  on 
its  Board  of  Trustees. 

Voluntary   Health   Insurance 

Final  steps  in  the  establishment  of  a  sound,  soci- 
ety-sponsored, voluntary  health  insurance  plan  were 
the  main  objectives  of  my  administration.  Such  was 
not  to  be. 

The  1949  House  of  Delegates  adopted  a  plan  as 
recommended  by  the  Committee  on  Prepaid  Med- 
ical Service  Insurance  Plan.  The  program  has  not 
been  well  understood  beforehand  by  the  member- 
ship. Four  of  the  larger  county  societies  petitioned 
the  Executive  Committee  to  delay  action  on  the  plan 
to  allow  for  further  consideration.  Since  it  was 
obvious  that  the  plan  could  not  secure  the  support 
of  a  reasonable  majority  of  North  Carolina  physi- 
cians, it  was  returned  to  the  committee  for  addi- 
tional study.  On  March  5,  1950,  a  meeting  of  the 
House  of  Delegates  was  called  to  hear  the  report 
of  that  committee.  Certain  changes  in  principles 
were  adopted,  but  as  this  is  given  the  situation  is 
too  fluid  for  detailed  discussion. 

As  I  surrender  the  responsibility  of  office  to  the 
intelligent,  earnest  and  steadfast  physician  who  is 
to  be  my  successor  I  do  offer  a  few  simple  observa- 
tions on  voluntary  health  insurance  which  I  believe 
to  be  pertinent. 

The  primary  objective  of  voluntary  health  insur- 
ance, which  is  the  provision  of  an  acceptable  cover- 
age for  low  income  groups,  can  never  be  attained 
without  due  regard  for  three  things: 

(1)  Flexible  policies  which  may  be  adapted  to 
individual  need  and  at  rates  within  the  capa- 
city and  the  willingness  of  the  purchaser  to 
pay. 

(2)  A  program  which  will  justify  the  enthus- 
iastic support  of  a  majority  of  physicians. 
Anything  less  would  deliver  a  very  inferior 
service,  just  as  have  certain  state  controlled 
activities. 

(3)  A  respect  for  moral  and  ethical  principles 
which  will  not  permit  the  Medical  Society 
of  the  State  of  North  Carolina  to  sponsor 
a  program  which  sacrifices  the  professional 
standing  of  minority  groups  within  its  mem- 
bership. 

I  recommend  that  any  insurance  plan  finally 
adopted   conform   to   these   requirements. 

Workmen's   Compensation 

Of  only  slightly  less  importance  to  my  admin- 
istration was  a  satisfactory  adjustment  of  the  long- 
continued  dispute  over  Workmen's  Compensation. 
Like  health  insurance,  that  has  also  been  denied 
me,  but  the  outlook  is  not  too  unfavorable.  Before 
the  agreement  with  the  Industrial  Commission,  as 
approved  by  the  1949  House  of  Delegates,  could 
become  effective,  the  entire  personnel  of  the  Com- 
mission was  changed.  The  ncw  Commission  did  not 
ratify  that  agreement  and  it  was  necessary  to  be- 
gin all  over  again. 

The  chairmen  of  the  two  committees  concerned 
and  I  agree  that  the  present  Commissioners  are 
intelligent,  reasonable  men  with  whom  it  is  pos- 
sible   to    negotiate.    The    Commissioners    and    your 


representatives  are  endeavoring  to  learn  what  fac- 
tors make  the  Compensation  Act  function  so  much 
better  in  some  states  than  in  North  Carolina.  In- 
formation received  from  Vh-ginia,  the  best  of  the 
states,  confirms  my  belief  that  the  secret  lies  in 
a  flexible  fee  schedule  with  immediate  payment  by 
carrier  to  physician  except  in  contested  cases.  The 
Commission  has  indicated  a  willingness  to  nego- 
tiate on  such  a  basis.  I,  therefore,  urge  a  commit- 
tee to  review  and  advise  the  Commission  on  con- 
tested fees  be  continued  and  that  a  very  strong 
committee  be  charged  with  the  responsibility  of 
negotiating  with  the  Commission  on  changes  in 
administration    of   the    act. 

Committees 

My  administration  has  been  blessed  with  the 
finest  of  committee  work.  The  willingness  and  effi- 
ciency with  which  members  have  responded  to  a 
call  to  serve  the  Society  have  been  remarkable. 
The  annual  reports  which  you  will  consider  at  this 
meeting  are  evidence  of  the  excellent  committee 
performance.  The  work  of  two  of  them  is  called 
directly  to  your  attention. 

President-Elect  McMillan  has  served  as  the 
Chairman  of  a  committee  of  Past-Presidents  which 
has  labored  long  and  hard  at  the  often  thankless 
task  of  revision  of  the  Constitution  and  By-Laws. 
Their  report  will  be  submitted  for  your  considera- 
tion and  should  be  adopted  with  the  great  apprecia- 
tion of  the  Society. 

The  Committee  on  Prepaid  Medical  Service  In- 
surance Plan,  Dr.  V.  K.  Hart,  Chairman,  has  strug- 
gled arduously  throughout  the  year  to  conclude  its 
search  for  a  satisfactory  solution  to  our  most  diffi- 
cult and  important  local  problem,  voluntary  health 
insurance.  Dr.  Hart  and  several  members  of  his  com- 
mittee have  made  trips  to  distant  points.  All  of 
the  committee  have  given  of  their  time  and  talent 
without  limit.  No  matter  what  the  outcome,  they 
deserve  the  highest  acclaim  from  this  Society. 
Administration 

Early  in  the  year  the  move  of  the  Executive 
Offices  from  Red  Springs  to  Raleigh  was  com- 
pleted. There  we  have  an  establishment  of  which 
we  may  be  very  proud.  Our  Constitutional  Secre- 
tary, Dr.  Hill,  our  attorney,  Mr.  Anderson,  and  our 
Executive  Secretary,  Mr.  Barnes,  have  given  to 
the  Society  and  to  me  the  utmost  in  help  and  en- 
couragement. Not  one  disagreement  incident,  not 
one  failure  to  perform  has  been  encountered  in  my 
dealings  with  these  gentlemen.  They  deserve  the 
gratitude  of  the  entire  Society.  I  am  satisfied  that 
Mr.  Barnes  is  an  Executive  Secretary  without  a 
peer. 

Fee   Schedules 

Some  years  ago  as  Chairman  of  the  Committee 
en  Medical  Economics  of  the  Buncombe  County 
Medical  Society,  I  timidly  suggested  the  desirability 
of  a  published  fee  schedule  for  professional  serv- 
ices. The  idea  was  not  well  received.  One  state, 
Colorado,  is  now  using  this  plan,  at  the  county 
level,  with  considerable  success.  Beyond  doubt  a 
published  schedule  of  average  medical  fees  would 
do  much  to  inspire  public  confidence.  Without  ad- 
vancing any  agruments  for  or  against,  I  suggest 
that  a  committee  be  appointed  to  investigate  the 
matter  of  a  published  fee  schedule  and  report  to  the 
Executive  Committee  at  the  proper  time. 

Negro   Physicians 

It  is  with  much  reluctance  that  I  even  mention 
the  matter  of  the  admission  of  Negro  physicians 
to  membership  in  the  Medical  Societv  of  the  State 
of  North  Carolina.  However,  it  should  not  be  longer 
ignored.  The  problem  must  be  faced. 

I  make  the  simple  suggestion  that  during  the 
coming   year   the    Executive    Committee    study    the 
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action  of  other  states,  consider  all  of  the  factors 
involved  and  come  to  some  conclusion  on  the  ques- 
tion of  establishing  a  scientific  membership  for 
Negro  physicians. 

I  am  sure  you  saw  in  the  paper,  as  I  did,  a  day 
or  two  ago  that  Florida,  within  the  last  week,  has 
admitted  Negroes  to  its  membership. 
Summary 

It  has  been  my  pleasure  to  discuss  and  to  make 
recommendations  to  the  House  of  Delegates  as 
follows: 

(1)  A  change  in  the  Constitution  and  By-Laws 
establishing  new  membership  classifications 
with  decreases  in  dues. 

(2)  The  7naintenance  of  our  present  system  of 
business   management. 

(3)  The  continuation  unchanged  of  the  Depart- 
ment  of   Public   Relations. 

(4)  The  establishment  of  a  grievance  commit- 
tee. 

(5)  The  use  of  the  full  facilities  of  the  Society 
to  resist  the  evils  of  corporate  practice. 

(<!)  The  gathering  and  dissemination  of  perti- 
nent political  information  by  the  Commit- 
tee on  Legislation  and  the  Department  of 
Public  Relations  and  a  campaign  to  "get 
out   the   vote." 

(7)  Replacing  the  President  by  the  President- 
Elect  on'the  Board  of  Trustees  of  the  Hos- 
pital  Saving  Association. 

(8)  Basing  a  voluntary  health  insurance  pro- 
gram on  three  principles  as  discussed. 

(9)  Maintaining  two  committees  to  deal  with 
the   Industrial   Commission. 

(10)  Investigating  the  publication  of  an  average 
medical  fee  schedule. 

(11)  Give  consideration  to  establishing  limited 
membership  for  Negro  physicians. 

Conclusion 

As  I  look  backward  over  the  period  during  which 
1  have  had  the  high  honor  of  serving  as  your  Presi- 
dent, I  am  impressed  with  the  number  of  serious 
problems  which  arose.  I  am  rather  frightened  at 
the  decisions  which  had  to  be  made.  Many  of  my 
mistakes  in  execution  and  errors  in  judgment  are 
well  known  to  me  and  I  expect  others  to  become 
evident  with  passing  time. 

My  only  comfort  is  in  the  knowledge  that  I  shall 
pass'  the  management  of  our  affairs  into  the  most 
competent  of  hands.  This  Society  has  never  had 
a  President  better  equipped  to  face  the  serious 
problems   of   the   day   than   is   Dr.    McMillan. 

It  may  be  that  in  the  distant  future  some  one 
will  undertake  the  task  of  writing  a  history  of 
The  Medical  Society  of  the  State  of  North  Caro- 
lina. My  place  therein  will  be  very  modest.  I  should 
be  quite  content  if  I  knew  the  historian  would  say 
of  me:  "He  did  not  compromise  with  wrong.  He 
had  the  courage  to  struggle  always  for  those 
things   which  he  believed   to   be   right." 

Dr.  Millard  D.  Hill:  Mr.  Chairman,  I  move  that 
you  appoint  a  committee  to  study  the  President's 
message  and  report  back  to  the  next  meeting  of 
the  House  of  Delegates. 

The  motion  was  seconded,  and  carried.  The  fol- 
lowing committee  was  appointed:  Dr.  V.  K.  Hart. 
Dr.  Reece  Berryhill  and  Dr.   W.   A   .Sams. 

(President    Murphy   resumed    the    chair.) 

President  Murphy:  Dr.  Hill  will  recognize  our 
distinguished   guests. 

Dr.  Hill:  I  would  like  to  recognize  the  distin- 
guished guests  whom  we  have  with  us,  and  ask  t'wm 
to  stand.  We  have  in  our  audience  Dr.  George  T  ."11, 
Secretary  and  Business  Manager  of  the  American 
Medical  Association.  We  would  like  to  have  him 
stand. 

We  have  with  us  Dr.  Elmer  Hess,  Chairman  of 
the    American    Medical    Association    Committee    on 


Corporate    Practice,    and    we    will    hear    from    him 
later.   Dr.   Hess! 

I  would  like  to  introduce  Dr.  Frank  Wilson  of 
the  Washington  office  of  the  American  Medical 
Association. 

We  have  with  us  Dr.  Mallory  Andrews,  of  Nor- 
folk, Virginia,  and  Dr.  C.  L.  HarrelL,  of  Virginia. 
I  am  glad  to  say  that  Dr.  Harrell  is  President  of 
the  Virginia  State  Medical  Association  and  we  are 
very  glad  to  have  him  and  would  like  to  extend  the 
privilege   of  the  floor  to  him. 

President  Murphy:  All  of  the  available  reports 
from  committees  and  otherwise  were  collected, 
mimeographed,  and  sent  to  every  delegate  in  time 
for  you  to  consider  them  and  to  have  formed  your 
opinion   before   you    arrived. 

The  authors  of  these  reports  will  be  given  the 
opportunity  to  add  to  or  take  from.  Members  will 
be  given  the  opportunity  to  question  and  to  dis- 
cuss the  reports  fully  as  I  call  these  reports  bv 
title.  A  motion  was  made,  seconded  and  carried 
that  the  reports  be  considered  adopted  as  read. 
Report  of  the  Secretary-Treasurer,  Medical  Soci- 
ety of  the  State  of  North  Carolina  to  the  House 
of  Delegates,  May  1,  1950: 

This  constitutes  the  first  report  to  you  since 
assuming  office  as  Secretary-Treasurer  of  the 
State  Society.  Fiscally,  it  refers  to  the  operative 
year  ended  December  31,  1949,  during-  which  the 
retiring  Secretary-Treasurer  functioned  for  five  of 
the  twelve  months.  Narrativelv,  the  renort  will  re- 
fer primarily  to  the  period  June  6,  1949,  to  the 
present. 

As  your  Secretary-Treasurer,  and  in  behalf  of  out 
Executive  Secretarv,  who  has  worked  closelv  w'+h 
me  and  other  officials  of  the  Society,  I  can  report 
that  this  has  been  a  momentous  period  for  the 
Societv.  While  the  duties  assigned  may  have  ap- 
7">eared  moderate  in  the  beginning,  let  one  assure 
vou  that  it  has  been  an  interesting  period  of  activ- 
ity, and  that  much  formative  effort  has  been  nut 
into  developing  and  extending  procedures  anpro- 
priate  to  a  large  and  progressive  professional  or- 
ganization and  in  devising  the  most  adeuuate  safe- 
guards in  conducting  your  fiscal  policy  and  opera- 
tions. Throughout  these  developments  one  has  be- 
come impressed  with  and  is  deeply  appreciative  of 
the  cooperative  spirit  shown  bv  your  officials,  the 
component  countv  society  officials,  and  the  Fellow- 
shin  at  large.  Harmony  has  prevailed  through  the 
period. 

Most  of  you  are  aware  of  the  recent  growth  in 
membership,  of  the  ever-increasing  activities  at  the 
state  and  national  level,  and  of  the  nocessitv  of 
much  coordinating  effort  at  the  state  level  in  re- 
spect to  all  medical  organization.  One  can  renort 
that  a  great  deal  has  devolved  unon  this  office 
in  this  respect,  and  that  through  another  year  no 
less  activitv  may  be   anticipated. 

The  headquarters  office,  under  the  administra- 
tive supervision  of  the  Executive  Secretarv,  has 
worked  diligently  throughout  the  period.  One  mu=t 
observe  that  the  administration  of  that  office  i  = 
honestlv  and  efficiently  conducted  in  a  manner  to 
make  it.  possible  for  your  officers  to  know  at  all 
times  the  status  of  your  affairs,  both  as  to  func- 
tional activities  and  fiscal  matters.  Consultations 
with  the  officials  in  the  conduct  of  both  are  fre- 
ouent  and  extensive. 

As  of  April  28,  1950,  there  were  1.828  members 
in  good  standing  in  the  State  Societv.  Comii'™- 
tivelv,  this  represents  77  per  cent  of  the  total 
membership  attained  for  the  year  1949  and  ap- 
proximates the  level  of  membership  at  tbis  nenod 
a  vear  ago.  It  is  anticipated  that  the  total  member- 
ship will  exceed  2,500  for  1950,  which  will  rem-e- 
sent  a  37  per  cent  increase  in  the  past  five  years. 
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For  the  first  time  the  Society  has  been  charged 
with  collection  of  American  Medical  Association 
dues.  This  devolves  an  additional  burden  on  head- 
quarters office  in  respect  to  accounting  for,  depos- 
iting, and  safeguarding  and  remitting  such  dues  to 
A  MA.  Sixty  per  cent  of  the  state  membership  has 
paid  AMA  dues  for  1950,  and  the  rate  of  collec- 
tion  appears  to   be   progressing   successfully. 

As  authorized  by  the  Society,  a  modern  system 
of  accounting  has  been  established  at  headquarters 
office,  and  this  is  in  a  satisfactory  state  of  opera- 
tion, as  will  be  observed  further  in  this  report.  At 
the  close  of  the  year  1949,  as  reflected  by  the 
books  and  the  official  audit,  receipts  exceeded  the 
disbursements  and  substantial  sums  have  been  add- 
ed to  the  reserve  account  in  your  behalf  and  safe- 
guarded by  the  purchase  of  secure  government 
bonds. 

At  the  close  of  1949,  there  were  2,388  members 
in  good  standing — a  slight  gain  over  1948.  Since 
our  last   meeting,   46   doctors   have   died. 

Audit    Report 

The  Audit  Report  of  the  period,  January  1,  1949, 
to  December  31,  1949,  as  prepared  and  certified  by 
A.  T.  Allen  and  Company,  Certified  Public  Ac- 
countants, Raleigh,  North  Carolina,  is  herewith 
attached  and  forms  a  part  of  this  report. 

It  is  of  more  than  incidental  significance  that  33 
per  cent  of  the  actual  income  accruing  during  1949 
resulted  from  the  business  activity  of  headquarters 
office  and  that  these  sources  of  income  represent 
37  per  cent  of  the  original  budgetary  estimate  of 
income  adopted  by  the  House  of  Delegates  a  year 
ago.  These  sources  are  over  and  above  income 
from   membership   dues. 

Respectfully   submitted, 
M.    D.    HILL,    M.D. 
Secretary-Treasurer. 

The  Audit  Report  is  herewith  attached  as  a  part 
of    this    report. 

AUDITOR'S   REPORT 

12    Months    Ended    December    31,    1949 

Chairman  and   Members   of  the   Finance   Committee 
Medical  Society  of  the  State  of  North  Carolina,  Inc., 
Raleigh,  North  Carolina 
Gentlemen: 

Pursuant  to  engagement,  we  have  audited  the 
books  and  records  of  the  Medical  Society  of  the 
State  of  North  Carolina,  Inc.,  Raleigh  North  Caro- 
lina, for  the  period  beginning  June  1,  1949.  and 
ending  December  31,  1949.  We  have  combined  our 
findings  for  this  period  with  those  contained  in 
the  audit  report  of  S.  Preston  Douglas,  C.  P.  A., 
Lumberton,  North  Carolina,  for  the  period  January 
1,  1949,  to  May  31,  1949,  and  present  herewith  our 
report  for  the  twelve  months  ended  December  31, 
1949. 

Exhibits    and    Schedules 

In  presenting  to  you  our  findings,  as  the  result 
of  the  audit,  and  from  the  information  contained 
in  the  above  mentioned  report  of  Mr.  Douglas,  we 
have  prepared  three  Exhibits  and  three  Schedules, 
as  enumerated  in  the  Index,  which  are  attached 
hereto  as  a  part  of  this  report. 
Balance   Sheet— Exhibit    "A": 

The  first  statement  is  a  list  of  the  Assets,  Liabil- 
ities, Reserves  and  Net  Worth,  which  we  designate 
as  Balance  Sheet,  December  31,  1949,  Exhibit  "A". 
This  Balance  Sheet  has  been  divided  into  two  sec- 
tions. One  section  contains  the  Current  Operating 
Fund,  which  represents  the  Current  Assets,  Lia- 
bilities and  Reserves,  while  the  other  Fund  has  been 
designated  as  a  Capital  or  Non-Operating  Fund  and 
which  contains  the  office  equipment  owned  and 
used   by   the    Medical    Society    at   estimated    values 


established   in  a  prior  year  and  at  actual   cost  for 
purchases   during   the   current   year. 

The  cash  in  the  First  Citizens  Bank  and  Trust 
Company,  Raleigh,  North  Carolina,  in  the  amount 
of  $28,516.08,  was  verified  through  a  reconciliation 
of  the  balance  as  shown  by  the  records  of  the 
Medical  Society  with  a  certificate  which  was  ob- 
tained independently  from  the  bank.  This  recon- 
ciliation is  shown  in  detail  in  Schedule — 1  of  the 
report. 

Accounts  Receivable  in  the  amount  of  $201.37  is 
shown  on  the  Balance  Sheet  and  this  figure  repre- 
sents the  total  of  several  uncollected  balances  due 
from  local  advertisers  for  advertising  in  the  State 
Medical  Journal.  As  the  amount  is  relatively  small 
and  the  accounts  deemed  "good,"  no  verification  of 
them  was  made. 

The  investment  in  United  States  Defense  and 
Savings  Bonds  has  been  shown  at  cost  value  of 
$21,564.00,  in  the  Balance  Sheet,  and  in  detail  in 
Schedule— 2  of  this  report.  The  Series  "F"  Bonds 
have  an  increment  in  value,  due  to  lapse  of  time 
since  date  of  purchase,  of  approximately  $1,822.00; 
however,  this  additional  value  has  not  been  taken 
into  account  in  this  report. 

The  office  equipment  and  furniture  which  is 
shown  on  the  Balance  Sheet  in  the  amount  of 
$3,810.30  is  listed  in  detail  in  Schedule— 3.  This 
amount  represents  an  estimate  made  in  a  prior 
year  and  adjusted  for  purchases  made  during  the 
year  under  review.  The  items  shown  herein  repre- 
sent cost  value  of  the  equipment  of  the  Medical 
Society,  now  located  in  the  office  of  the  Executive 
Secretary  in  Raleigh,  North  Carolina.  As  there 
were  no  Liabilities  outstanding  against  this  office 
equipment,  we  have  shown  the  entire  amount  as 
Net  Worth — Capital  Fund — ■  in  the  Balance   Sheet. 

It  is  our  understanding  that  all  salaries,  accounts 
and  other  expenses  incurred  prior  to  December  31, 
1949,  for  which  statements  or  accounts  were  ren- 
dered, had  been  paid  at  the  close  of  the  year  under 
audit,  except  for  pay  roll  taxes,  which  have  been 
shown   in   the   Balance    Sheet   as   "Liabilities." 

The  figure  of  $1,100.00  for  "Reserves"  is  made 
up  of  two  amounts.  One  of  these  is  $600.00,  repre- 
senting a  Reserve  for  Scholarship  for  Marion  Mc- 
Millan, said  person  being  a  high  school  student, 
winner  of  such  a  scholarship  in  an  essay  contest. 
This  amount  is  held  in  escrow  for  payment  to  a 
college  which  she  chooses  upon  graduation  from 
high  school.  The  other  amount  of  $500.00  is  desig- 
nated Reserve  for  Mental  Hygiene  Committee, 
which  Reserve  is  in  the  process  of  being  built  to 
an  amount  of  $5,000.00  to  cover  expenses  and  costs 
of  the   said   committee   in   its  rehabilitation   work. 

The  "Net  Worth"  section  of  the  Balance  Sheet 
is  comprised  of  two  figures:  $48,686.81  being  the 
balance  of  the  Current  Operating  Fund-Net  Worth 
for  the  year;  and  $3,810.30  representing  the  bal- 
ance of  Capital  Fund-Net  Worth.  The  Current  Op- 
erating Fund-Net  Worth  balance  was  arrived  at  by 
adding  to  the  balance  January  1,  1949,  of  $28,348.95, 
the  amount  of  Net  Income  from  operations  for  the 
current  year — $22,198.21,  and  deducting  therefrom 
Expenditures  for  Capital  Assets,  $1,860.35.  The 
Capital  Fund-Net  Worth  balance  is  derived  from 
adding  purchases  during  year  for  Capital  Assets 
in  the  amount  of  $1,860.35  to  the  balance  January 
1,  1949,  of  $1,949.95. 
Statement  of   Income   and   Expenses — Exhibit    "B": 

A  statement  showing  a  budget  comparison  of  the 
income  and  expenses,  including  Social  Security 
taxes,  for  the  twelve-months  period  of  operations 
of  the  Medical  Society  has  been  shown  in  Exhibit 
"B".  This  statement  is,  in  effect,  a  statement  of 
operations  for  the  year,  and  by  examination  it  will 
be   seen   that  the   revenue   or  income   of   $82,599.59 
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exceeded  the  expenses  of  $62,261.73  by  $20,337.86. 
However,  there  was  included  in  the  expenses 
$1,860.35  in  Capital  Expenditures  for  equipment. 
Eliminating  these  we  show  income  from  operations 
of  $22,198.21,  which  has  been  added  to  the  un- 
expended balance  of  the  Current  Fund  and  shown 
in  the  Net  Worth  section  of  the  Balance  Sheet.  In 
comparison  with  the  budget,  actual  income  exceed- 
ed the  budget  expectation  by  $10,034.09.  The  main 
items  accounting  for  this  excess  seem  to  be,  upon 
analysis,  $5,490.00  more  realized  than  expected  from 
Sales  of  Exhibitors'  Spaces  and  $4,350.00  income 
from  Public  Relations  Assessments  for  which  no 
expectation  was  given  in  the  budget.  Further  ex- 
amination shows  that  actual  expenses  exceeded  the 
budget  provision  by  only  $492.73. 
Cash    Receipts    and    Disbursements — Exhibit    "C": 

A  statement  showing  in  detail  the  cash  receipts 
and  disbursements  of  the  Medical  Society  during 
the  year  under  review  has  been  shown  in  Exhibit 
"C"  and  may  be  summarized   as  follows: 

Cash   Balance   January   1,    1949 $     6,784.95 

Cash   Receipts  During  the  Year 122,502.70 

Total  Cash  Available $129,287.65 

Less:    Disbursements    During    the    Year: 

For  Operations  $59,313.72 

For  A.  M.  A. 

Snecial    Program    39,597.50 

For   Capital   Expenditures..     1,860,35       100,771.57 

Cash  Balance  at  December  31,  1949 $  28,516.08 


We  made  a  careful  analysis  of  the  cash  trans- 
actions and,  where  practicable,  traced  the  receipts 
to  their  original  source.  Disbursements  for  expenses 
were  supported  by  cancelled  checks  and  invoices 
issued  in  the  regular  course  of  business.  Our  exam- 
ination did  not  disclose  any  irregularities  in  the 
cash  and  we  believe  the  funds  have  been  carefully 
and  honestly  handled  and  all  accounted  for. 
General   Comments 

A  surety  bond  covering  faithful  performance  of 
the  Secretary-Treasurer,  Dr.  Millard  D.  Hill,  in  the 
amount  of  $50,000.00,  is  in  force  and  held  by  the 
Medical  Society  and  was  examined  by  us.  Also  in 
force  and  examined  by  us  were  a  Primary  Com- 
mercial Blanket  Honesty  Bond  in  the  amount  of 
$25,000.00;  two  fire  insurance  policies  covering  fire 
loss  on  office  equipment,  books  and  records  in  the 
office  of  the  Executive-Secretary,  Raleigh,  North 
Carolina,  in  the  amounts  of  $1,500.00  and  $1,000.00; 
an  Automobile  Schedule  Liability  Policy;  and  a 
Standard  Workmen's  Compensation  and  Employer's 
Liability   Policy. 

We  found  the  records  maintained  to  be  in  excel- 
lent condition;  we  were  extended  every  courtesy  and 
cooperation  during  the  course  of  the  audit;  and  we 
experienced  no  trouble  in  making  our  audit  and 
obtaining  the  necessary  information  for  this  report. 

WE  HEREBY  CERTIFY  that  we  have  audited 
the  books  and  records  of  the  Medical  Society  of 
the  State  of  North  Carolina,  Incorporated,  for  the 
period  from  June  1,  1949,  to  December  31,  1949, 
and  in  our  opinion  the  within  statements  show  the 
correct  financial  condition  of  the  Society  at  the 
close  of  the  year,  together  with  the  operating 
result  for  the  twelve  months  ended  at  that  time, 
according  to  information  and  explanations  given 
us  and  as  shown  by  the  books,  subject  to  the 
within   qualifications. 

Respectfully   submitted, 
A.  T.   ALLEN   &   COMPANY, 
Certified   Public   Accountants 
Raleigh,  N.  C. 
January   17,   1950 
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EXHIBIT    "A" -BALANCE    SHEET 
December   81,    in  Hi 

ASSETS 
CURRENT    OPERATING   FUND: 
First-Citizens  Bank  and   Trust  Co., 

Raleigh,  N.  C. —  (Schedule  1) *  28,510.08 

Accounts  Receivable — 

(Journal     Advertising)     2111.37 

Investment  in  United  States  Savings  and 
Defense  Bonds  at  Cost — (Schedule  2)     21,564.00 

TOTAL    CURRENT    OPERATING    FUND  s  50  "hi  r, 

CAPITAL  OR   NON-OPERATSNG   FIND: 
Office    Furniture,    Fixtures    and 
Equipment     (Schedule    3)     .  3,810.30 

TOTAL   ASSETS  $  5.(, .7;-, 

LIABILITIES,    RESERVES   AND    NET    WORTH 

LIABILITIES: 
Accrued  Federal  Social  Security  Tax   s  7  1  ••  1 

Accrued    Federal    Withholding    Tax___  120.40 

TOTAL    LIABILITIES «         ,.,.,;, 

RESERVES: 
Reserve  for  Scholarship  for 

Marion    McMillan s        i;nn  00 

Reserve  for  Mental  Hygiene  Committee  50o!o0 

TOTAL    RESERVES    _____  f     I  100  00 

NET  WORTH:  ""'  ' 

Current   Operating  Fund — 
Balance    January    1,    1919 5  28,348.05 

Add:  Net   Income  from   Operations — 

Exhibit    "B"     22, 19s. 21 

_,    ,      .      ,,  S   50,517.16 

Deduct:  Expenditures  made  for 

Capital  Fund  1,800.35 

Total   Current   Operating  Fund    12-31-49__  is  oso  si 

Capital  Fund — 

Balance    January    1,    1919 _$     1,949.95 

Add:  Purchases  During  Year  through 

Current     Funds    1,860.35 

Total   Capital   Fund   12-31-19    3,810. 3(1 

TOTAL  LIABILITIES,   RESERVES 

AND    NET   WORTH    $  54,091.75 

EXHIBIT  "B" 

STATEMENT  OF  INCOME  AND  EXPENSES 

12  Months  Ended  December  31,   1940 

Budget 
,,,„„._  Provision      Actual      Difference 

INCOME : 

Membership    Dues — Current 

and    Prior    Years    $50,000.00     $50,582.00     ?      532.00 

Interest   on    Government  Bds.        287. 5(1  2s7..ki     '       n 

Sales    of    Exhibitors'    Spaces'-     5,000.00       10,490.00         5, 49n.no 
Journal    Advertising — Local     (  3,212.88 

Journal   Advertising — Nat.    __(17,000.00       13,098.10  689.46 

Public   Relations    Assess'mts—        — 0 —         4,350.00         4,350.00 
Medical     Journal    Subserip'ns        — 0 —  238.00  238.no 

Sale  of   Rosters   27s. on  170.00  108.00 

Awards    and    Prizes   Donated        — 0 —  74.98  '74.98 

Reimbursed  Costs  of 

Engraving    Plates    — 0 —  31.90  31.90 

Refund — N.  C,  Division, 

American    Cancer    Society  — n —  (in.u2  On  (12 

Refund— N.  C.  Good  Health 

Association    — 0 —  38.37  38.37 

Reimbursement  for  Furniture 

Purchased  for  Dr.  James  F. 

Robertson    — 0 —  10.27  10.27 

TOTAL     INCOME     872,505.50     $82,599.59     $10,034.09 

EXPENSES: 
Executive  Budget : 

A-l    Expense— President   __$  ion. 00     $      48  1.77     I        84.77 

A-2     Salary— Sec.-Treas 2,400.00         2,400.00            — 0 — 

A-3   Travel— Sec.   Treas.    _.  600.00            700.00            inn. on 

A-4  Clerical  Assistant — 

Secretary-Treasurer     1,980.00            935.00         1,045.00 
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A-5  Office  Expense— 

Secretary-Treasurer    1,000.00  875.9, 

A-6    Salary— Executive    See.     5,400.00  5,400.00 

A-7  Travel—  Exec.  Sec—  2,100.00  1,006.81 
A-8  Clerical  Assistant — 

Executive    Office    3,000.00  2,984.76 

A-9  Equipmt.— Exec.  Office  500.00  1,860.35 
A-10   Office  Expense — 

Executive    Office    3,000.00  3,614.02 

All    Bondin?    100.00  337.50 

A-12    Auditing:    125.00  307.50 

A-13  Taxes    ISalary   Tax)—        150.00  02.08 

A-14  Insurance   150.00  68.33 

Totals  Executive   Budget   —$20,905.00     $21,217.60 

Journal  Budget: 

B-l   Publication   of  Journal   517,000.00  $15,358.49 

B-2    Cuts    for    Journal 400.00  506.91 

B-3  Salary— Journal  Editor  1,800.00  1.800.00 
B-4  Salary — Assistant 

Journal    Editor    2,100.00  2,100.00 

B-5  Office  Expense — 

Editorial    Office    400.00  200.35 

B-6  Office  Expense — 

Business    Office    300.00  241.12 

B-7   Travel  Expense — 

Journal     100.00  — 0— 

B-8  Taxes  (Salary  Tax)—  39.00  39.00 
B-9  Refunds, 

Subscriptions,    etc.    50.00  — 0 — 

Totals  Journal  Budget $22,189.00     $20,745.87  ^ 

Intra-Functional  Activity  Budget: 
C-l  Councilors'  Travel  Exp., 

Executive    Committee    __  $  1,600.00  $  1,003.18 
C-2  District  Travel  Expense, 

Councilors     250.00  250.00 

C-3  Communications  Expense, 

Councilors     200.00  o 

C-4  Expenses — 

Legislative   Committee   —     1,000.00  231.28 
C-5  Expenses — Public 

Relations    Committee    —     2,500.00  3,173.20 
C-6  Expenses — Maternal 

Welfare    Committee    2,000.00  1,025.00 

C-7  Expenses — Rural  Health 

and   Medical  Care   Com-     1,500.00  1,347.69 

C-8  Expenses —  „,  „  „„ 

Cancer    Committee    300.00  300.00 

C-9  Expenses — Convention 

Arrangements   Com.    300.00  171.07 

C-10  Expenses — 

Scientific    Committee    ._        200.00  14.d0 

C-ll  Expenses— Sundry- -For  ,  ,„  , - 

Committees    in    General-—        500.00  1r"A,' 

C-12   Taxes    (Salary  Tax)—        —0—  16-16 

Totals  Intra-Functional 

Budget      $10,350.00  $   7,852.23 

Extra-Functional  Activity  Budget: 

"i'n'lSl egates-  __l     900.00  $     900.00 

D-2    Conference    Dues    100.00  „T„0^ 

D-3    Women's  Auxiliary   —        300.00  200.00 

Totals  Extra-Functional  „„„„.,  ,.,«. 

Activity   Budget   $  1,200.00  $  1,100-00 

Annual  Sessions  Convention  Budget:  

E-l    Programs   $      250.00  $      644.75 

E-2   Hotel   Expense   1.500.00  1.76,8.34 

E-3    Publicity    Promotion-.        150.00  90.00 

E-4    Orchestra    300.00  250.00 

E-5  Banquet  Speaker 

and  Expense 300.00  01.29 

E-6    Electric    Amplification        100.00  96.00 

E-7    Booth   Title    Cards 25.00  123.30 

E-8      Badges      200.00  197.55 

E-9    Other   Expenses   — 0—  i,74i>.9u 

Totals  Annual  Sessions             „„„.„„  »    ,n--m 

Convention   Budget $  2,825.00  $  4,9,7.19 

Miscellaneous  Budget: 
F-l  Previous  Accounts 

Pivahle                         $       100.00  $       — 0— 

F-2   Refunds;"Due"s7  etc.—        200.00  316.00 

F-3   Legal    Counsel   2,000.00  1,629.26 

F-4  Reporting  Service  —        800.00  2,223.39 
F-5  Expense  of  and  /or  Honor- 
arium for  Guest  Speakers        200.00 

F-6   President's   Jewel    50.00 

F-7    Reprint   of    Roster 150.00 

F-8  Contingency  (|H 

and  Emergency    800.00  -,-»u."° 

Totals  Miscellaneous              .,-„„„„  e  «  oKa  7q 

Budget      -8   4,300.00  $   6,368.73 

TOTAL     EXPENSES     $61,769.00  $62,261.73 


124.03 

— 0 — 

1,033.19 


15.21 
1,300.35 


014.0: 

237.51 

272.51 

57.3 

81.6 


312.69 


1,141.51 

loo.oi 
— o — 

— 0 — 
199.65 

58.88 

100.00 
—0— 


$   1,443.18 

$       596.82 

— 0— 

200.00 

768.72 

673.20 

975.00 

47.69 

— 0— 

128.93 

185.50 

379.83 
16.16 


5   2,497 


— 0 — 

ioo.oo 
— o — 


394.75 

268.34 

60.00 

50.00 

235.71 

4.00 

100.30 

2.45 

1,740.96 


S   2,152.19 


s 

ioo.oo 

116.00 

370.74 

1,423.39 

200.00 

50.00 

150.00 

1,400.08 


S   2,068.73 
$       492.73 


SUMMARY: 

TOTAL     INCOME     .-$82,599.59 

LESS:  EXPENSES: 

Executive     Budget     ~$5i'!i!-« 

Journal     Budget     =--;—  "  ^Hl'll 

Intra-Functional     Activity     Budget—  7,8a2.>o 

Extra-Functional  Activity  Budget  _  1,100 .00 

Annual  Sessions  Convention  Budget  ..  *>"™°       .,,„,  -■, 

Miscellaneous    Budget    -  6,368.73       02.261.iJ 

NET    PROFIT    820,337.86 

ADD:  Capital  Expenditures 

From  Current  Fund  -     1, 860.35 

NET  INCOME  FROM  OPERATIONS-EXHIBIT  "A"-$22,198.21 

EXHIBIT  "C" 

CASH    RECEIPTS    AND    DISBURSEMENTS 

12   Months  Ended   December   31,    1949 

RECEIPTS: 

CASH  RECEIPTS  FROM  REGULAR  OPERATIONS: 

Membership  Dues—  

Current    and    Prior    Ti  ears    -  —$50,652.00 

Medical   Journal    Advertising    _  .-  l.>,-!)J--.s 

Sale  of  Exhibitors'  Spaces 

at    State    Convention    -  10,490.00 

Rebate  on  Cooperative 

Advertising    Contract    ___-_—-—  »".»8 

Interest  on  U.  S.  Government  Bonds.  287.50 

Overcollection   of  Dues,    Later  Refunded        285.00 
Medical  Journal  Subscriptions  and  Sales        241.00 

Sale   of   Rosters    ,-o-rt 

Miscellaneous    Refunds    .  7493 

Donations . Wi~~*^~  -nor. 

Reimbursed   Costs   of    Engraving   Plates.  31.96 

Reimbursed    for    Furniture    Purchased .^        lb.-' 

TOTAL  CASH  RECEIPTS  FROM 

REGULAR    OPERATIONS     —$78,675.20 

?aIhlb^a^etstAnuary-i;-i949:::  ^S 

TOTAL  TO  BE  ACCOUNTED  FOR—  —$129,287.05 

DISBURSEMENTS: 
DISBURSEMENTS   FOR  CURRENT   OPERATIONS: 
Expenditures— 

Executive    Budget    $21,381.75 

Less:  Capital  Expenditures- 

Office    Equipment    — -      ^  1,860.35     >i-«-'-* 

Expenditures-Journal    Budget  20,480.44 

Expenditures— Intra-  „.,  ., 

Functional   Activity   Budget  ,,jJ.m 

Expenditures— Extra-  .  lmlMn 

Functional    Activity   Budget 
Expenditures—  Annual  Sessions  055  ,8 

Convention    Budget    

Expenditures —  5  279.17 

Miscellaneous   Budget   

Refunds  of  Dues  ,8J  00 

Overcollected   

TOTAL  DISBURSEMENTS   FOR 
CURRENT    OPERATIONS  $=9,313.7- 

EXPENDITURES  FOR  A.  M.  A.  SPECIAL  PROGRAM: 
Mailing  Charges  for 
Information  Letters— 
A    M    A.   Assessment $      -'l-.su 

A-IrV-N^hSceanro,ina-----_i9:385:00 

T^   rSSSiM  39,597.50 

^a^tTl^ouIl^y1  ..  _}^1 

TOTAL  DISBURSEMENTS   — -  $100,771.57 

CASH  BALASCE  DECEMBER  31,  1949: 

First  Citizens  Bank  and  Trust  Co.,  ,g      g  ng 

Raleigh,    N.    C.    ""' 

TOTAL   ACCOUNTED   FOR   —  —Sl29.287.65 

SCHEDULE   1 
RECONCILIATION  OF  BANK  ACCOUNT 
December  81,  1949 
FIRST  CITIZENS  BANK  AND  TRUST  COMPANY, 
RALEIGH,  N.  C: 
Balance  Per  Bank   Statement   -  — ,3-,uj-.ei 

LESS:  Outstanding  Checks: 

Number  184    *      Jj.OO 

033 4u.y-t 

558    — — - 167.70 

259     _ 155.55 

262    --I-- 25.00 

275     _  1,291.06 


408 


NORTH   CAROLINA   MEDICAL  JOURNAL 


August,  1950 


276  - 

277  _ 
278 
279 
280 
281 

45.00 
14.21 

8.20 

1.30 

297.71 

.       1,525.00 

BALANCE 

PER   BOOKS— EXHIBIT 

"A' 

s 

18,516.08 

SCHEDULE 

2 

INVESTMENT   IN    UNITED 
December   31, 

STATES   BONDS 
1910 

DEFENSE 

BONDS— SERIES 

"F": 

Date  of 
Issue 

Date  of 
Maturity 

Par  Value 
at  Maturity 

Cost 

No.  M75309F 
M75370F 
M75371F 
M75372F 
M75373F 
M75374F 
M98838F 
M98837F 
M98886F 
M98835F 
M98S34F 
M98833F 
C89019F 
C89020F 
C89021F 
C89022F 
C89023F 
C89024F 
C89025F 
C89020F 
C89818F 
CS9819F 
C89820F 
C89821F 
C89822F 
C89823F 
C89824F 
C89825F 


12-1-41 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

1-1-42 

1-1-42 

1-1-42 

1-1-42 

1-1-12 

1-1-42 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

12-1-41 

12    1     II 

1-1-42 

1-1-42 

1-1-42 

1-1-42 

1-1-42 

1-1-42 

1-1-42 

1-1-42 


12-1-53 

12-1-53 

12-1-53 

12-1-53 

12-1-53 

12-1-53 

1-1-54 

1-1-54 

1-1-54 
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SAVINGS  BONDS— SERIES  "G"  : 
Interest  Rate  21/2%  Payable 
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December  31,  1949 
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Underwood    Typewriter   

Wooden  File  Case — Letter  Size 

Typewriter  Desk  

Steel    Office    Safe    

Burroujighs  Adding  Machine 

Cheekwriter — Paymaster     

Electric    Mimeograph    Machine    

Steel   File   Case — Letter  Size 

Four  Steel  Card  Files  

Office    Chair    

One    Desk    

Steel   Filing   Cabinet  

Office    Desk    

Letter    File — Two    Drawer    

Steel   Filing  Cabinet   

Office    Chairs    

Office    Desk    

Office    Equipment — Miscellaneous    

One   (1)    Telephone  Table  
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One   (1)   Emerson  Fan  
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One  (1)  Map  of  Greater  Carolinas 

Two  (2)  Double  Files  3'  x  5'  

One    (1)    Remington   Electric   DeLuxe  Typewriter 

Three    (3)    Pendaflex    Frames    

Two  (2)  Grev  Steel  Cabinets 

Three  (3)  Transfer  Files 

One    (1)    Spec.  D.   Outfit   File   

Two   (2)    Legal   Filing  Cabinets   

One   (1)    Filing  Shelf   


115.00 

21.66 

25.00 

150.0(1 

200.00 

40.00 

300.00 

20.00 

20.00 

35.20 

62.55 

24.50 

47.95 

29.40 

71.75 

40.00 

87.29 

1,149.39 

15.45 

8.77 

7.56 

40.80 

24.67 

10.26 

725.67 

37.50 

11.86 

337.90 

5.57 

103'()0 

11.89 

7.25 

19.90 

2.50 


TOTAL     CAPITAL     ASSETS— EXHIBIT     "A" S  3,S10.30 


Dr.  William  A.  Sams:  I  move  the  adoption  of  the 
report. 

The  motion  was  regularly   seconded   and   carried. 

Report  of  the  Executive  Secretary: 

Mr.  President  and  Members  of  the  House  of 
Delegates  of  the  Medical  Society  of  North  Caro- 
lina: One  cannot  approach  the  task  of  setting  forth 
this  summary  of  a  year  of  activity  without,  in  deep 
humility,  expressing  a  prayer  of  gratitude  to  God 
for  the  physical  and  mental  capacity  which  has 
made  our  achievements  possible.  With  scarcely  less 
humility,  and  with  equal  gratitude,  we  recognize 
the  constancy  of  cooperation  on  the  part  of  your 
officers,  functional  bodies,  and  the  Fellowship  of 
the  Society  at  large.  Lacking  these  fortifications, 
we  would  not  have  measured  well  to  the  tasks 
which    were    assigned   to    us. 

At  the  time  of  my  last  report  to  you  it  was  con- 
templated that  the  full  responsibility  of  the  exec- 
utive administration  of  the  Society  would  devolve 
upon  the  staff  of  headquarters  office  in  Raleigh 
immediately.  The  office  in  Red  Springs  was  to  be 
terminated  and  the  records  and  affairs  of  the  So- 
ciety transferred  to  the  Executive  Secretary  as 
soon  as  practicable.  With  such  authorization  from 
the  House  of  Delegates,  the  problems  involved  in 
the  transfer  were  discussed  with  Dr.  Roscoe  D. 
McMillan,  the  retiring  Secretary-Treasurer,  and  it 
was  concluded  most  practical  to  transfer  the  af- 
fairs after  the  close  of  operations  for  May,  1949. 
In  line  with  this,  the  books  and  records  were  closed 
as  of  May  31,  1949.  An  interim  audit  was  made 
and  approved  by  your  officials,  and  the  transfer 
took  place  on  June  6,  1949.  From  that  date,  under 
the  guidance,  counseling  and  direction  of  your 
President,  Constitutional  Secretary,  and  Executive 
Committee,  the  administrative  and  fiscal  affairs 
of  the  Society  have  been  fully  conducted  at  head- 
quarters office — 203  Capital  Club  Building,  Raleigh, 
N.    C. 

The  period  June,  1949,  to  the  present  has  been 
momentous  to  us.  It  has  been  encumbent  upon  us 
to  develop  and  project  many  administrative  devises 
to  assure  to  you  adequate  and  accurate  recording 
and  accounting  of  your  transactions,  activities,  fis- 
cal policy,  and  general  affairs  consistent  with  a 
growing  membership  and  ever  increasing  state- 
wide activities.  At  times  it  has  seemed  that  our 
duties  and  responsibilities  were  so  great  that  we 
could  scarcely  accomplish  them.  Whether  we  have 
done  so  creditably,  we  leave  to  the  judgment  of 
the  immediate  officials  concerned  with  directing  us 
and  to  the  Fellowship  at  large  which  we  have 
strived  to  serve.  However,  we  can  denote  progress 
along  all  lines  of  activities,  and  we  sense  that  the 
"know  how"  attained  in  the  scarce  ten  months  of 
the  past  year  will  stage  us  well  for  improved  pro- 
duction for  you   another  year. 

At  this  point,  we  desire  to  again  recognize  the 
splendid  cooperation  that  was  extended  by  Presi- 
dent Murphy,  President-Elect  McMillan,  Secretary- 
Treasurer  Hill,  other  officers,  members  of  the 
Council,  and  Executive  Committee,  the  chairmen 
of  the  several  committees  of  the  Society,  the 
county  society  officials  and  the  membership  at 
large.  All  these  sources  have  imparted  strength  in 
their  philosophy  and  expressed  personal  confidence, 
and  have  extended  every  encouragement  that  one 
could  desire.  For  these  considerations  I  am  per- 
sonally and  profoundly  grateful. 

Incorporated  in  the  Secretary-Treasurer's  Report 
you  will  have  noted  an  enumeration  of  major  in- 
stallations designed  to  safeguard  the  processing  of 
revenue  receipts,  accounting  for  these  through  the 
depository  bank  and  for  the  accounting  of  the  ex- 
penditure of  your  funds  as  appropriated  and  author- 
ized   by    this    body,    and    in    the    interim,    by    the 
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Executive  Committee.  Devising  these  departures, 
installing  and  placing  them  into  operation  have 
consumed  a  tremendous  amount  of  time  and  effort, 
but  these  efforts  have  been  worthy  in  respect  to 
enabling  us  to  conduct  a  large  and  detailed  busi- 
ness in  a  manner  understandable  to  any  one  prop- 
erly concerned.  We  are  pleased  to  vouch-safe  the 
soundness  of  these  installations,  determined  after 
much  expert  consultation  and  official  thought,  as 
safeguards  to  the  Society  in  general  and  to  those 
of  us  upon  whom  responsibility  weighs.  We  pledge 
to  continue  the  improvement  of  the  modus  operandi 
of  headquarters  office  for  your  general  benefit. 

The  following  account  of  activities  will,  in  some 
measure,  indicate  the  work  of  the  Executive  Office 
from  May  7,  1949,  to  April  8,  1950: 

Letters    (personal   and  general) 30,186 

Telephone   Communications    (local  and  toll)....  1,162 

Telegrams   164 

Reports    (formal,    miscellaneous,    memoranda, 

agenda,   and   transmittals) 166 

Review  of  literature   (publications,  brochures, 
bulletins,  pamphlets  and  reports  from  other 
associations,  AMA  and  sundry  agencies)....      979 
Personal  conferences    (Society  officials,  other 

officials,    agencies,    and    persons) 511 

Meetings    attended    (official,   public,    regional 

and  national)    90 

(61  of  these  were  official  meetings  of  pro- 
fessional groups  as  follows: 

District    Medical    Society    Meetings 7 

Committee    Meetings    32 

County   Society   Meetings 11 

State   Society  Meetings 1 

AMA    Meetings   3 

Executive  Committee  Meetings 3 

House  of  Delegates  Meetings 2 

Medical    Auxiliary    Meeting 1 

N.  C.  Academy  of  Gen'l  Practice  Meeting  1 

Public   speeches   14 

Radio  broadcasts  1 

Releases  to  press  2 

One  must  assure  you  that  the  conducting  of  the 
general  correspondence,  production  and  dissemina- 
tion of  the  general  mailings  of  letters,  memoranda, 
reports,  etc.,  under  the  direction  of  the  officials  of 
the  Society  is  a  tremendous  and  increasing  under- 
taking. We  have  endeavored  to  meet  deadlines 
established  and  on  the  whole  have  met  these  con- 
tingencies and  produced  material  worthy  of  official 
approval. 

During  the  year,  under  the  direction  of  your 
officers  and  pertinent  committees,  we  have  fer- 
reted cut  the  position  the  Society  should  take  on 
certain  national  legislative  issues,  and  we  have 
been  charged  with  the  responsibility  of  conveying 
information  concerning  these  positions  to  the  serv- 
ants of  the  people  in  the  government  and  the  Con- 
gress. In  line  with  these  assignments  and  conduct 
of  duties  our  attorneys  advised,  and  the  Executive 
Committee  authorized,  the  safeguard  of  registration 
under  the  Federal  Lobbying  Act.  This  has  been 
done  in  conformity  with  authorization  and  direc- 
tions and  the  necessary  reports  are  being  compiled 
and  filed  as  required  under  law. 

A  year  ago  we  promised  increased  efforts  in  rela- 
tion to  the  business  management  of  the  North 
Carolina  Medical  Journal.  Progress  has  been  made 
in  coordinating  all  business  details  in  this  man- 
agement. We  have  had  the  ultimate  in  cooperation 
from  the  Editor  and  his  Assistant  and  the  pub- 
lisher. Our  release  schedule,  however,  has  not  been 
consistent  with  the  established  date  and  there  re- 
main considerations  which  will  make  this  possible. 
We  feel  sure  this  can  and  will  be  accomplished. 
The  national  advertising  program  increased  9.8  per 
cent  during  the  year;  whereas  the  national  increase 


for  our  class  publication  increased  slightly  more 
than  2  per  cent,  and  general  advertising  nationally 
decreased  more  than  14  per  cent.  Moreover,  local 
advertising  accounts  increased  markedly  during  the 
year  and  greater  prospects  lie  ahead  for  the  cur- 
rent year  of  operation.  The  Executive  Office  is 
charged  with  the  preparation  of  the  Annual  Roster 
Supplement  and  for  the  year  1950  we  have  been 
commissioned  to  incorporate  fuller  mailing  ad- 
dresses for  the  members.  We  urge  your  careful 
attention  to  the  efforts  we  will  make  shortly  to 
secure  the  essential  information  to  carry  out  tljis 
commission.  The  circulation  of  the  Journal  has  in- 
creased  markedly   in   recent   months. 

We  will  undoubtedly  continue  to  carry  responsi- 
bility for  public  relations  of  a  lesser  educational 
nature  and  in  line  with  the  official  actions  of  the 
Society  from  time  to  time.  Prior  to  the  establish- 
ment in  January  of  the  Public  Relations  Office 
under  Mr.  Cox,  we  distributed  11,007  items  of  liter- 
ature related  to  public  information  on  health,  na- 
tional legislation  and  socialized  medicine.  We  have 
pledged  to  the  Public  Relations  Committee  con- 
tinued interest  and  efforts  for  a  program  of  im- 
proving relations  with  the  public  and  will  make 
definite  contributions,  as  has  been  done  in  the 
past. 

We  take  pride  in  the  contribution  which  the  Ex- 
ecutive Office  has  made  in  facilitating  committee 
work  for  the  Society.  Prompt  notices  have  been 
conveyed  of  appointments,  duties  and  procedures  of 
committees  as  requested  by  the  President  and 
Executive  Committee.  We  have  met  with  many 
committees  and  have  served  to  coordinate  and  dis- 
seminate information  regarding  this  field  of  Soci- 
ety function  to  all  levels  of  interest.  We  pledge 
increased  usefulness  to  the  committees  of  next 
year. 

As  we  face  the  prospects  of  another  year,  we 
give  up  old  goals  and  establish  new  ones.  While 
taking  pride  in  past  accomplishments,  we  sense 
that  the  Executive  Office  is  better  geared  for  the 
tasks  ahead.  We  are  more  advanced  in  the  ab- 
sorption of  your  philosophy  and  your  ideals.  We 
have  a  better  "know  how"  and  we  face  the  future 
with  the  apparent  encouragement  and  confidence  of 
the  widespread  membership  of  the  profession  in 
the  state.  We  are  no  longer  observers.  We  have  a 
share  in  the  responsibility  for  accomplishing  the 
things  you  deem  wise  to  set  for  the  Society  to 
accomplish — the  transposing  of  your  philosophy, 
your  "know  how,"  your  goals  and  purposes  into 
administrative  effort  and  achievement  for  the  pro- 
gress of  professional  medicine  in  our  time.  In  con- 
sidering the  assignments  of  the  moment,  I  again 
pledge  the  ultimate  of  my  capacities  and  with  a 
continued  sense  of  humility,  but  with  a  determina- 
tion to  be  efficient  and  effective  and  to  give  strong 
direction  to  those  tasks  of  duty  and  responsibility 
which  you  will  assign  to  me  and  the  staff  of  head- 
quarters. Our  success,  we  must  recognize,  will  hinge 
upon  the  extent  that  the  prevailing  spirit  of  under- 
standing, guidance,  and  direction  emanates  from  all 
levels  of  professional  organization.  We  are  your 
media  for  accomplishing  the  things  you  deem  fit- 
ting for  medicine  to  endeavor  to  accomplish.  It  is 
for  you  to  set  our  goals  and  lay  out  our  tasks. 
With  your  interest  and  help,  and  with  the  help 
of  God,  we  will  again  advance  your  cause. 

As  business  Manager  of  the  Journal  I  submit  the 
following  statement  of  income  and  disbursements 
January,  1949,  to  December  31,  1949: 

JOURNAL  BUDGET: 

Publication   $17,000.00 

Cuts   400.00 

Salary— Editor    1,800.00 

Salary— Asst.  Editor  2,100.00 
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Office    Expense — 

Editorial  Office  400.00 

Office   Expense — 

Business   Manager   300.00 

Travel   Expense — 

Journal   Business    Manager..  100.00 

Taxes,    Social    Security 39.00 

Refunds — Subscriptions    50.00 

Total    Journal    Budget    $22,189.00 

RECEIPTS: 

Medical  Journal  Advertising....  16,310.54 

Journal    Subscriptions 

and   Journals    Sold 238.00 

Sale   of   Roster  170.00 

Reimbursed  Cost  of 

Cuts  and  Engraving  146.67 

Appropriated  by 

Medical  Society  7,164.00 

Total    Receipts    24,029.21 

ACTUAL  DISBURSEMENTS: 

Publication   15,858.49 

Cuts  for  Journal   506.91 

Salary   for   Editor   1,800.00 

Salary  for  Asst.  Editor 2,100.00 

Office   Expense— Editor   200.35 

Office   Expense — 

Business    Manager    241.12 

Social  Security  Taxes  39.00 

Total  Actual  Disbursements  20,745.87 

EXPENDITURES 

UNDER    APPROPRIATIONS    1,443.13 

RECEIPTS 

ABOVE  EXPENDITURES   3,283.34 

Respectfully  Submitted: 
JAMES   T.   BARNES, 
Executive    Secretary. 
Dr.  Charles  F.  Strosnider:     I  move  the  report  be 
accepted   with   commendation. 

The  motion  was  seconded  and  carried. 

Report  of  the  Director  of  Public  Relations: 

Mr.  President,  Members  of  the  House  of  Dele- 
gates and  distinguished  guests:  A  great  president 
of  this  country  once  said,  "Public  sentiment  is 
everything;  with  public  sentiment  nothing  can 
fail;  without  it,  nothing  can  succeed;  consequently, 
he  who  moulds  public  sentiment  goes  deeper  than 
he   who   enacts   statutes." 

Each  of  you  here  today  is,  in  a  sense,  a  moulder 
of  public  sentiment.  We  hope  our  function  in  pub- 
lic relations  touches  in  a  small  way  public  senti- 
ment. Our  report  of  activity,  we  believe,  is  in  this 
field.  It  will  be  our  effort  to  enumerate  in  general 
terms  the  activities  of  the  office  of  Public  Rela- 
tions during  the  past  four  months,  and  also  to  sub- 
mit summaries  of  attempted  accomplishments. 

As  most  of  you  know_.  actual  operations  of  the 
Public  Relations  office  began  January  2,  1950, 
with  the  acquisition  of  adequate  office  space  in 
Raleigh.  Following  shortly  thereafter,  necessary 
supplies  and  equipment  were  secured  and  a  sten- 
ographer employed.  Our  purpose  was  to  have  at 
least  an  office,  initiate  operating  procedure,  and 
gain  a  foothold  on  the  beachhead  of  medical  public 
relations. 

Prior  to  the  opening  of  this  office,  your  Director 
attempted  to  familiarize  himself  with  the  over- 
all operation  of  the  North  Carolina  Medical  Soci- 
ety, read  reams  of  printed  material  on  medical 
public  relations  and  visited  other  state  Medical  Soci- 
eties having  established  public  relations  programs. 

Following  this  plan,  he  attended  the  meeting  of 
the  Clinical  Session  of  the  American  Medical  Asso- 
ciation, held  in  Washington,  D.  C;  he  visited  the 
Medical  Society  of  Virginia  in  Richmond,  and  the 
Public  Relations  office  of  the  South  Carolina  Med- 
ical Association  in  Florence,  South  Carolina.  Later, 


he  spent  some  time  with  the  Michigan  State  Med- 
ical Society  in  Lansing,  the  Illinois  State  Medical 
Society  and  the  Chicago  Medical  Society  in  Chi- 
cago. He  was  also  present  at  the  National  Educa- 
tion Campaign  Conference,  held  in  Chicago,  and 
had  many  conferences  with  officials  in  the  head- 
quarters of  the  American  Medical  Association. 

Having  gained  some  knowledge  of  the  operation 
of  other  State  Societies,  he  began,  under  the  guid- 
ance of  the  State  Public  Relations  Committee,  the 
task  of  devising  and  effectuating  a  long-range  pub- 
lic  relations   program   for   your   Medical    Society. 

In  an  effort  to  place  first  things  first,  he  at- 
tempted to  meet  and  to  know  personally  the  phy- 
sicians of  North  Carolina.  This  was  done  by  attend- 
ing County  Society  meetings,  District  Society 
gatherings  where  possible,  and  also  calling  at  the 
offices  of  doctors  throughout  the  state  where  time 
permitted. 

A  close  working  relationship  was  established 
with  members  of  the  State  Public  Relations  Com- 
mittee, either  by  visits,  letters,  or  telephone  calls. 
At  this  time,  I  should  like  publicly  to  thank  the 
Chairman  and  the  members  of  this  Committee  for 
their  expert  guidance  in  and  their  understanding 
of  this  new  and  nebulous  undertaking.  Without  the 
sympathetic  support  and  wholehearted  cooperation 
of  this  group,  the  task  of  organizing  and  imple- 
menting such  a  program  would  have  been  immeas- 
urably harder. 

I  should  like  also  to  express  our  appreciation  to 
members  of  the  Executive  Committee  and  such 
other  physicians  as  have  given  of  their  knowledge 
and  experience  during  this  formative  period. 

To  enumerate  actual  accomplishments  in  a  pro- 
gram such  as  ours  is  a  difficult  task.  It  all  seems 
rather  hectic — like  a  juggler  trying  to  keep  many 
! rails  in  the  air  with  but  two  hands  to  propel  them. 
In  these  short  months,  we  think  we  have  made  a 
start,  a  rather  formidable  one.  We  have  attempted 
to  lay  the  groundwork  well,  realizing  that  all  else 
is  for  nought  unless  the  foundation  is  securely 
constructed. 

We  wanted  first  to  evaluate  the  problem  that 
was' ours.  This  could  only  be  done  by  reading,  talk- 
ing, and  reading  again.  It  was  a  new  problem;  it 
was  a  difficult  problem;  but  one  for  which  there 
was  a  solution.  We  reasoned  that  knowing  people 
and  talking  to  them  was  at  least  basic  in  the  solu- 
tion of  this  problem.  To  find  out  what  people  were 
thinking;  what  criticisms,  if  any,  were  being 
voiced;  what  praise  was  being  sung;  who  were  our 
friends  and  supporters  and  who  were  our  out- 
spoken critics — this  was  our  aim. 

Now   to   the   program: 

We  planned  news  releases  and  got  them. 

We  emphasized  the  high  school  essay  contest, 
and,   I  think,   effectively. 

We  mailed  hundreds  of  kits  of  information  on 
compulsory  health  insurance — 350  of  these  were 
sent  to  the  high  schools  of  North  Carolina  at  the 
request   of   the   high   schools. 

We  investigated  the  possibility  of  motion  pic- 
tures to  convey  to  the  public  the  doctors  point  of 
view.  Shortly,  a  film  will  be  shown  in  150  theatres 
in  North  Carolina.  There  is  no  limit  to  the  possi- 
bilities of  this  single  action. 

In  addition,  we  purchased  a  16  mm  film  for  use 
by  doctors  in  presentation  of  present  practice  of 
medicine   to    civic    groups. 

We  investigated  the  possibility  of  radio  at  the 
state  level,  and  I  think  this  will  be  shortly  con- 
summated. 

We  edited  a  Public  Relations  Bulletin  directed 
to  the   doctors   of  the   state. 

We  wrote  speeches,  articles  for  other  magazines, 
attended  conferences  and  meetings  of  other  agen- 
cies. 
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We  have  suggested,  and  I  think  it  will  fall  on 
fertile  fields,  the  inauguration  of  press-radio-phy- 
sician dinners  throughout  the  state. 

We  adopted  a  gadget-presentation,  designed  for 
a  different  type  of  public  from  that  touched  by 
radio,    press,    pamphlets,    and    motion    pictures. 

We  participated  in  the  1950  "General  Practitioner 
of  the  Year"  program. 

We  were  a  part  of  the  Public  Relations  Confer- 
ence held  in  Raleigh  on  April  16  of  this  year. 

Then,  we  attempted  to  secure  from  other  agen- 
cies resolutions  opposing  compulsory  health  insur- 
ance. 

The  above  gives  some  of  the  highlights  of  our 
past  activities.  Our  program  calls  for  additional 
projects  for  the  remainder  of  the  year.  There  are 
many  facets  to  this  long-range  endeavor  yet  un- 
touched. There  is  much  harnessing  of  latent  power 
to  be  directed  toward  solving  our  troubled  areas. 
Much  work  has  yet  to  be  done.  We  have  only 
scratched  the  surface. 

We  believe  that,  guided  by  the  Executive  Com- 
mittee of  the  Society  and  aided  and  abetted  by  the 
State  Public  Relations  Committee,  and  with  the 
concerted  effort  of  all  members  of  the  Societv, 
we  shall  go  forward  in  the  task  of  relating  medi- 
cine in  our  state  to  the  public. 

To   give   you   better   insight   into   the   work-a-day 
task  of  your  Public  Relations  office,  we  have  cor- 
ralled   statistics   which    may    be    of    some    value    to 
you. 
Bulk  Mailings:  11,547 

Letters  396 

Campaign     Reports,     Card-O-Grams, 
Posters    433 

Material    and     Kits    on    compulsory 
health    insurance    1,297 

Notices  concerning  the   High   School 
Essay    Contest    1,343 

Requests   for    official    data 154 

News   releases   dispatched   1.681 

Public  Relations  Bulletin  4,800 

Notices   of  Public   Relations   Confer- 
ence        620 

Requests  for  resolutions   823 

Telegrams:    99 

Telephone  Calls,  local  and  toll:   892 

Reports    (formal,    miscellaneous,    memoranda, 

agenda,   and   transmittals):    125 

Review  of  pamphlets,   brochures,   and   books:      364 

Personal    conferences:    124 

Meetings  attended:  16 

Respectfully    Submitted, 

LEROY   H.    COX, 

Director  of  Public   Relations. 

Dr.  Sams:     I  move  acceptance  of  the  report. 

The    motion    was    seconded    and    adopted. 

Reports    of    Councilors. 

Report  of  the  Committee  on  Candidates  for  Gen- 
eral Practitioner  of  the  Year,  Dr.  G.  Grady  Dixon, 
Chairman. 

Mr.  President  and  Members  of  the  House  of 
Delegates:  Your  committee  has  gone  over  the  list 
of  ten  men  that  was  presented  and,  for  the  three 
names  that  we  have,  I  am  just  going  to  present 
a  resume   of  the   data  that  are  presented: 

The  first  one  is  Dr.  Henderson  Irwin  of  Wayne 
County. 

The  second,  Dr.  Roscoe  McMillan  of  Robeson 
County. 

And  the  next  one  is  Dr.  E.  B.  Lattimore  from 
Shelby,   North   Carolina. 

These  were  the  three  that  had  the  most  complete 
sketch  and  the  three  that  your  committee  selected 
to   be   presented   to   you   to   elect   one. 

President  Murphy:     It  is  your  pleasure  to  choose 


one  of  these  three  gentlemen  to  be  the  General 
Practitioner  of  the  Year  for  the  Medical  Society 
of  the  State  of  North  Carolina. 

Dr.  G.  H.  Macon:  I  move  that  we  vote  by  secret 
ballot. 

The  motion  was  duly  seconded  and  carried. 
The  President  proceeded  to  conduct  the  balloting 
and  announced  the  election  of  Dr.  Roscoe  D.  McMil- 
lan as  the  General  Practitioner  of  the  Year.  Dr. 
Dixon  conducted  Dr.  McMillan  to  the  rostrum  and 
properly  presented  him,  after  which  Dr.  McMillan 
expressed  his  appreciation  for  the  honor  bestowed 
upon  him. 

We  will  have  the  report  of  the  Delegates  to  the 
American  Medical  Association,  Dr.  C.  F.  Strosnider, 
Senior  Delegate. 

Dr.  C.  F.  Strosnider:  Mr.  President,  Members  of 
the  House  of  Delegates,  Distinguished  Guests  and 
Ladies: 

I  may  say  at  the  beginning  we  have  an  outstand- 
ing staff  in  the  home  office  in  Chicago,  in  our 
bureaus  and  other  working  agencies.  We  have  a 
greatly  enlarged  staff  in  the  Washington  office 
which  has  recently  been  moved  to  a  building  oppo- 
site the  Statler  Hotel.  It  would  be  well  worth  your 
time  and  give  you  the  up-to-date  standing  of  the 
work  of  our  Coordinating  Committee,  presenting 
the  various  angles  of  our  fight  against  socialized 
medicine. 

I  will  make  this  report  short  by  citing  that  we 
met  in  Atlantic  City  on  June  5th,  at  which  time 
we  had  the  Grass  Roots  Conference  of  the  Officers 
of  the  County  Medical  Society.  Eight  papers  were 
presented  on  various  phases,  such  as  twenty  four 
hour  telephone  calls,  answering  all  calls  and  re- 
sponding to  all  calls,  and  a  county  medical  plan 
and   a   state   medical   plan 

We  attended  a  meeting  of  the  State  Officers,  the 
President  and  Secretary,  at  which  outstanding  ad- 
dresses were  made  by  an  English  physician,  pre- 
senting the  physician's  side  of  socialized  medicine 
and  the  patient's  side. 

The  House  of  Delegates  met  on  the  6th  of  June 
in  the  Traymore  Hotel,  at  which  time  187  out  of 
190  delegates  were  present.  There  was  a  great 
deal  of  business  transacted.  Hundreds  of  resolu- 
tions were  introduced  to  which  the  delegates  paid 
very  strict  attention,  and  these  resolutions  are  re- 
ferred to  the  Committees  under  which  the  business 
falls. 

These  resolutions  are  thoroughly  studied  by  the 
reference  committees,  which  come  back  and  make 
their  reports.  I  may  add  that  any  delegate  who 
wishes  to  appear  before  these  reference  commit- 
tees can  do  so  and  present  his  state's  opinion  _  or 
views  on  the  ideas  and  subjects  that  are  being 
presented. 

Our  National  Officers  elected  at  Atlantic  City 
were  Dr.  Elmer  Henderson,  President-Elect,  and 
Secretary-General   Manager,   Dr.   George   F.   Lull. 

We  met  again  December  6th  in  Washington.  The 
House  of  Delegates  met  at  the  Clinical  Session  at 
which  time  about  4,000  physicians  attended,  and 
we  had  187  out  of  190  delegates.  The  exhibits  and 
the  various  papers  and  programs  were  put  on  in 
the  National  Armory.  They  were  all  well  pre- 
sented and  well   attended. 

At  this  meeting  we  elected  the  General  Prac- 
titioner of  the  Year.  Dr.  Harl  was  elected.  He  is 
84  years  of  age,  very  active,  very  alert,  and  at 
the  present  time  is  practicing  in  the  profession. 
The  Coordinating  Committee  made  its  report 
which  was  an  outstanding  report  by  Dr.  Elmer 
Hess. 

We  confirmed  the  actions  of  the  Board  of  Trus- 
tees that  we  have  annual  dues-paying  members; 
the  members  pay  $25  rather  than  an  assessment 
of  $25. 
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Dr.  William  A.  Sams:  I  move  acceptance  of  the 
report. 

The  motion  was  regularly  seconded  and  carried. 

Report  of  the  fraternal  delegates  to  other  So- 
cieties. 

Dr.  P.  G.  Fox:  Mr.  President,  I  would  like  to 
say  that  all  three  of  us  attended  the  Virginia  So- 
ciety meeting  at  the  Chamberlain  Hotel,  Newport 
News,  last  Fall.  We  had  a  wonderful  time  and 
they  received   us   royally. 

Report  of  Delegates  to  the  Medical  Association 
of  Georgia. 

Dr.  George  Bender:  Mr.  President.  I  attended 
the  meeting  of  the  Georgia  State  Medical  Associa- 
tion, and  I  want  to  say  that  hospitality  really  did 
bloom  in  Macon.  I  was  just  thinking,  this  is  one  of 
the  finest  ways  that  we  can  get  professional  rela- 
tions and  fraternal  relations  with  our  state  soci- 
eties. Every  one  in  the  Medical  Association  of 
Georgia  to  whom  I  talked  was  very  much  sur- 
prised that  I  had  come  all  the  way  to  Macon  to 
attend  their  meeting  and  they  went  all  out  in  order 
to  show  me  the  courtesies  that  were  befitting  their 
organization. 

Report  of  delegates  to  Tennessee  State  Medical 
Association. 

Dr.  Sams:  Mr.  President:  As  one  of  your  duly 
elected  delegates  to  the  State  Medical  Association 
of  Tennessee,  it  was  my  great  pleasure  to  attend 
their  meeting,  held  on  April  10th  to  12th.  I  reg- 
istered and  was  presented  with  a  regular  delegate's 
badge,  and  then  I  was  conducted  to  the  meeting  of 
the  House  of  Delegates,  where  I  was  formally  pre- 
sented and  asked  to  say  a  few  words.  I  was  then 
very  graciously  extended  the  courtesy  of  the  floor, 
with  open  invitation  to  take  part  in  any  and  all 
discussions. 

The  scientific  program  was  excellent  and  the 
papers  were  well  presented. 

I  heard  a  very  interesting  presentation  of  the 
Tennessee  Plan  of  Voluntary  Health  Insurance. 
This  plan  has  been  in  effect  since  July  15,  1949. 
They  now  have  sixteen  hundred  physicians  taking 
part  and  more  are  signing  up  daily. 

I  enjoyed  every  minute  of  my  stay  and  report 
to  you  that  the  whole  organization  went  out  of 
their  way  to  be  nice  and  courteous  to  me.  Again 
I   thank  you. 

Report  of  Delegates  to  the  South  Carolina  Med- 
ical Association. 

Dr.  L.  R.  Hedgpeth:  Mr.  President,  I  am  sorry 
that  none  of  us  could  get  down  there. 

Report  of  the  N.  C.  Board  of  Medical  Examiners. 

Report  of  North  Carolina  Board  of  Nurse  Exam- 
iners. 

Dr.  L.  R.  Hedgpeth:  Mr.  President,  you  have  my 
report.  In  addition,  I  would  like  to  announce  that, 
since  September,  we  have  been  under  mandamus, 
an  injunction  by  a  certain  hospital  in  this  state, 
and  it  has  been  through  the  Supreme  Court  where 
they  dismissed  it.  If  this  Board  of  Nurse  Examiners 
or  the  Standardization  Board  does  not  have  the 
power  to  set  standards  for  one  hospital,  personally, 
I  feel  we  do  not  have  the  power  to  do  it  for  others. 

I  should  like  to  ask  the  Society  to  instruct  me  as 
to  what  to  do.  representing  you,  as  to  whether  we 
shall  have  a  test  case  on  it  and  find  out  whether 
we  have  authority,  where  we  have  authority  and 
where  we  do  not. 

On  motion,  duly  seconded  and  carried,  the  Sti.te 
Board  of  Nurse  Examiners  was  authorized  to  r"fer 
the  matter  to  the  Society's  Legal  Council  for  legal 
interpretation  of  what  has  transpired;  for  his  ad- 
vice as  to  the  next  step  to  take,  and;  to  authorize 
the  Board  to  proceed  on  advice  of  council  and  at 
Dr.  Hedgpeth 's  request. 


President  Murphy:  Now  we  come  to  the  reports 
of  the  committees. 

Report  on  the  Moore  County  Medal  Award. 

The  Committee  on  the  Moore  County  Award  had 
the  pleasure  of  reading  the  final  group  of  papers. 
This  group  consisted  of  one  selected  from  each 
section  meeting  of  the  1949  meeting  of  the  State 
Society.  The  outstanding  paper,  in  our  opinion,  was 
the  one  presented  by  Dr.  George  J.  Baylin,  of  Dur- 
ham, entitled,  "The  Roentgen  Aspect  of  Non- 
Opaque   Pulmonary   Foreign   Bodies." 

Another  outstanding  paper  by  Dr.  John  B.  Gra- 
ham and  Dr.  Kenneth  M.  Brinkhouse,  both  of 
Chapel  Hill,  in  the  opinion  of  the  Committee  de- 
serves honorable  mention. 

Respectfully   submitted: 

ROWLAND    T.    BELLOWS,    M.D.. 
Chairman 

The  medal  will  be  presented  tomorrow. 

On  motion,  duly  seconded  and  carried,  the  report 
of  the  committee  was  adopted. 

President  Murphy:  The  Constitution  and  By- 
Laws  provide  that  the  Executive  Committee  shall 
present  to  the  House  of  Delegates,  an  annual  re- 
port. Our  Executive  Secretary,  Mr.  Barnes,  has 
very  carefully  gone  through  the  minutes  of  the 
Executive  Committee  for  the  past  year  and  com- 
piled  this  running  account. 

The  only  thing  in  it  about  which  I  raise  a  ques- 
tion is  the  budget.  It  includes  the  budget  which 
was  elaborated  by  the  Finance  Committee,  ap- 
proved by  the  Executive  Committee,  and  has  been 
in  effect  now  since  the  first  of  the  year. 

EXECUTIVE  COMMITTEE  REPORT 

to 

HOUSE    OF    DELEGATES 

MEDICAL   SOCIETY   OF   THE   STATE   OF 

NORTH  CAROLINA 

May  1,  1950 

The  Executive  Committee  met  during  the  year  as 

follows: 

September   18.   1949 Raleigh,   N.    C. 

October  30,  1949 Raleigh,  N.   C. 

March  4  and  5,   1950 Raleigh,  N.  C. 

The  two  first  meetings  were  held  at  the  call  of 
the  President,  and  the  two  last  meetings  were  held 
by  action  taken  by  the  Committee  as  of  October 
30,  1949.  There  was  one  absence  at  the  September 
meeting;  complete  attendance  at  the  October  meet- 
ing; two  absences  at  the  March  4th  meeting,  and; 
one  absence  at  the  meeting  March  5,  1950.  The 
interest,  cooperation  and  activity  of  all  members 
of  the  Committee  have  been  effective  and  grati- 
fying. 

The  following  have  been  consistently  invited  as 
non-voting  guests: 

Dr.    Wingate    M.    Johnson — Editor    of    the 

Journal 
Dr.    J.    W.    Roy    Norton    —    State    Health 

Officer 
Dr.  Ivan  M.  Procter- -Sec,  Board  of  Med- 
ical  Examiners 
Dr.  James  F.   Robert-on — Immediate  Past- 
President 
Mr._  Reid    Holmes— P.-sident,    N.    C.    Hos- 
pital Association 
These  guests  have  frequently  attended   and   par- 
ticipated in  the  discussions   and  non-executive   ses- 
sions of  the   Committee. 

First   Meeting   September   3\   1949: 

1.     The  following  resolution,  previously  adopted  by 
the  American  Medical  As   ociation  was  read: 
"(1)     The   corporate   p  actice   of   medicine   is 
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distinctly  illegal  in  all  of  the  states  in  the 
Union  with  some  exceptions.  There  has  been 
statutory  legislation  in  several  states  per- 
mitting certain  modifications  in  these  general 
laws. 

"(2)  After  consideration  of  these  principles, 
it  must  be  concluded  that  the  over-all  policy 
of  the  American  Medical  Association  shall  be 
that  it  is  illegal,  with  the  exceptions  noted, 
and  unethical  for  any  lay  corporation  to  prac- 
tice medicine  and  to  furnish  medical  services 
for  a  professional  fee  which  shall  be  so 
divided  as  to  produce  profit  for  a  lay  em- 
ployer, either  individual  or  institutional,  in- 
cluding hospitals  and  medical  schools. 
''(3)  The  ethical  principles  governing  all 
groups  and  clinics  are  exactly  the  same  as 
those  governing  the  individual. 
"In  insurance  programs,  hospital  service  plans 
shall  provide  payment  for  hospital  services 
only.  Medical  service  plans  should  supply 
payments  for  all  of  the  medical  services,  in- 
cluding pathological,  roentgenological,  anes- 
thesiological,  and  physio-therapeutic  services. 
The  licensed  physician  is  the  only  person 
legally  qualified  at  the  present  time  to  render 
any  individual  medical  service. 
"(4)  It  is  therefore  the  opinion  of  the 
Committee  that  most  controversies  between 
management  and  the  professional  staff,  either 
individually  or  collectively,  should  be  settled 
on  local  levels  in  accordance  with  clearly 
established  national  policy.  To  implement  the 
settlement  of  such  controversies,  the  House 
of  Delegates  recommends  to  each  of  its  con- 
stituent state  and  territorial  societies  that  it 
appoint  a  committee  on  hospital  and  profes- 
sional relations.  This  committee  shall  be  avail- 
able to  receive  complaints  from  any  physi- 
cian, hospital  medical  organization,  or  any 
other  interested  person  or  group  with  ref- 
erence to  professional  or  economic  relations 
existing  between  doctors  of  medicine  and  hos- 
pitals or  medical  schools.  Upon  receipt  of 
such  complaint  by  such  committee,  the  mat- 
ter shall  be  investigated  and  acted  upon  in 
such  manner  as  that  committee  may  decide 
and  in  accordance  with  regular  and  existing 
modes  of  procedure. 

"(5)  If  the  Judicial  Council  of  the  A.M.A., 
working  with  similar  committees  of  hospital 
agencies,  cannot  adjudicate  the  specific  mat- 
ter and  finds  ethical  and  legal  compromise 
impossible,  then  suitable  action  should  be 
taken  against  the  physician  or  institution 
found  guilty,  etc.,  etc.,"  and; 
The  following  resolution  presented  by  the  Meck- 
lenburg County  Medical  Society  was  read: 

"(1)  That  a  committee  on  hospital  and  pro- 
fessional relations  be  established  by  this  So- 
ciety and  a  request  be  made  that  the  State 
Society  establish  its  similar  committee. 
"(2)  That  North  Carolina  hospitals  be  re- 
quested to  operate  all  professional  practice 
in  keeping  with  the  principles  set  out  herein. 
"(3)  That  the  Hopital  Saving  Association, 
the  Hospital  Care  Association,  and  other  sim- 
ilar organization:!  be  urged  to  transfer  all 
payments  for  medi'.al  practice,  including  path- 
ology, physician  anesthesiology,  radiology,  and 
physician  physiotherapy,  from  their  hospitrl 
service  plans  to  their  medical  and  surgical 
plans. 

"(4)  That  copies  of  this  resolution  be  for- 
warded to  several  of  the  larger  North  Caro- 
lina county  meckal  societies  and  to  the  serv- 
ice plans   involved. 


"(5)  That  this  resolution  be  presented  by 
our  delegates  for  approval  at  the  next  meet- 
ing of  the  Medical  Society  of  the  State  of 
North   Carolina." 

On  motion,  duly  seconded  and  carried,  the  above 
resolutions  were  referred  to  the  President's  Com- 
mittee on  Hospital  and  Professional  Relations  (Drs. 
Rousseau,  Lyday,  Ambler,  and  Byrnes)  for  con- 
sideration and  report  at  the  next  meeting  of  the 
Executive   Committee. 

2.  The  following  annual  budget  for  1950  was  pre- 
sented and  explained  by  Dr.  V.  M.  Hicks,  Chair- 
man, Committee  on  Finance,  with  recommenda- 
tions that  it  be  adopted: 

Budget  Estimate   (Revised  by  action  Executive 

Committee    9/18/49)    January    1,    1950,    to 

December  31,    1950 

RECEIPTS     (estimated):     S103, 887.50 

Balance    January    1,    1950 ___$     Nil 

Assessments    (2,000    paying   members) *__  80,000.00 

Interest     (net)     287.50 

Sales    (estimated   basis   1919)    _  350.00 

Revenue,    unexpected    (estimate)     250.00 

Technical  exhibits  (estimated  basis  1919)     6,000.00 
Journal  Advertising:  (estimated 

basis    1949)    17,000.00 

EXPENDITURES     (estimated):    5100,097.24 

Schedule    A    22,265.50 

Schedule    B    22,614.00 

Schedule    C    10, 717.00 

Schedule    D    2,125.74 

Schedule    E    30,000.00 

Schedule    F    6,825.00 

Schedule    G    5,550.00 

EXCESS  OF  RECEIPTS  (estimated) 

OVER    EXPENDITURES    (estimated)     3,790.26 

RESERVES    (estimated):    , 26,254.26 

Bonds 

Cost  Value   21,564.00 

Increment    (estimated)     900.00 

Excess  1950  income  to  be  invested 3,790.26 

*Based  on  dues  @  ?40.00  per  member  per  annum. 

Schedule    of    Estimated    Budget    Accounts 
January  1,  1950,  to  December  31,  1950 

A.  EXECUTIVE   BUDGET    $22,265.50 

A-l  President,  expense  of   (travel 

and    communications)     5    900.00 

A-2    Secretary-Treasurer,    salary    of 24,00.00 

A-3   Secretary-Treasurer,   travel   of 600.00 

A-4   Executive   Secretary,    salary   of 7,000. 00 

A-5   Executive   Secretary,   travel   of* 2,100.00 

A-6  Executive  Office,  clerical   assistants  3,900.00 

A-7  Executive  Office,   equipment  for 1,000.00 

A-8  Executive  Office,  expense  of  (12 
months  rent,  communications,  print- 
ing:   and    supplies,     repairs    and 

replacements)     3,600.00 

A-9    Bonding    337.50 

A-10   Audit  150.00 

A-ll  Taxes  (salary  tax) 128.00 

A-12   Insurance,   fire  50.00 

A-13  Publications,  reports  and 

executive  aids  100.00 

*Basis:  Real  for  personal  maintenance 
and  travel  by  common  carrier  and 
mileage  at  the  rate  of  seven  cents  for 
official  use  personal  automobile. 

B.  JOURNAL    BUDGET    22,614.00 

B-l   Journal,   publication   of  17,000.00 

B-2   Journal,   cuts   for   500.00 

B-3  Editor,  salary  of  1,800.00 

B-4    Assistant    Editor,    salary    of 2,100.00 

B-5  Editorial  Office,  expense  of  (12 
months  rent,   communications,   printing 
and  supplies,  repairs  and  replacements)       400.00 
B-6    Journal    Business    Manager    Office 
expense    of    (communications,    printing 
and  supplies,  replacements  and  repairs)       300.00 
B-7  Business  Managers  Office, 

equipment  for  200.00 

B-8  Journal,  travel  for 

(local   and   National)    200.00 

B-9   Taxes    (salary  tax)    30.00 

B-10  Refunds,  subscriptions,  etc. 75.00 

C.  INTRA-FUNCTIONAL    ACTIVITY    BUDGET 510,717.00 

C-l  Executive  Committee  expense  of 

and  travel   of  Councilors   2,867.00 

C-2    Councilors,    travel    in    District 250.00 

C-3  Councilors,  expense  of  (communi- 
cations,  printing  and   supplies)    200.00 

C-4   Legislative   Committee,   expense   of 

(non-legislative   year — National   aspects)      500.00 
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C-5  Public  Relations  Committee, 
expense  of   3011.011 

C-6  Maternal  Welfare  Committee,  expense 
of     (secretarial,    communications,    pro- 
ductions,   printing  and   supplies) 2,000.00 

C-7    Rural    Health    and    Medical    Care 
Committee,    expense    of    (salary   con- 
tribution, travel,  printing  and  supplies, 
and  communications)    2,500.00 

C-8   Cancer  Committee,   expense  of .inn. 011 

C-9    Convention    Arrangements    Com- 
mittee,   expense    of    300.00 

C-10  Scientific  Committee,  expense  of__  200.00 

C-ll    Committee   on    Mental    Hygiene 500. 00 

C-12  Committees  in  general,  expense  of__        800.00 

D.  EXTRA-FUNCTIONAL   ACTIVITIES   BUDGET         $  2  125  74 
D-l  Delegates  to  A.M. A.,  expenses  of 

(3  at  each  annual  and  clinical  session 

@   S200.00    (California  and  Denver)__       1,075.71 

D-2    Conference   dues    100.00 

D-3  Woman's  Auxiliary    (contribution    to 

annual   program    and    reporting) 250.00 

D-4  Delegates   (2)   to  A.M. A. 

Regional    Conference    @    ?50 ion. on 

E.  PUBLIC    RELATIONS    PROGRAM* j.10  o 0 

E-l    Secretary    for    public    relations, 

salary  of   0,400. 00 

E-2  Secretary  for  public  relations, 
travel    of   2,400.00 

E.3    Committee    Chairman,    travel    of 400. 00 

E-4  Public  Relations,  stenographic 
assistant     2,100.00 

E-5   Public  Relations,   equipment  for 1,500.00 

E-G  Public  Relations,  expense  of   (12 
months    rent,    postage,    express,    tele- 
phone, telegraph,  printing  and  supplies, 
repairs    and    replacements)    2,355.00 

E-7  Taxes  (salary  tax)   81.00 

E-8    Publications   and   executive   aids 250.00 

E-9  Radio  production,  distribution 
and   broadcasting   5,000.00 

E-10  News  and  Press  release,  production 

distribution    and   printing  5,000.00 

E-ll    Public    and    personified    activities 

in  the  field  of  public  relations 1,200.00 

E-l  2  High  School  essay  contest,  expense 
of  (scholarship,  communications,  print- 
ing   and    supplies)     800. 00 

E-l  3  Collateral  public  relations  activities 

"with    other    committee    activities 2,514.00 

♦Authorized   by   1949    House   of   Delegates 

with    proviso    that    ?15    of    annual    dues 

(estimated  to  gross   $30,000)    be   specific- 
ally   allocated    and    earmarked    for    the 

support  of   a   Public   Relations   program. 

The   division    allocations   of   this    depart- 
ment of  the  Budget  is  an   estimate  only 

and  may  be  changed  within  the  total  as 

the  Public  Relations  program   develops — 

By    action    Executive    Committee    9-18-49. 

F.  ANNUAL  SESSIONS    (96th)    Convention   Budget       $  6.825. 00 
F-l    Programs    400.00 

F-2   Hotel   Convention   Expense 1,600.00 

F-3   Publicity   promotion    150.00 

F-4  Entertainment   (general, 

involving    personnel)     300.00 

F-5     Orchestra     300.00 

F-n    Guest    Speakers    (3),    expense    of 

and /or  honorarium  for 350.00 

F-7  Banquet  speaker,  fee  and  expense  of        300.00 

F-8    Electric    amplification    175.00 

F-9    Booth    installations    and    supplies, 

scientific    and    technical    1,500.00 

F-10  Exhibit  expenses  and  promotion  _  500.00 
F-l!  Badges  (members,  guests,  auxiliary)  250.00 
F-12   Transactions   reporting  service '__     1,000.00 

G.  MISCELLANEOUS    BUDGET    ___J  5.550.00 

G-l    Previous   accounts   payable-.-  100.00 

G-2    Refunds    (dues,    etc.)    500.011 

G-3  Legal  Counsel,   retainer  of 

and  fees  for  2, 500. no 

G-4    Reporting    (Executive    Com..    etc.)_-     1,200.00 

G-5  President's  Jewel  50.00 

G-6   Token    General   Practitioner  of  year         50.00 

G-7    Reprint    of    Roster    (annual) 150.00 

G-8    Contingency   and    Emergency 1,000.00 

On  motion,  duly  seconded  and  carried,  the  budget 
as   recommended   was   adopted. 

3.  By  formal  motion,  duly  seconded  and  lost  on 
vote,  the  Committee  declined  to  authorize  the 
appointment  of  a  representative  on  the  Board 
of  the  N.  C.  Hospital  Care  Association,  Inc.. 
Durham,  N.   C. 

4.  The  following  report  of  Committee  on  Mer?°r 
of  Hospital  Saving  and  Hospital  Care  was 
read: 

"After  several  years  of  negotiating  for  the 
merger  of  the  Hospital  Saving  Association 
and  the  Hospital  Care  Association,  we  appear 


to  be  about  where  we  started.  You  will  recall 
that  our  committee  had  a  plan  for  merger 
that  we  thought  would  be  agreed  upon  in 
1948,  and  it  was  endorsed  by  all  the  parties 
concerned  except  by  the  Hospital  Saving 
Association.  A  similar  thing  happened  in  1949 
with  the  new  plan  which  was  endorsed  by  all 
the  parties  concerned  except  the  Hospital 
Care  Association. 

"Recently  I  sent  you  a  copy  of  a  letter  that 
I  had  written  Mr.  Roberts  of  the  Hospital 
Care  and  a  copy  of  his  reply  to  me.  In  it  I 
do  not  see  that  he  offers  any  inducement  to 
continue  negotiations. 

"I  started  off  very  much  in  favor  of  the 
merger  of  these  two  Associations.  Within  the 
last  few  months,  I  have  begun  to  lose  enthus- 
iasm and  to  doubt  very  seriously  that  a 
merger  is  to  our  best  interest.  When  the 
Hospital  Saving  Association  Trustees  refused 
to  carry  out  the  expressed  desires  of  the 
Medical  Society  and  of  the  Hospital  Associa- 
tion, I  did  not  feel  that  it  was  following  its 
function  as  being  the  creature  of  those  two 
bodies.  If  a  merged  Association  should  follow 
the  same  procedure,  we  would  have  little  con- 
trol over  it.  It  may  be  that  two  competing 
associations  will  be  the  best  solution.  I  am 
beginning   to    think    so. 

"It  is  also  possible  that  a  biased  justice  de- 
partment under  a  hostile  administration  may 
look  upon  the  merger  as  an  attempt  to 
create  a  monopoly.  It  is  perhaps  improbable 
but  certainly  not  impossible. 
"Now,  I  have  always  tried  to  perform  any 
duty  assigned  me  by  the  Medical  Society,  but 
in  view  of  the  above  facts  and  particularly  in 
view  of  my  own  lack  of  conviction  that  a 
merger  is  any  longer  desirable,  I  would  like 
to  be  relieved  of  the  chairmanship  of  this 
committee.  If  someone  is  going  to  work  for 
the  merger,  I  think  it  should  be  someone  with 
convictions  that  it  is  the  thing  that  should 
be  done,  and  I  have  about  lost  my  conviction 
in  that  respect. 

"With   kind   regards,   I   remain 
"Sincerely, 

"GEORGE  L.  CARRINGTON,  M.D." 
On    motion   duly  made   and    seconded   the   report 
was   accepted   and   the    Committee   on    Merger  was 
discharged. 

5.  On  motion,  duly  seconded  and  carried,  the  Pres- 
ident was  authorized  to  appoint  a  representa- 
tive and  consultant  to  the  N.  C.  Health  Council, 
fi.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee declined  to  endorse  the  national  diabetes 
detection  drive. 

7.  On  motion,  duly  seconded  and  carried,  the  Ex- 
ecutive Secretary  was  authorized  to  incorpor- 
ate additional  information  in  the  1950  member- 
ship roster. 

8.  In  consideration  of  a  resolution  from  the  Ire- 
dell-Alexander Counties  Medical  Society  rela- 
tive to  1950  dues  the  Committee,  on  motion 
duly  seconded  and  carried,  authorized  reply  by 
the  President  and  Public  Relations  Committee 
be  sent  to  all  county  societies. 

9.  On  motion,  duly  seconded  and  carried,  accepted 
the  report  and  recommendation  of  a  Committee 
(Drs.  Murphy,  Royal,  McMillan  and  Koonce) 
that  Mr.  LeRoy  H.  Cox  be  employed  as  Public 
Relations  Secretary  at  a  salary  of  $6,400.00. 

10.  On  motion,  duly  seconded  and  carried,  accepted 
the  President's  recommendation  to  establish  a 
Committee  for  the  Protection  of  Medical  Rights 
Against  Political  Influence. 

11.  On  motion,  duly  seconded  and  carried,  the  Com- 
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mittee  declined  to  endorse  the  principle  of  gov- 
ernment subsidy  in  voluntary  health  insurance 
plans. 

12.  On  motion,  duly  seconded  and  carried,  accepted 
the  report  of  the  Committee  on  Insurance  re- 
lated to  personal  claim  of  Dr.  Watkins  of 
Asheville,    N.    C. 

13.  On  motion,  duly  seconded  and  carried,  Mr.  E. 
B.  Crawford  was  requested  to  send  a  brochure 
of  information  and  certificate  of  participation 
to  the  membership  of  the  State  Society  before 
making'  a  public  announcement  of  the  Prepaid 
Medical  Service  Plan  adopted  by  the  House  of 
Delegates  on  May  9,  1949,  and  that  the  plan 
should  not  be  marketed  until  a  sufficient  num- 
ber of  member  physicians  had  signed  the  par- 
ticipation certificate  to  assure,  in  the  opinion 
of  the  Hospital  Saving  Association  Board,  the 
success  of  the  plan. 

14.  On  motion,  duly  seconded  and  carried,  a  report 
of  the  Committee  on  Cancer  was  accepted. 
(There  were  no  specific  recommendations  in  the 
report.) 

15.  On  motion,  duly  seconded  and  carried,  a  report 
of  the  Committee  on  Medical  Society  Home  was 
accepted,  indicating  that  quarters  would  be  as- 
signed to  the  Society  in  the  New  State  Board 
of   Health   Building. 

16.  On  motion,  duly  seconded  and  carried,  the  report 
of  the  Committee  on  Practical  Medical  Curric- 
ulum was  accepted  involving  a  recommendation 
approved  by  the  House  of  Delegates  oh  May 
9,  1949,  that  the  annual  report  of  the  Commit- 
tee be  sent  to  the  deans  of  Medical  Schools  in 
the  United  States. 

17.  On  motion,  duly  seconded  and  carried,  the  in- 
formational report  of  the  Committee  to  Work 
With  the  N.  C.  Industrial  Commission  was 
accepted. 

18.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee accepted  the  reported  joint  plan  of  the 
State  Board  of  Health  and  State  Board  of  Edu- 
cation for  the  administration  of  the  school 
health  fund  under  which  county  medical  soci- 
eties would  have  the  authority  to  consider  and 
adopt  plans  for  determining  economic  need 
among  school  children. 

19.  On  motion,  duly  seconded  and  carried,  the  Re- 
port of  the  Committee  to  Define  the  Duties 
and  Responsibilities  of  the  Executive  Secretary 
was   accepted. 

20.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee declined  to  adopt  a  procedure  to  request 
increased  fees  for  insurance  examinations. 

21.  On  motion,  duly  seconded  and  carried,  the  pol- 
icy of  allowing  delinquent  members  to  pay  back 
dues  at  the  rate  accruing  for  each  year  of 
delinquency  in  attaining  Honorary  Fellowship 
was  reaffirmed  in  line  with   past  procedures. 

22.  On  motion,  duly  seconded  and  carried,  the  pol- 
icy of  "not  remitting"  annual  dues  during 
World  War  I  service  was  reaf finned;  that  the 
policy  of  "remitting"  dues  during  periods  of 
service  in  World  War  II,  January  1,  1942,  to 
January,  1946,  was  affirmed,  and;  that  the 
policy  on  dues  accruing  during  a  period  of  in- 
active practice,  from  physical  or  mental  condi- 
tions resulting  in  total  disability  be  "waived" 
for  the  period  of  such  incapacity,  be  established; 
provided  that  certification  is  made  by  the  coun- 
ty medical  society  secretary  and  considered  on 
its   merits   by   the   Executive   Committee. 

23.  On  motion  duly  seconded  and  carried,  Dr.  Ed- 
win McG.  Hedgpeth  was  approved  as  Medical 
Director  of  North  Carolina  Hospital  Saving 
Association,  Inc. 

24.  On  motion,  duly  seconded  and  carried,  the  bond- 
ing of  officials  and  functionaries  of  the  Society 


as  reported  by  Secretary  Hill  was  approved. 

25.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee authorized  the  purchase  of  recording- 
transcription  equipment  and  a  typewriter  for 
headquarters  office. 

26.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee approved  an  allocation  of  $5,500.00  from 
the  Public  Relations  Budget  to  the  work  of  the 
Rural  Health  Committee  for  the  purpose  of  ex- 
tending the  field  program  of  organizing  county 
health  councils. 

27.  On  motion,  duly  seconded  and  carried,  a  Com- 
mittee was  authorized  to  collaborate  for  the 
removal  of  sales  taxes  on  prescription  eye 
glasses. 

28.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee declined  to  authorize  a  section  in  the 
State  Society  Scientific  Assembly  entitled  Sec- 
tion on  Anesthesiology. 

29.  On  motion,  duly  seconded  and  carried,  the  re- 
quest of  N.  C.  Hospital  Care  Association  that 
a  representative  of  the  Society  be  appointed  to 
its  Board  of  Directors  was  tabled. 

Second   Meeting   October   30,   1949: 
1.  Report  of  Committee  on  Professional  and  Hos- 
pital   Relations    was    presented    by    Dr.    J.    P. 
Rousseau,  Chairman,  in  form  of  two  resolutions 
and  the  "Hess   Report"   as   follows: 
(a).  "To  the  Executive  Committee  of  the  State 
Medical    Society   Report  from   the   Committee 
on   Professional   and   Hospital   Relations,   res- 
olution  regarding   the    adoption    of   the    Hess 
Report  by  the  American  Medical  Association, 
House  of  Delegates,  June  9,  1949,  meeting  in 
Atlantic  City,  New  Jersey. 
"Whereas,    The    House    of    Delegates    of    the 
American  Medical  Association  in  assembly  at 
Atlantic    City,    New    Jersey,    June    9,    1949, 
adopted  the  report  of  the  Reference  Commit- 
tee on  Reports  of  the  Board  of  Trustees  and 
Secretary,  Paragraph  8  of  which  contained  the 
report    of    the    Committee    on    Hospitals    and 
Practice     of     Medicine,     the     so-called     Hess 
Report. 

"Whereas,  We,  the  Committee  on  Profes- 
sional and  Hospital  Relations  of  the  North 
Carolina  Medical  Society,  believe  in  the  prin- 
ciples of  the  resolution  on  the  Corporate  Prac- 
tice of  Medicine  as  adopted  by  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion, we  do  hereby  endorse  the  said  resolu- 
tion on  the  Corporate  Practice  of  Medicine. 
"RESOLVED,  That  the  corporate  practice  of 
medicine  is  illegal  in  the  State  of  North 
Carolina,  the  licensed  physician  being  the 
only  person  legally  qualified  to  render  any 
individual  medical  service. 
"RESOLVED,  That  it  is  illegal  and  unethical 
for  any  lay  corporation  to  practice  medicine 
and  to  furnish  medical  services  for  a  profes- 
sional fee,  which  shall  be  so  divided  as  to 
produce  any  profit  for  lay  employer,  either 
lay  individual  or  institutional,  including  hos- 
pitals, clinics  and  medical  schools. 
"BE  IT  FURTHER  RESOLVED,  That  the  in- 
surance programs  and  hospital  service  plans 
shall  provide  payment  for  hospital  services 
only.  Medical  service  plans  shall  provide  pay- 
ment of  all  professional  and  medical  services 
directly  to  the  physician  rendering  such  serv- 
ice. 

"It  is  hereby  moved  that  the  Executive  Com- 
mittee of  the  North  Carolina  Medical  Society 
adopt  the  principles  of  the  Resolution  on 
Corporate  Practice  of  Medicine  as  adopted  by 
the  House  of  Delegates  of  the  American  Med- 
ical  Association   at   their   June    9th   meeting, 
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1949,  at  Atlantic  City,  New  Jersey. 
"Respectfully  submitted." 
(b).  "Regarding  the  practice   of  hospitals  hav- 
ing   open    staffs    to    all    qualified    physicians 
except  in  special  departments; 
"Whereas,  The  committee  feel  that  this  prac- 
tice  discriminates    against   certain   physicians 
and   promotes   a  monopoly   for   others; 
"Whereas,    The    above-mentioned    practice    of 
closing  special  departments  to  qualified  phy- 
sicians  violates   the   ethical    and   professional 
principles  of  the  private  practice  of  medicine; 
"RESOLVED,  That  operating  certain  depart- 
ments   as    open    staffs    and    others    as    closed 
staffs  is  one  chief  cause  of  many  of  our  diffi- 
culties   concerning   the    corporate    practice    of 
medicine. 

"BE  IT  FURTHER  RESOLVED,  That  this 
practice  is  unethical  and  strengthens  the  hold 
of  lay  hospital  boards  over  the  physician 
operating  under  the  closed  staff  regulation, 
and  leads  to  the  charge  of  monopoly  against 
a  physician  in  charge  of  a  department  having 
a  closed  staff. 

"It  is  hereby  moved  that  the  Executive  Com- 
mittee of  the  North  Carolina  Medical  Society 
adopt  the  policy  that  all  hospitals  having 
open  staffs  in  some  departments  and  closed 
staffs  in  other  departments  should  open  all 
departments  to  all  qualified  physicians  who 
are  acceptable  to  the  other  members  of  the 
professional  staff  of  the  hospital.  This  change 
from  a  closed  to  open  staff  system  should  be 
accomplished  without  penalizing  any  physi- 
cian now  practicing  in  a  closed-staff  depart- 
ment, and  without  detriment  to  the  public 
welfare  or  to  the  required  standards  of  the 
hospital. 

"Respectfully  submitted." 
(c).  "This    Committee    can   find    no    better   rec- 
ommendation to  establish  principles  governing 
proper  relations  between  physicians  and  hos- 
pitals  than   those   adopted   by   the   Massachu- 
setts Medical  Society  which  reads  as  follows: 
"1.  That  the  medical  cost  of  hospital  care  be 
separated  from  the  non-medical  cost  as  can 
be  done  by  existing  and  accepted  methods  of 
cost  accounting,  and  that  they  appear  thus 
separated    on    the    statement    submitted    to 
the  patient.  _ 

"2.  That    a    basic    principle    in    the    establish- 
ment  of   charges    should   be   that   each    de- 
partment be  self-supporting.  This  principle 
should  be  so  applied  that  neither  the  hos- 
pital nor  the  physician  rendering  the  serv- 
ice shall  exploit  the  patient  or  each  other. 
"3.  That  fees  for  medical  services  which  are 
collected  by  the  hospital  be  established  by 
joint  action   of  a  representative   committee 
of  the  staff,  to  include  the  head  of  the  de- 
partment,   and    the    administrator    and    the 
governing  body  of  the  hospital. 
"4.  That  the   basis   of  financial   arrangement 
between  the  hospital  and  physician  may  be 
salary,    commissions,    fees    or    such    other 
methods  as  will  best  meet  the  local  situation, 
with  due  regard  to  the  needs  of  the  patient, 
the   community,   the   hospital   and  the   phy- 
sician." 
A  motion  was  made   that   the  report,   amended 
to  include  the  so-called  Massachusetts   Code  as 
a  part  of  the  Hess  Report,  be  adopted  was  duly 
seconded  and  carried. 
2.  Dr.  James  W.  Davis  of  Statesville  appeared  be- 
fore  the    Committee    and    presented    a    compre- 
hensive discussion  on  the  development  and  sta- 


tus of  Senate  Bill  1453,  H.R.  5940,  as  well  as 
the  report,  "Nursing  for  the  Future,"  by  Esther 
Lucille  Brown.  On  motion,  duly  seconded  and 
carried,  the  Committee  expressed  its  thanks  to 
Dr.  Davis  for  the  presentation  of  the  discussion 
and  that  the  legislation  as  now  constituted  be 
condemned. 
3.  Dr.  Allan  Tuggle  of  Charlotte  presented  a  re- 
port from  a  Committee  of  the  N.  C.  Radiolog- 
ical Society  as  follows: 

"It  is  the  desire  of  the  North  Carolina  Radi- 
ological Society  that  a  reasonable  and  work- 
able plan  be  devised  for  the  practice  of  radi- 
ology in  hospitals,  which  may  improve  hos- 
pital-physician-patient relationships  and  which 
at  the  same  time  will  discourage  the  cor- 
porate practice  of  medicine.  It  is  desired  that 
this  be  done  in  accordance  with  recommenda- 
tions of  the  House  of  Delegates  of  the  AMA 
and  adopted  at  their  meeting  in  June,  1949, 
(Hess  Report,  July  2,  1949,  Journal  of  AMA.) 
"There  has  never  been  in  North  Carolina  any 
recommended  policy  of  medical  ethics  estab- 
lished with  reference  to  the  practice  of  hos- 
pital radiology.  Throughout  the  years,  there- 
fore, there  have  developed  several  different 
individual  plans,  many  of  which  place  the 
hospital  in  the  position  of  practicing  radi- 
ology. It  is  felt  that  this  practice  is  unhealthy 
and  that  some  coordinated  recommendations 
should  be  made  in  an  effort  to  correct  this 
deplorable  situation.  It  is  believed  in  any  in- 
stance where  a  physician  renders  radiological 
service  in  a  hospital,  that  any  bill  rendered 
to  the  patient  for  such  service  should  be 
rendered  in  the  physician's  name  who  pro- 
vides it. 

"A.  In  those  hospitals  where  the  radiologist 
owns  or  leases  the  equipment,  the  difficulties 
are  minimized  in  that  it  is  the  usual  policy  in 
such  situations  for  the  radiologist  to  render 
the  bill  in  his  name.  Such  plan  is  recommend- 
ed by  the  North  Carolina  Radiological  Society 
as  being  a  feasible  one  which  complies  with 
the  American  Medical  Association  recom- 
mendations of  medical  ethics. 

"B.  In  those  hospitals  where  the  hospital 
owns  the  equipment  and  operates  the  tech- 
nical service  with  its  own  personnel,  it  is 
recommended : 

"1.  That  the  professional  fees  for  radi- 
ological service  in  the  hospital  be  separated 
from  the  non-professional  fees  (e.g.  the 
technical  service).  This  can  be  done  by  ac- 
cepted  methods  of  cost   accounting. 

"2.  That  the  fees  appear  thus  separated 
on  the  statement  submitted  to  the  patient, 
and  that  bills  for  the  professional  part  of 
the  service  be  rendered  in  the  name  of  the 
physician  or  physicians  rendering  such 
service. 

"3.  That,  in  those  communities  where 
more  than  one  adequately  qualified  radi- 
ologist exists,  it  is  recommended  that  such 
physicians  be  privileged  to  do  radiological 
work  in  the  hospital. 

"C.  It  is  recommended  that  the  above  prin- 
ciples be  complied  with  in  any  health  or  hos- 
pital insurance  program  which  the  North 
Carolina  doctors  may  sponsor.  It  is  further 
recommended  that  efforts  be  directed  toward 
attempting  to  bring  other  insurance  com- 
panies into  complying  with  such  principles. 
"It  is  hereby  resolved  that  the  above  policies 
and  recommendations  be  adopted  by  the 
North  Carolina  Radiological  Society  and  that 
a  copy  of  these  be   submitted  to  the   Execu- 
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tive  Committee  of  the  North  Carolina  Med- 
ical Society  with  the  request  for  their  en- 
dorsement. 

"E.  D.  APPLE,  President 

North    Carolina    Radiological    Society." 
In  connection  with  the   discussions   of  the   above 
report,  the  following'  resolution   was   presented: 

I  am  most  eager  that  the  proposed  'Compre- 
hensive Health  Service  Certificate'  (Blue 
Cross  and  Blue  Shield)  be  submitted  to  the 
members  of  the  State  Medical  Society  as 
quickly  as  possible  for  their  indication  of  par- 
ticipation so  that  it  may  be  then  offered  to 
the  public. 

"This  comprehensive  plan  is  one  which  will 
govern  the  manner  in  which  the  professional 
services  of  the  physicians  of  the  state  will  be 
offered  to  a  large  segment  of  the  public. 
"The  radiologists  of  North  Carolina  have  in- 
dicated in  a  very  definite  fashion  that  they 
consider  their  professional  services  to  be  the 
practice  of  medicine. 

"In  this  attitude,  they  are  supported  both  by 
a  statement  of  policy  from  the  American 
Medical  Association  and  a  specific  law  of  the 
State  of  North  Carolina. 

"Exercising  their  unquestioned  right  to  at- 
tempt to  fix  their  conditions  of  employment, 
they  are  appealing  to  their  parent  organiza- 
tion, the  Medical  Society  of  the  State  of 
North  Carolina.  They  ask  that  it  refrain  from 
sponsoring  an  insurance  plan  which  classifies 
their  efforts  as  hospital  benefits  while  other 
physicians  are  covered  under  professional 
services. 

"Feeling   this    demand   to    be    reasonable    and 
just,  I  request  you  to  submit  this  motion: 
"That    the     'Comprehensive     Health     Service 
Certificate'  be  altered  to  read  as  follows: 
"  'HOSPITAL   BENEFITS 
"   '1.    In  Member   Hospitals 

(5)   X-ray  examinations — (Covered  under 

Professional  Fees) 

c.  X-ray    therapy — (Covered    under    Pro- 
fessional Fees) 

d.  Radium  therapy — (Covered  under  Pro- 
fessional Fees) 

NOTE:     To  be  omitted 
"  'SURGICAL-MEDICAL    BENEFITS— (To    be 
inserted  after  item  5) 

"  '6.  Allowances  for  x-ray  examinations  will 
be  made  in  accordance  with  the  special  sched- 
ule of  Professional  Fees.  This  is  a  combined 
charge  to  cover  both  the  cost  to  the  hospital 
and  the  fee  of  the  physician.  It  will  be  paid 
to  either  the  hospital  or  the  doctor  upon  spe- 
cific joint  instructions  from  the  two.  It  may 
then  be  allocated  by  them  as  per  the  agree- 
ment existing  between  the  hospital  and  the 
physician  who  renders  the  radiological  serv- 
ice. 

"  '7.  The  fees  for  x-ray  and  radium  ther- 
apy as  administered  in  a  hospital  will  be 
handled  in  the  same  way  as  those  for  x-ray 
examinations.' 

"I  call  to  the  attention  of  the  Board  that 
these   simple   changes   in  the   policy  should: 

"(1)  Effect  no  unfavorable  alteration  in 
the  cost  or  quality  of  service  rendered  the 
patient  nor  add  to  the  problem   of  selling. 

"(2)  Work  no  hardship  on  the  Hospital 
Saving  Association.  Mr.  Crawford  has  al- 
ready indicated  that  payment  could  be  made 
to   hospital   or   doctor   with   equal    ease. 

"(3)  Bring  no  objections  from  the  hos- 
pitals  since   the   individual   arrangements   be- 


tween radiologists  and  hospitals  would  not  be 
disturbed  thereby. 

"(4)  Relieve  the  radiologists  of  the  choice 
as  to  whether  they  would  work  under  a  pol- 
icy offered  by  the  Medical  Society  which  did 
not  classify  their  services  as  to  the  practice 
of  medicine. 

"(5)  Remove  the  Hospital  Saving  Associa- 
tion from  the  controversy  between  hospitals 
and  radiologists. 

"(6)  Clear  the  way  for  the  immediate  cir- 
cularizing of  the  physicians  for  their  partici- 
pation. 

"Pathologists  shall  be  included  in  this 
resolution." 

In  the  event  that  this  resolution  is  not  ac- 
cepted by  Hospital  Saving  Association  within 
30    days,    that    a    meeting    of    the    House    of 
Delegates   be   called   immediately. 
On    motion,    duly    seconded,     the    resolution     as 
amended  was   adopted. 

4.  Dr.  Claude  Milham  presented  a  resolution  from 
the  Richmond  County  Medical  Society  reiter- 
ating the  five  points  contained  in  the  Forsyth 
County  Medical  Society  of  September  13,  1949. 

5.  Dr.  V.  K.  Hart  presented  and  explained  the 
principles  and  objectives  of  the  Association  of 
American  Physicians  and  Surgeons  as  follows: 

"1.  To  organize  physicians  to  agree  to  par- 
ticipate only  in  those  methods  of  rendering 
medical  service  which  are  in  the  public  inter- 
est. This  is  not  a  proposed  strike  against  the 
sick.  AAPS  members  will  continue  to  serve 
their  patients  just  as  they  do  now  and  have 
always  done  in  the  past,  but  they  avail  them- 
selves of  their  constitutional  right  to  refuse 
to  do  so  as  servants  of  a  political-medicine 
bureaucracy. 

"2.  To  accomplish  the  universal  application 
of  the  insurance  principle  to  the  costs  of 
medical  care  under  proper  voluntary  plans. 
"3.  To  educate  the  people  to  the  use  and 
benefits  of  voluntary  plans  and  prepayment 
sickness   insurance. 

"4.  To  operate  an  endless  public  relations  pro- 
gram which,  first,  will  correct  any  errors 
within  the  profession  and  then  use  any  avail- 
able publicity  channel  to  tell  the  public  what 
has  been  accomplished  in  its  interest. 
"5.  To  conduct  a  continuing  publicity  cam- 
paign to  inform  all  levels  of  the  public  of 
the  value  of  private  practice  in  medicine  and 
the  evils  of  compulsory  health  insurance  and 
state,  and  socialized  medicine. 
"6.  To  earn  again  the  respect  for  and  under- 
standing of  the  medical  profession  by  the 
nation's  lawmakers  through  proper  effective 
representation  in  Washington. 
"7.  To  effect  increasing  support  of  the  Amer- 
ican Medical  Association  so  that  this  scien- 
tific body  may  continue  to  improve  upon  its 
contributions  to  public  health  and  the  science 
of  medicine." 
On  motion,  duly  seconded  and  carried,  the  prin- 
ciples and  objectives  of  AAPS  were  endorsed. 

6.  A  resolution  from  the  Tenth  Medical  District 
Medical  Society  was  presented  as  follows: 

"Beyond  any  reasonable  doubt,  the  Govern- 
ment of  the  United  States,  through  the  agency 
of  the  Antitrust  Division  of  the  Department 
of  Justice  and  otherwise,  is  now  waging  a 
definite  campaign  of  political  persecution  in 
an  attempt  to  discredit  the  private  practice 
of  medicine,  to  terrorize  physicians  into  aban- 
doning their  opposition  to  compulsory  health 
insurance  and  to  prevent  the  success  of  the 
great  movement  toward  voluntary  health   in- 
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surance.  There  is  reason  to  believe  that  this 
campaign  will  increase  in  intensity  with  all 
of  the  misrepresentation,  vilification,  and 
ruthlessness  characteristic  of  such  unholy 
schemes. 

"Therefore,  the  members  of  the  Tenth  Dis- 
trict Medical  Society  of  North  Carolina  adopt 
the  following  plan   of   procedure: 

"(1)  To  seek  out  and  join  forces  with  those 
other  groups  who  have  and  are  being  sub- 
jected to  such  illegal  and  unmoral  political 
persecution. 

"(2)  To  use  all  available  means  to  impress 
upon  the  public  that,  if  these  utterly  un- 
American  methods  are  not  stopped,  additional 
minority  groups  such  as  lawyers,  merchants, 
ministers  and  any  others  will  inevitably  be 
so  victimized. 

"(3)  To  call  upon  all  American  citizens 
who  believe  in  free  enterprise,  who  love  lib- 
erty, who  support  the  Constitution  of  the 
United  States,  and  who  despise  despotism 
and  the  'police  state'  to  join  in  a  campaign 
to  alter  the  complexion  of  our  government  so 
that  such  methods  will  be  forever  banished 
from   this   nation. 

"(4)  To  urge  the  Medical  Society  of  the 
State  of  North  Carolina  and  other  district  and 
county  societies  to  adopt  similar  plans  of 
action  and  pursue  them  to  the  utmost. 

"(5)   To    send   copies    of   this    statement   to 
Senator    Hoey,    Senator    Graham,    and    Con- 
gressman   Redden,    and    to    release    it    to    the 
press." 
On  motion,  duly  seconded  and  carried,  the  reso- 
lution was  adopted. 

7.  A  resolution  from  the  House  of  Delegates  of 
the  American  Medical  Association  on  the  subject 
of  developing  "child  health  programs  at  the 
state  and  local  levels  by  pediatric  groups"  was 
presented  as  follows: 

"  'Whereas,  The  Academy  of  Pediatrics  has  a 
particular  interest  in  the  field  of  child  health; 
and 

"  'Whereas,  It  is  recognized  that  certain  defi- 
ciencies exist  in  this  field;  and 
"Whereas,  It  is  desirable  that  definite  pro- 
grams be  set  up  on  the  state  and  local  level 
to  correct  these  deficiencies  where  they  exist; 
and 

"  'Whereas,  The  Academy  of  Pediatrics  has 
gone  on  record  as  opposed  to  Senate  Bill  5, 
or  any  similar  bill  proposing  to  establish  a 
system  of  socialized  medicine;  therefore  be 
it 

"  'RESOLVED,  That  the  American  Medical  As- 
sociation favor  the  development  of  sound  child 
health  programs  on  the  state  and  local  level 
by  pediatric  groups  working  in  cooperation 
with  the  several  state  medical  associations 
and  local  component  county  societies  and  in 
conformity  with  the  Principles  of  Medical 
Ethics  as  laid  down  by  the  American  Medical 
Association.' 

"At  the  suggestion  of  a  member  of  the  Amer- 
ican Medical  Association's  Liaison  Committee 
with  the  American  Academy  of  Pediatrics, 
this  resolution  is  being  distributed  to  all 
constituent  associations  for  such  implemen- 
tation as  may  be  possible." 
On  motion,  duly  seconded  and  carried,  the  reso- 
lution was  adopted. 

8.  The  following  resolution  of  tribute  to  Dr. 
Thomas   Leslie   Lee,  deceased,  was   presented: 

"Thomas  Leslie  Lee  was  a  great  man.  He 
was   great   in   the   finest   way   in   which   men 


use  that  term,  for  his  greatness  was  entirely 
devoid   of   selfishness. 

"In  this  day  when  many  influences  tend  to 
make  the  physician  less  conscious  of  his 
obligation  to  humanity,  Dr.  Lee  never  lost 
his  sense  of  complete  responsibility. 
"In  an  age  when  men  waver  much,  he  held 
steadfast  to  his  ideals  and  his  sense  of  right- 
ness. 

"In  a  time  when  so  many  denied  and  evaded, 
he    constantly    displayed    that    most    valuable 
of    traits,    complete    dependability. 
"His    family,    his    profession,    his    community 
and   his   state   will    be   very   conscious   of   his 
absence,  but  nowhere  will  the  loss  be  so  con- 
spicuous as  in  the  leadership  of  the  campaign 
against   the   scourge   of   humanity,   cancer. 
"It  is  altogether  fitting  that  the  North  Caro- 
lina Division  of  the  American  Cancer  Society 
and    the    Cancer    Committee    of    the    Medical 
Society  of  the  State  of  North  Carolina  should 
join  in  paying  tribute  to  a  life  so  well  lived 
as   to   be   a   worthy   model   for   all   who   shall 
follow,  and  in  expressing  publicly  their  grief 
at   the   passing   of   their   admired,    loved    and 
respected   leader,   Dr.   Thomas   Leslie   Lee." 
On  motion,  duly  seconded  and  carried,  the  reso- 
lution was  adopted. 
9.  On  motion,  duly  seconded  and  carried,  the  Pres- 
ident,   the    President-Elect,    and    the    Secretary 
were  authorized  to  arrange  a  procedure  for  the 
election    of    members    of    the    N.    C.    Board    of 
Medical  Examiners  in  the   Second  General   Ses- 
sion  of   the   Society,   May   3,   1950. 

10.  On  motion,  duly  seconded  and  carried,  the  Pres- 
ident was  authorized  to  appoint  suitable  physi- 
cian delegates  to  the  1950  National  Pharma- 
copoeia Convention. 

11.  On  motion,  duly  seconded  and  carried,  the  Ex- 
ecutive Secretary  was  instructed  to  write  county 
society  secretaries  directing  attention  to  the 
opposition  of  the  Society  to  chiropractors 
participating  in  federal  health  programs. 

Third  Meeting  Executive  Committee  March  4,  1950 
1.  A   report   of   the    Committee    on   the    Corporate 
Practice  of   Medicine   in  the   form   of  a   resolu- 
tion   was    presented    by    Dr.    J.    P.    Rousseau, 
Chairman: 

"Whereas,  The  Robeson  County  Memorial 
Hospital  unfairly  imposes  a  collection  service 
charge  on  all  staff  members  for  collection  of 
professional  fees  whether  paid  to  the  physi- 
cian or  to  the  hospital;  and 
"Whereas,  The  per  cent  charged  by  the  hos- 
pital is  such  as  to  yield  a  net  profit  to  the 
hospital  from  the  physician's  professional 
fees: 

"RESOLVED,  That  such  a  policy  by  the 
Robeson  County  Memorial  Hospital  or  any 
other  hospital  is  a  vicious  and  malicious  ex- 
ample of  the  illegal  corporate  practice  of 
medicine  and  fee  splitting. 
"RESOLVED,  That  any  physician  who  agrees 
to  such  a  hospital  policy  violates  all  the  codes 
of  ethics  of  the  American  Medical  Association 
and  the  North  Carolina  State  Medical  Society. 
"It  is  hereby  moved  that  the  Executive  Com- 
mittee of  the  State  Medical  Society  condemn 
the  policy  of  the  Robeson  County  Memorial 
Hospital  and  all  other  hospitals  operating 
collection  service  plans  that  yield  a  net  profit 
to  the  hospital  for  professional  fee  for  service 
rendered  by  a  duly  licensed  physician,  and  to 
request  the  Robeson  County  Memorial  Hos- 
pital to  cooperate  with  the  State  Medical 
Society  by  abandoning  their  present  collection 
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service  plan  as  of  January  1,  1950. 
"It  is  furthermore  moved  that  the  State  ^Med- 
ical   Society    adopt    and    enforce    a    suitable 
method    of    penalizing    any    physician    found 
guilty  of  participating  in  any  plan  that  per- 
mits the  hospital  to  make  a  profit  from  his 
professional  fees." 
On   motion,   duly   seconded   and   carried,  the   pro  • 
posed  motion  was  adopted. 
2.  A  report  of  the  Committee  on  Prepaid  Medical 
Service  containing  the  following   items   of  rec- 
ommendations  was   presented: 

a.  "Item  1.  That  the  clause  limiting  full  cover- 
age to  ward  and  semi-private  beds  be  stricken 
from  the  policy.  The  insurance  companies  hold 
this  limited  coverage  is  very  difficult  to  ad- 
minister and  unfair.  They  feel  that  only  in- 
come  should  be  the  determining-  factor." 

On  motion,  duly  seconded  and  carried,  this   item 
was  adopted. 

b.  "Item  2.  That  any  part  or  all  of  this  pro- 
tection may  be  purchased.  As  originally  con- 
ceived, this  insurance  was  only  to  be  sold  as 
a  unit — hospital,  surgical,  medical,  obstetrical, 
X-ray,  anesthesia — as  package  insurance.  The 
commercial  companies  state  that  much  more 
insurance  can  be  sold  if  medical  care,  anes- 
thesia and  X-ray  are  made  optional.  The 
hospital  portion  would  be  divorced  from  the 
professional  coverage.  In  other  words  the 
Medical  Society  would  sponsor  only  profes- 
sional  services." 

"Dr.  O.  N.  Smith,  a  member  of  the  commit- 
tee, presented  the  following  recommenda- 
tions: 

"1.  That  $4  per  day  for  fifty  days  remain  as 
the  basic  allowance  for  non-operative  medical 
care,  to  be  continued  post-operatively  in  such 
cases  as  diabetes  where  joint  medical  and 
surgical  treatment  is  imperative. 
"2.  That  $10  be  allowed  for  consultation  by 
medical  specialists,  internists,  neurologists, 
and   so   forth. 

"3.  That  $25  additional  fee  be  allowed  for 
first-day  treatment  of  critical  medical  ill- 
nesses requiring  much  time  and  responsibil- 
ity, such  as  are  presently  listed  under  emer- 
gent diagnoses. 

"4.  That   a   per   diem   rate   of   $5   be   allowed 
to    internists    and    pediatricians    (perhaps    in- 
cluding    neurologists     and     psychiatrists)     so 
recognized  as  such  in  their  communities. 
"5.  Within    the    meaning   of   items    2    and    4; 
that  is,  in  regard  to  the  consultation  fee  for 
medical   specialists   and   for   the   $5   per  diem 
for   internists    and    pediatricians,    until    Janu- 
ary 1,  1953,  any  physician  member  practicing 
in  the  state  may  register  as  internist,  pedia- 
trician, neurologist  or  psychiatrist,  but  there- 
after only  board  men  will  be  able  to  add  their 
names  to  the  list." 
On  substitute  motion,  duly  seconded  and  carried, 
item  2  was  adopted  and  a  motion,  duly  seconded  and 
carried,  referred  the  five  recommendations  presented 
by  Dr.  Smith  to  the  Committee  on  Prepaid  Medical 
Service. 

c.  "Item  3.  That  X-ray  for  diagnostic  work  be 
paid  for  whether  done  in  the  hospital  or  the 
doctor's  office  and  limited  to  a  total  of  $f-0 
for   any  one  year." 

On  motion,  duly  seconded  and  carried,  this  recom- 
mendation was  approved. 

d.  "Item  4.  That  the  participating  physicians 
will  accept  the  schedule  of  benefits  as  full 
payment  for  their  services  for  insurance   in- 


dividuals whose  income  does  not  exceed  $2,400 
per  year  and  to  insured  individuals  with  de- 
pendents whose  income  does  not  exceed 
$3,600  per  year  (old  limit  $3,000).  The  in- 
surance companies  state  that  by  thus  raising 
the  limit  $600  they  can  sell  this  insurance 
with  much  less  difficulty." 
On  motion,  duly  seconded  and  carried,  this  recom- 
mendation was   approved. 

e.  "Item  5.  That  with  this  increase  in  income 
limit,  the  maximum  fee  be  raised  from  $150 
to  $175." 

On  motion,  duly  seconded  and  carried,  this  recom- 
mendation was  referred  back  to  the  Committee  on 
Prepaid  Medical  Service. 

f.  "Item  6.  That  the  plan  be  approved  as  writ- 
ten and  issued  by  any  association  or  company 
approved  by  the  State  Insurance  Commis- 
sioner. Thus,  a  blanket  agreement  would  be 
entered  into  by  the  doctor  with  the  Secretary 
of  the  State  Society.  Under  this  resolution,  it 
would  be  clear  that  any  qualified  company 
could  write  such  insurance  but  each  company 
separately  would  have  to  secure  the  agree- 
ment of  a  majority  of  the  doctors  to  abide 
by  the  fee  schedule." 

On  motion,  duly  seconded  and  carried,  this  recom- 
mendation was  referred  back  to  the  Committee  on 
Prepaid   Medical    Service. 

Fourth  Meeting  Executive  Committee, 
March  5,  1950. 

1.  Several  letters  from  divers  members  and  com- 
ponent societies  related  to  recommendations  of 
adjusting  dues  in  hardship  cases  were  pre- 
sented. Lacking  authority  in  the  matter,  the 
Executive  Committee  referred  these  in  substance 
to  the  Committee  to  Revise  the  Constitution  and 
By-Laws  and  the  Executive  Secretary  instruct- 
ed to   write   the   correspondents. 

2.  A  renort  was  presented  by  the  Committee  to 
establish  a  Grievance  Structure  for  the  Society 
of  which  Dr.  Wingate  Johnson  is  Chairman.  On 
motion,  duly  seconded  and  carried,  the  action  of 
the  President  in  appointing  this  Committee  was 
ratified. 

3.  A  report  on  an  Extended  Health  Survey  pro- 
posed by  the  Guilford  County  Medical  Society 
was  presented  by  Drs.  H.  F.  Starr  and  James 
Tankersley. 

On  motion,  dulv  seconded  and  lost,  this  proposal 
was  not  approved. 

4.  The  following  renort  of  the  Committee  on 
Home  Town  Medical  Care  of  Veterans  was 
presented:  (See  same  renort  adopted  by  House 
of  Delegates  at  page  429.) 

On  motion,  duly  seconded  and  carried,  the  report 
was  approved. 

5.  On  motion,  duly  seconded  and  carried,  expenses 
of  travel  and  maintenance  for  3  designated  dele- 
gates to  National  Pharmaeopoeial  Convention 
were  authorized. 

6.  On  motion,  duly  seconded  and  carried,  the  Ex- 
ecutive Secretary  was  authorized  to  cooperate 
in  a  regional  "get  out  the  vote"  campaign  to 
be  conducted  by  certain  national  organizations. 

7.  On  motion,  duly  seconded  and  carried,  the  head- 
ouarters  office  "was  authorized  to  cooperate  with 
the  Brookings  Institution  on  a  Survey  of  Med- 
ical Service. 

8.  A  report  bv  the  Committee  on  Medical  Protec- 
tion, subsidiary  to  the  Legislative  Committee, 
was  presented  outlining  the  procedure  and  ob- 
jectives and  requesting  allocation  of  minor 
operating   expense. 
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On  motion,  duly  seconded  and  carried,  the  recom- 
mendations   were    accepted     and    referred    to    the 
Public  Relations  Committee  for  collaboration  as  to 
the  allocation  of  funds  to  meet   expenses. 
9.  The  following  resolution  was  presented  by  the 
Committee   on   the   Corporate   Practice   of   Med- 
cine: 

"That  the  policy  of  the  Rowan  Memorial 
Hospital  or  any  hospital  of  making  a  physi- 
cian donate  of  his  professional  fee  in  order 
to  practice  in  the  hospital,  be  condemned  in 
that  it  is  compulsory;  and  that  the  physician 
agreeing  to  this  be  declared  as  violating  the 
Code  of  Ethics  of  the  State  Medical  Society 
and  the  American  Medical  Association." 
On  motion,  duly  seconded  and  carried,  this  reso- 
lution  was   adopted. 

10.  On  motion  presented,  duly  seconded,  and  car- 
ried, permission  was  granted  to  the  Orange 
County  members  to  separate  from  Durham- 
Orange  Counties  Medical  Society  and  form  a 
component  Society  for  Orange  County. 

11.  On  motion,  duly  seconded  and  carried,  the  Com- 
mittee declined  a  proposal  by  Cooperative  for 
American  Remittances  to  Europe,  Inc.,  that  the 
Society  purchase  and  present  books  to  replenish 
libraries  in  Europe  and  Asia. 

12.  The  Committee,  at  this  point,  resolved  into  the 
Council  (the  President  withdrawing)  to  con- 
sider a  communication  from  Dr.  Harold  I.  Gos- 
line. 

On  motion,  duly  seconded  and   carried,   the   com- 
munication was  tabled  pending  Dr.  Gosline  appear- 
ing  in    person   before   the    Council    as    well    as   the 
appearance  of   Drs.   Murdoek   and   Young. 
Respectfully  submitted: 
G.  WESTBROOK  MURPHY,   M.D., 
President   and   Chairman   of 
Executive   Committee 
Medical   Society  of  the   State  of 
North  Carolina 
Asheville,   N.   C. 
April   24,   1950 

On  motion  made,  duly  seconded,  and  carried,  the 
report  was  accepted. 

President  Murphy:  That  report,  which  will  be 
published,  covers  the  activities  of  the  Executive 
Committee  from  last  May  up  until  yesterday.  Yes- 
terday, the  Executive  Committee  met  the  greater 
part  of  the  day.  We  have  here  a  report  covering 
the   actions   that   were   taken    yesterday. 

One  of  those  things  is  that  the  Executive  Com- 
mittee approved  and  referred  to  you  my  suggestion 
that  the  President-Eleet  be  made  the  official  rep- 
resentative of  the  Medical  Society  on  the  Board  of 
the    Hospital    Saving   Association. 

On  motion  duly  made,  seconded  and  carried,  the 
recommendation  was   accepted. 

Dr.  Lester  A.  Crowell,  Jr.  (Councilor,  Seventh 
District) :  During  the  year,  the  Stanly-Montgomery 
Society  petitioned  the  State  Society  to  be  divided 
into  two  separate  societies,  the  Stanly  and  the 
Montgomery  Societies.  This  was  unanimously  voted 
by  the  Stanly-Montgomery  Society,  it  has  been 
approved  by  the  Councilor  and  has  been  approved 
by  the  Executive  Committee,  and  I  present  it  to 
the  House  of  Delegates  and  make  a  motion  that 
it   be  approved. 

The  motion  was  regularly  seconded,  put  to  a 
vote  and  earned. 

President  Murphy:  I  believe  there  is  a  similar 
situation  so  far  as  Durham-Orange  is  concerned. 
This    same    procedure    should    be   followed    there. 

On  motion  made,  duly  seconded  and  carried,  the 
division  of  the  Durham-Orange  Counties  Societies 
was  approved. 


Another  resolution  of  interest  will  be  read: 

"Whereas,  The  North  Carolina  Medical  Society 
recognizes  that  some  streams  of  the  State  have 
become  so  polluted  as  to  affect  seriously  the  health 
of  the  citizens,  the  recreational  uses,  the  existence 
of  aquatic  life,  and  industrial  development;  there- 
fore, be  it 

RESOLVED,  That  the  North  Carolina  Medical 
Society  promote  and  actively  support  legislation  by 
the  1951  General  Assembly  to  curb  and  control  pol- 
lution  of  the  waters   of  North   Carolina. 

On  motion  made,  duly  seconded  and  carried,  the 
resolution  was  adopted. 

President  Murphy:  We  come  now,  under  Com- 
mittee Reports  to  the  annual  reports.  We  are  go- 
ing to  take  up  these  reports  and  unless  I  indicate 
to  the  contrary,  they  are  all  reported  in  your  bro- 
chure, they  are  all  quite  full,  and  unless  there  is 
some  pregnant  comment,  some  additional  informa- 
tion to  be  given  by  the  author,  or  some  question  of 
cur  authorization,  we  will  consider  them  adopted. 

Annual  Reports  of  Councilors   of  Medical   Districts 
to  the 
House  of  Delegates,  May  1,  1950. 
First   Medical  District 

The  First  District  Medical  Society  held  regular 
quarterly  meetings  at  which  scientific  papers  were 
read  and  discussed. 

In  addition,  during  the  year,  The  First  District 
Medical  Society  sponsored  a  series  of  Post  Gradu- 
ate Medical  Lectures  presented  by  the  Extension 
Division  of  the  University  of  North  Carolina  School 
of  Medicine.   All  meetings  were  well   attended. 

There  has  been  a  marked  increase  in  membership 
due  to  new  physicians  locating  in  our  District. 

There  have  been  no  irregulai'ities  reported  in  the 
District  during  the   year. 

Respectfully  submitted: 

ZACK  D.  OWENS,  M.D. 

Councilor 

Second   Medical  District 

I  am  happy  to  report  that  at  the  present  time 
there  are  no  irregularities  in  the  practice  of  med- 
icine in  the  Second  District.  For  some  time  an 
osteopath  in  Beaufort  County  was  engaged  in  med- 
ical practice,  from  the  reports  made  to  me,  but  that 
problem  was  solved  when  the  party  in  question 
moved   from   the    State. 

One  physician  in  this  district  made  application 
for  reinstatement  of  his  narcotic  license,  but  the 
Board  of  Medical  Examiners  found  it  inadvisable 
to  do  so. 

No  county  exists  in  the  Second  District  which 
does  not  have  an  organized  component  medical 
society. 

ALBAN  PAPINEAU,   M.D. 
Councilor 

Third   Medical   District 

The  affairs  of  the  Third  Medical  District  have 
progressed,  during  the  past  year,  uneventfully, 
under  the  able  hands  of  its  president,  Dr.  A.  M. 
Crouch,   Sr.,   of  Wilmington. 

A  very  satisfactory  meting  was  held  in  the  Fall 
and  another  one  is  being  held  during  the  month  of 
April,  at  which  time  there  will  be  an  election  of 
new  officers. 

The  only  item  of  interest  which  has  come  up 
during  the  year  in  the  District,  is  a  question  of  the 
joining  of  the  Duplin  County  Medical  Society  with 
the  Sampson  County  Medical  Society.  Such  a  union 
has  been  requested  by  Dr.  Ewers  of  Wallace,  Sec- 
retary of  the  Duplin  County  Medical  Society,  but 
no  notice  has  been  taken  of  his  request  by  the 
Sampson  County  Medical  Society.  Therefore,  the 
District  Councilor  feels  that  his  hands  are  tied  and 
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he  can  do  nothing  further  about  it  until  both  Coun- 
ties request  such  a  union. 

DONALD   B.   KOONCE,   M.D. 
Councilor 

Fourth   Medical   District 

The  Fourth  District  Medical  Society  has  passed 
through   another  successful   year. 

The  regular  quarterly  district  meetings  were  held 
at  Rocky  Mount,  Goldsboro,  Wilson  and  Roanoke 
Rapids.  At  each  meeting  excellent  scientific  pro- 
grams were  presented,  and  each  was  very  well  at- 
tended. The  February  meeting  at  Wilson  was  held 
in  conjunction  with  the  postgraduate  course  of 
lectures  sponsored  by  the  University  of  North 
Carolina. 

The  individual  societies,  with  the  exception  of 
Greene  and  Northampton,  hold  their  respective 
monthly  meetings  and  are  well  organized.  The 
fight  against  socialized  medicine  continues  un- 
abated   throughout    the    District. 

The  District's  first  hospital  constructed  under 
the  auspices  of  the  Medical  Care  Commission  was 
opened  at  Scotland  Neck  March  11,  1950.  Other 
Medical  Care  hospitals  are  authorized,  or  are  in 
the  process  of  construction  at  Warrenton,  Smith- 
field  and  Goldsboro. 

There  have  been  no  evidences  of  irregular  pro- 
cedures within  the  profession  brought  to  the  at- 
tention of  the  Councilor. 

BAHNSON   WEATHERS,   M.D. 
Councilor 

Fifth  Medical  District 

First  official  act  of  your  councilor  following  the 
several  months  of  necessary  orientation  into  this 
more  or  less  new  type  of  work  began  on  Septem- 
ber 18.  1949,  at  the  first  meeting  of  the  Executive 
Committee  under  the  direction  of  President  G.  West- 
brook   Murphy. 

At  that  particular  meeting  nothing  of  any  pe- 
culiar importance  to  the  Fifth  District  came  up 
and  the  work  that  day  was  more  or  less  routine. 

The  next  Executive  Committee  Meeting  was  held 
en  October  30,  1949,  in  Raleigh  and  routine  work 
was  carried  out  without  difficulty  and  no  particular 
emphasis  on  anything  of  importance  solely  to  the 
Fifth  District  Medical   Society. 

Since  that  time  your  councilor  has  been  rather 
active  in  the  complete  investigation  and  report  on 
the  conditions  existing  between  the  professional 
staff  and  the  board  of  trustees  of  the  Robeson 
County  Memorial  Hospital;  and  investigation  of 
three  physicians  within  our  district  in  cooperation 
with  the  Board  of  Medical  Examiners  of  the  State 
of  North  Carolina;  and  attending  another  meeting 
of  the  Executive  Committee  on  March  4th  and  5th 
in  Raleigh  which  was  followed  by  a  meeting  of  the 
entire  house  of  delegates  on  the  afternoon  of 
March   5th. 

At  this  particular  meeting,  active  resolutions 
against  the  corporate  practice  of  medicine  in  any 
form  were  passed  and  also  an  understanding  re- 
garding the  issuance  of  a  new  Blue  Shield  policy 
was   brought  about. 

In  the  meantime  a  more  or  less  active  attack  on 
the  President's  reorganization  plans  as  regards  so- 
cialized medicine  was  carried  out  through  our  rep- 
resentatives in  the  legislature  and  the  senate  of  the 
United  States.  I  attended  the  fall  meeting  of  the 
Fifth  District  Medical  Societv  which  was  held  at 
the  Veterans  Administration  Hospital  in  Fayettc- 
ville. 

It  is  my  desire  to  contact  personally  each  Coun- 
ty Medical  Society  within  the  District  when  it  is 
possible  to  do  so  and  to  assure  each  and  every 
member  of  the  house  of  delegates  from  our  com- 
ponent Medical  Societies  of  my  earnest  interest  in 


your    particular    County    Medical    Society    and    my 
willingness  to  cooperate  in  any  way  that  I  may. 

hugh  a.  McAllister,  m.d. 

Councilor 

Sixth   Medical   District 

The  Orange  County  members  of  the  Durham- 
Orange  County  Medical  Society  request  that  they 
be  allowed  to  form  a  Society  of  their  own.  This 
request  was  transmitted  to  the  Executive  Com- 
mittee of  the  State  Medical  Society  at  its  meeting 
in   Raleigh  in   March   and   was   approved. 

Dr.  Magnuson  of  the  School  of  Public  Health 
has  requested  a  clarification  of  the  status  of  public 
health  officers  regarding  State  and  National  dues. 
This  matter  was  referred  to  the  Executive  Com- 
mittee. ,. 

No    other    matters    have    been    referred    to    the 
Councilor  from   the   component   County    Societies. 
ARTHUR  H.  LONDON,  JR.,  M.D. 
Councilor 

Seventh   Medical  District 

There  has  been  a  gratifying  spirit  of  harmony 
and  ethical  relationship  among  the  physicians  of 
the  Seventh  District  this  year.  I  have  visited  most 
of  the  county  societies  at  regular  meetings  and 
have  found  the  programs  instructive  and  enjoy- 
able. 

Members  of  the  Stanly-Montgomery  Society 
unanimously  voted  to  dissolve  their  organization 
and  in  lieu  thereof  to  establish  two  separate  coun- 
ty societies.  This  action  has  received  the  approval 
of  the  Councilor  and  the  State  Society  Executive 
Committee,  and  the  separation  has  been  accom- 
plished. ,  . 

The  members  of  the  Cleveland  Medical  Societv 
asked  me  to  speak  at  one  of  their  regular  meetings 
in  February — which  was  also  attended  by  officials 
of  the  Cleveland  County  nursing  profession — rela- 
tive to  the  matter  of  the  giving  of  hypodermics 
and  other  medications  by  registered  nurses,  prac- 
tical nurses,  and  other  unauthorized  persons  in 
Cleveland  County,  several  instances  of  such  prac- 
ticing of  medicine  without  license  having  been 
reported. 

I  read  to  them  the  North  Carolina  laws  concern- 
ing such  practices  and  discussed  the  whole  matter 
in  detail  with  those  present.  I  concluded  that  there 
had  been  no  wilful  violations  of  the  law.  There 
was  no  evidence  that  any  such  unauthorized  person 
had  received  remuneration  for  such  activities.  I 
suggested  that  the  nurses  present  take  steps  to 
ston  this  practice  among  all  nurses  over  whom 
they  had  control  and  suggested  to  the  members  of 
the  societv  that  the  cooperation  of  the  druggists 
of  that  county  be  secured.  Doubtless,  the  exigencies 
of  a  rushed  practice  necessitating  the  delegation 
of  some  work  by  the  physician  has  been  respon- 
sible  for  this   situation. 

The  series  of  postgraduate  clinics  and  lectures 
arranged  by  the  University  of  North  Carolina  Ex- 
tension Division  given  at  the  Country  Club  in 
Shelby  were  well  attended,  and  the  feeling  in  gen- 
eral is  that  they  were  very  instructive  and  valu- 
able. We  were  'fortunate  in  having  speakers  of 
national    reputation   to    conduct   the    programs. 

The  district  meeting  was  held  in  Concord  and 
Kannapolis  and  was  very  instructive  and  helpful 
and  well  attended. 

Mr  Harry  E.  Northam,  the  Executive  Secretary 
of  the  American  Association  of  Physicians  and 
Surgeons,  addressed  the  regular  meeting  of  the 
Mecklenburg  Countv  Medical  Society  on  4  October, 
and  as  a  result  of  this  and  other  activities  of  the 
A.A.P.S.  a  great  many  members  have  been  re- 
cruited for  that  organization  in  this  area. 

L.  A.  CROWELL,  JR.,  M.D. 
Councilor 
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Eighth  Medical  District 

Things  are  going  smoothly  in  the  Eighth  District. 
The  meetings"  have  been  well  attended,  and  have 
been  held  regularly.  Nothing  has  occurred  which 
demands  the  action  of  the  Medical  Society  of  the 
State  of  North   Carolina. 

Two  Eighth  District  Society  meetings  have  been 
held.  Last  fall  the  Leaksville  doctors  presented  an 
excellent  program.  It  was  well  attended.  This 
spring  the  doctors  of  Asheboro  presented  an  out- 
standing program. 

Your  Councilor  attended  the  meetings  of  the  Ex- 
ecutive Committee  of  the   State   Society. 

At  the  request  of  the  State  Society,  the  Coun- 
cilor has  attempted  to  influence  Senators  Hoey  and 
McClellan  to  vote  against  President  Truman's  re- 
organization of  Plan  #1. 

An  attempt  was  made  to  clarify  to  the  component 
societies  in  this  district,  the  A.M. A.,  and  State 
Society  dues. 

This  office  has  furnished  information  about  va- 
rious doctors  and  hospitals  to  the  State  Board  of 
Medical  Examiners,  the  American  Medical  Associa- 
tion, and  the  State  Society. 

J.  H.   McNEILL,  M.D. 
Councilor 

Ninth   Medical   District 

The  annual  meeting  of  the  Ninth  District  Med- 
ical Society  was  Thursday,  September  22,  1949.  in 
Lenoir,  N.  C,  with  about  one  hundred  and  fifty 
doctors  in  attendance. 

The  officers  for  1949 — Dr.  Clyde  R.  Hedrick, 
President,  and  Dr.  Charles  M.  Kendrick,  Secretary, 
were  called  to  the  chairs.  Officers  for  1950  were 
elected  with  the  following  being  named: 

Dr.  L.  H.  Robertson,  of  Salisbury,  N.  C. — Pres- 
ident-elect. 

Dr.  B.  Lewis  Field,  of  Salisbury,  N.  C. — Secre- 
tarv-elect. 

The  afternoon  session  was  given  to  Scientific 
Program — "Coronarv   Artery  Heart   Disease." 

'Anatomy  and  Phvsiology  of  Coronary  Artery 
Circulation'  bv  Dr.  Eugene  A.  Steed,  Jr.,  Professor 
Medicine,    Duke    University. 

'Angina  Pectoris  and  Cardiac  Failure,  Due  to 
Coronary  Sclerosis'  by  Dr.  Robert  L.  McMillan. 
Associate  Professor  Clinical  Medicine,  Bowman 
Grav  Medical  School. 

'Coronarv  Thrombosis,  Diagnosis  and  Treat- 
ment' by  Dr.  Edward  C.  Orgain,  Assistant  Clinical 
Medicine,   Duke  University. 

Round  table  discussion  and  open  forum  with 
many  doctors  participating  followed  the  scientific 
program. 

At  7  o'clock  P.M.  there  was  a  bannuet  for  mem- 
bers, Auxiliary  and  guests,  followed  by  program 
and  entertainment. 

1.  The  Newton  Hospital  was  investigated,  and 
found  to  be  charging  10 fr  of  doctors'  fees 
for  collecting.  This  is  a  "kickback"  to  Hos- 
pital from  Doctors.  It  was  reported  to  the 
Executive  Committee,  and  appropriate  action 
was  taken. 

2.  Rowan  Memorial  Hospital,  of  Salisbury,  N. 
C,  has  been  setting  a  fee  for  admission  to 
the  Staff — $250.00  for  a  general  man.  and 
$500.00  for  a  specialist,  This  has  also  been 
reported  and  appropriate  action  taken. 

Other  than  the  two  above  reported  conditions 
everything  is  running  smoothly,  and  to  my  knoM- 
edge*  there  are  no  irregularities  or  mal-practices  in 
the  Ninth  District. 

The   1950   annual   meeting  will   be   held   in    Salis- 
bury,   N.    C,    on    Thursday.    September    28th. 
IRVING  E.   SHAFER,  M.D. 
Councilor 


Tenth  Medical  District 

I  have  no  lengthy  report  from  my  District. 

First,  during  December,  1949,  I  made  a  hospital 
inspection  of  Williams  Clinic  at  Spruce  Pine  in 
Mitchell  County,  at  the  request  of  The  Council  on 
Education  and  Hospitals  of  the  American  Medical 
Association. 

Again  in  January,  I  also  did  the  same  job  for 
Berry-Gouge  Clinic  in  Bakersville,  also  in  Mitchell 
County. 

My  visits  to  the  various  County  Societies  for  this 
year  have  had  to  be  curtailed  because  of  an  injury 
I  received  in  a  railroad  accident  at  Newton,  N.  C, 
on  September  19,  1949,  while  returning  home  from 
attending  a  meeting  of  the  Executive  Committee. 
This  slowed  me  down;  I  was  out  of  the  picture  for 
about  10  weeks. 

The  affairs  of  my  District  are  in  good  shape;  all 
of  our  men  are  working  and  the  response  of  all 
of  them  to  any  request  I  make  is  marvelous. 

In  October,  1949,  we  had  our  10th  District  Med- 
ical Society  meeting  at  Brevard,  N.  C,  where  we 
had  about  100  in  attendance;  the  doctors  of  Tran- 
sylvania County  did  themselves  well  in  taking  care 
of  us  and  our  wives. 

In  April,  1950,  we  held  our  Spring  meeting  of  the 
10th  District  at  Canton,  N.  C,  and  here,  too,  we 
had  100  in  attendance,  and  the  Canton  doctors  did 
a  swell  job  also.  Everybody  had  a  good  time  at 
both  of  these  meetings  and  in  my  report  at  both, 
as  Councilor,  I  tried  to  lay  stress  on  the  import- 
ance of  our  standing  pat  with  our  organizations, 
both  State  and  AMA.  I  have  also  urged  our  men 
to  furnish  full  cooperation  in  our  Insurance  Pro- 
gram  when   they   are   approached. 

It  has  been  my  privilege  to  be  invited  to  Greene- 
ville,  S.  C,  on  December  9,  1950,  and  to  Spartan- 
burg, S.  C,  on  April  25th,  1950.  While  this  was 
out  "of  our  State,  I  feel  that  I  was  invited  because 
I  am  Councilor  of  our  District  here,  and  not  be- 
cause of  personal  reasons. 

I  know  of  no  discord  or  disturbing  element  in  my 
District. 

WILLIAM  A.   SAMS,  M.D. 
Councilor 

On  Motion  of  Dr.  James  H.  McNeill,  regularly 
seconded,  the  reports  of  the  ten  Councilors  were 
adopted. 

Annual    Report    of    Committees    to   The 

House  of  Delegates 

May  1,  1950. 

Committee  on  Professional  and  Hospital  Relations 

This  committee  was  established  in  1949  by  your 
President,  Dr.  G.  W.  Murphy,  in  accordance  with 
the  recommendations  of  the  American  Medical  As- 
sociation. The  functions  of  the  committee  are: 

1.  To  investigate  and  solve,  if  possible,  charges 
of  unethical  practices  against  a  hospital  by 
a  physician,  or  of  a  hospital  against  a  phy- 
sician. 

2.  To  investigate  all  complaints  relative  to  the 
unethical  and  illegal  corporate  practice  of 
medicine. 

The  committee  has  been  actively  engaged  in  try- 
ing to  solve  some  of  the  difficult  hospital-physician 
problems  that  have  come  to  our  attention.  We  have 
had  three  committee  meetings,  two  meetings  with 
the  Executive  Council,  and  one  meeting  with  the 
House  of  Delegates  of  the  North  Carolina  State 
Society. 

The  following  complaints  have  come  to  the  com- 
mittee against  certain  hospitals  in  the  State.  All 
of  these  complaints  involve  efforts  of  the  hospital 
to  control  the  practice  of  medicine  and  to  make  a 
net  profit  on  the  professional  fees  of  its  staff 
members. 
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1.  Compulsory  collection  service  plans  for  col- 
lection of  professional  fees  by  the  hospital, 
in  which  the  hospital  retains  such  a  per-cent 
of  the  fee,  as  to  yield  a  net  profit  to  the 
hospital. 

2.  The  initiation  fee  plan  whereby  a  newly 
elected  member  must  pay  from  $150  to  $500 
to  the   hospital   for   staff  privileges. 

3.  A  hospital  deficit  plan  in  which  the  profes- 
sional staff  must  pay  any  annual  deficit  in- 
curred  by  the  hospital. 

4.  The  donation  scheme  which  requires  staff 
members  to  donate  to  the  hospital  annual 
sums  of  money. 

5.  A  scheme  whereby  staff  members  are  pro- 
hibited from  collecting  professional  fees  from 
certain  ward  patients,  yet  professional  fees 
are  collected  by  the  hospital  and  appropri- 
ated to  its  own  use,  for  professional  service 
rendered  by  staff  members. 

Some,  but  not  all,  of  these  charges  have  been 
thoroughly  investigated  by  the  committee  and 
found  to  be  true.  In  those  investigated,  attempts 
were  made  to  settle  them  by  friendly  negotiation 
at  local  levels.  All  efforts  to  do  this  proved  to  be 
fruitless.  Your  committee  then  transmitted  all  facts 
in  specific  instances,  with  certain  recommendations, 
to  the  Executive  Council  of  the  State  Society.  The 
Council  promptly  adopted  appropriate  resolutions 
to  cope  with  these  problems. 

Available  data  clearly  indicate  that  hospital  in- 
cursions into  medical  practice  are  varied,  long 
standing,  and  spreading.  For  years  only  a  few  spe- 
cial groups  have  been  subjected  to  pressure  by 
the  hospital,  and  unfortunately  were  forced  to 
agree  to  hospital   control. 

It  appears  now  that  the  hospital  strategy  of  the 
past  to  "isolate  and  conquer"  has  been  abandoned 
for  a  more  ambitious  plan  to  engulf  the  entire 
staff,  and  force  them  to  pay  tribute  to  the  hos- 
pital, under  threat  of  denying  them  hospital  facil- 
ities. 

This  threat  of  being  denied  staff  membership  is 
a  potent  weapon.  The  medical  profession  cannot 
hope  to  win  its  battle  against  hospital  domination 
unless  it  remains  both  firm  and  united  in  its  op- 
position to  all  such  hospital  policies. 

Because  of  this  serious  threat  by  some  hospitals 
to  dominate  and  control  both  the  finances  and  pol- 
icies of  medical  practice,  your  committee  begs  to 
make   the  following    recommendations: 

1.  That  the  Professional  and  Hospital  Relations 
Committee  be  made  a  permanent  committee 
of  the   State   Medical    Society. 

2.  That  this  committee  be  enlarged  by  the  ap- 
pointment of  a  member  of  the  committee 
from  each  of  the  ten  medical  districts. 

3.  That  each  county  society  be  urged  to  estab- 
lish a  Professional  and  Hospital  Relations 
Committee  to  cooperate  with  the  State  So- 
ciety  Committee. 

J.    P.   ROUSSEAU,    M.D., 
Chairman 
A.    C.    AMBLER,    M.D. 
T.   H.  BYRNES,   M.D. 
R.    0.    LYDA,    M.D. 
C.   T.   SMITH,   M.D. 

Report  adopted  by  the  House  of  Delegates,  May 
1,  1950. 
Grievance  Committee 

The  Committee  was  designated  to  study  and 
make  recommendations  on  a  structure  to  function 
in  improving  ethics  and  relations  with  the  public. 
The  Committee  is  recommending  the  establishment 
of  a  "Grievance  Committee"  as  provided  in  the 
following  revision  of  the  By-Laws  of  the  State 
Society: 


By-Laws,  Chapter  IX,   Sec.   4 

The  Executive  Council  shall  have  supreme 
charge  of  all  questions  of  ethics  and  discipline  of 
members.  It  shall  decide  for  this  Society  all  ques- 
tions of  ethics,  discipline,  or  right  to  membership 
submitted  to  it  by  the  Grievance  Committee.  The 
Executive  Council  shall  interpret  the  Constitution 
and  By-Laws  of  the  Society  and  shall  have  power 
to  establish  rules  of  procedure  to  govern  all  cases 
within  its  jurisdiction.  An  appeal  from  the  Execu- 
tive Council  may  be  submitted  only  to  the  Judicial 
Council  of  the  American  Medical  Association  in 
matters  over  which  that  body  has  jurisdiction. 
Chapter  X,   Sec.   10 

a.  The  Grievance  Committee  shall  be  composed 
of  the  five  most  recent  available  past  presidents  of 
the  State  Medical  Society;  with  such  additions  as 
the  Executive  Council  may  determine  necessary 
and  advisable. 

b.  The  oldest  member,  in  point  of  service,  shall 
serve  as  chairman  of  the  Committee;  a  vice  chair- 
man and  a  secretary  shall  be  elected  from  its 
members. 

c.  The  Committee  shall  have  power  to  form- 
ulate rules  to  govern  matters  within  its  jurisdic- 
tion. After  approval  by  the  Executive  Council,  such 
rules  shall  be  published  in  the  NORTH  CAROLINA 
MEDICAL  JOURNAL,  and  shall  be  binding  upon 
all  members  within  ten  days  after  publication. 

d.  The  current  edition  of  the  "Principles  of 
Medical  Ethics  of  the  American  Medical  Associa- 
tion," as  interpreted  by  the  Executive  Council  of 
the  State  Medical  Society,  shall  be  the  final  stand- 
ard by  which  all  professional  conduct  is  deter- 
mined. 

e.  The  Grievance  Committee  shall  supervise  the 
ethical  deportment  of  the  membership  of  the  So- 
ciety, shall  make  periodic  recommendations  for 
improvement  of  professional  conduct,  _  and  shall  re- 
ceive and  investigate  complaints  against  any  phy- 
sician that  may  be  preferred  in  writing  and  signed 
by  any  person,  lay  or  professional.  It  may  at  any 
time  advise  any  member  of  the  Society  on  any  mat- 
ter  pertaining   to    professional    conduct. 

f.  The  Committee  will  receive  evidence  and  pass 
its  own  judgment  upon  it,  and  will,  if  possible,  try 
to  settle  complaints  amicably,  but  it  will_  not  as- 
sume authority  to  discipline  any  physician.  It 
shall  file  charges  against  any  physician  deemed 
by  the  Committee  guilty  of  unethical  conduct. 
These  charges  may,  in  the  discretion  of  the  Com- 
mittee, be  filed  direct  with  the  Executive  Council 
of  the  State   Society. 

g.  No  member  of  the  Grievance  Committee  may 
participate  in  the  deliberation  of  questions  concern- 
ing the  conduct  of  a  physician  living  in  the  juris- 
diction of  that  member's  county  society.  The  vice 
chairman  shall  preside  in  all  cases  involving  a 
member  of  the  chairman's  county,  and  shall  act  as 
secretary  in  all  cases  involving  the  secretary's 
county.  Any  member  against  whom  an  accusation 
is  made  will  be  informed  that  the  member  of  the 
Committee  living  in  his  county  will  not  be  present 
during  the  hearing  of  his  case.  If  the  accused  phy- 
sician is  willing,  however,  the  acting  chairman,  in 
order  to  expedite  proceedings,  may  instruct  the 
Committee  member  living  nearest  the  accused  to 
undertake  preliminary  investigation,  obtain  in- 
formation,  and  report  to   the   Committee. 

h.  The  Grievance  Committee  shall  have  the 
authority  to  summon  members  of  the  Society  to 
appear  before  it,  either  to  answer  complaints  or  as 
witnesses  in  cases  involving  other  members.  Any 
member  failing  to  respond  to  such  summons  may 
be  cited  before  the  Executive  Council  for  contempt 
proceedings. 

i.  Unless  in  a  given  case  the  Committee  deter- 
mines that  verbatim  testimony  should  be  taken,  no 
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person  other  than  Committee  members  and  any 
witness  then  being  heard  shall  be  admitted  to  any 
part  of  its  proceedings  when  a  complaint  is  being 
considered.  Should  the  Committee  deem  it  neces- 
sary to  take  verbatim  testimony,  it  may  employ  a 
competent  shorthand  reporter  who  shall  be  sworn 
to  secrecy.  No  regular  employee  of  the  Society  may 
be  permitted  to  take  notes  or  minutes  in  such 
matters. 

j.  The  Committee  shall  keep  all  complaints  in 
professional  confidence.  Any  complainant  unwilling 
to  appear  personally  before  the  Committee,  how- 
ever, may  be  told  that  such  unwillingness  handi- 
caps the  Committee  in  its  investigation.  Every 
complainant  invited  to  appear  before  the  Commit- 
tee shall  be  assured  that  his  apnearance  and  the 
origin  of  his  complaint  will  be  kept  confidential; 
provided,  however,  that  should  any  form  of  prose- 
cution result,  the  Committee  must  of  necessity  re- 
veal the  names  of  essential  witnesses,  even  though 
the  complainant's   name   be   included. 

k.  The  secretary  of  the  Committee  shall 
acknowledge  receipt  of  all  complaints  in  writing. 
In  consultation  with  the  chairman,  he  shall  ar- 
range for  meetings  of  the  Committee  as  often  as 
necessary,  and  shall  notify  all  persons  concerned 
of  meeting  places  and  dates.  He  shall  keep  the 
chairman  informed  as  to  the  progress  of  investi- 
gations conducted  between  meetings  of  the  Com- 
mittee. 

I.  When  the  chairman  is  informed  by  the  secre- 
tary of  a  new  complaint,  he  shall  decide  whether  it 
should  be  investigated  by  the  whole  Committee  or 
by  one  or  more  individual  members.  In  most  cases 
he  may  designate  one  or  two  members  to  under- 
take   a    preliminary   informal    investigation. 

m.  When  such  an  informal  investigation  has 
convinced  the  chairman  and  at  least  one  other 
member  of  the  Committee  that  no  disciplinary 
action  is  indicated  and  when  both  the  complainant 
and  the  phvsician  involved  agree  to  accept  the 
advice  of  the  appointed  group,  their  advice  and 
suggestions  shall  be  reduced  to  writing,  and  copies, 
siened  by  the  acting  chairman,  shall  be  furnished 
both  the  complainant  and  the  phvsician  concerned. 
n.  When  such  an  informal  investigation  con- 
vinces anv  disinterested  member  of  the  Commit- 
tee that  disciplinary  action  is  indicated,  the  entire 
Committee,  except  the  member  whose  county  is 
involved,  shall  meet  to  consider  the  matter  form- 
ally, and  further  action  shall  be  determined  by  the 
majority  vote  of  those  present. 

o.  When,  after  investigation  and  attempts  to 
effect  amicable  settlement,  the  Committee  is  un- 
able to  reconcile  differences  over  fees  charged  bv 
a  member  of  the  Society,  the  Committee  shall  by 
a  majority  vote  to  determine  the  fee  which  it  deems 
fair  and  proper.  If  the  Society  member  shall  agree 
to  the  amount  so  fixed  and  fail  to  abide  bv  his 
agreement,  the  Committee  shall  cite  him  before 
the  Executive  Council  for  contempt  nroceedinss. 
Failure  of  the  member  to  agree  to  the  fee  fixed  bv 
the  Committee  shall  constitute  grounds  for  pre- 
ferring  charges   of   unprofessional    conduct. 

p.  When  the  Committee  determines  to  file 
charges  against  a  member  of  the  Societv  with 
either  the  board  of  censors  of  a  county  society  or 
the  Executive  Council,  the  charges  shall  b°  re- 
duced to  writing  and  filed  over  the  handwritten 
signatures  of  two  officers  of  the  Committee  a^d 
1he  typed  signatures  of  all  other  members  of  th» 
Committee  who  have  taken  part  in  the  proceedings. 
If  it  is  determined  that  disciplinary  charges  should 
be  filed  against  a  doctor  who  is  not  a  member  of 
the  State  Society,  but  that  the  evidence  do°s  not 
iustifv  proceedings  before  the  State  Board  of  Med- 
ical Examiners,  the  Committee  shall  reduce  its 
findings  to  writing,  and,  subject  to  advice  of  legal 


counsel,  shall  notify  the  physician  concerned  of  its 
findings.  A  copy  of  the  notice  shall  be  filed  with 
the  executive  office  of  the  State   Society. 

q.  Both  the  original  complainant  and  the  ac- 
cused physician  shall  be  furnished  with  a  written 
statement  of  the  final  decision  of  the  Committee 
r.s  soon  as  possible  after  the  completion  of  an 
investigation,  whether  (1)  the  Committee  considers 
the  case  closed  or  (2)  decides  to  file  charges  with 
a  judicial  body. 

r.  Immediately  after  each  meeting  of  the  whole 
Committee,  its  officers  shall  prepare  and  deliver  to 
the  executive  office  of  the  State  Society  a  brief 
memorandum,  suitable  for  publication  in  the  North 
Carolina  Medical  Journal,  concerning  any  non- 
secret  action  taken  or  general  conclusions  reached 
concerning  ethical  deportment  within  the   Society. 

s.  Officers  of  the  Committee  shall  keep  appro- 
priate and  sufficient  records  of  all  its  final  actions, 
other  than  confidential  matters,  and  shall  make 
an  annual  report  and  recommendations  to  the 
House   of   Delegates. 

t.  The  expenses  of  the  Orievance  Committee 
shall  be  provided  for  by  the  Executive  Council.  Its 
members  shall  be  reimbursed  for  traveling  and  liv- 
ing expenses  incurred  in  fulfilling  their  duties  as 
members   of  the   Committee. 

u.  The  Committee  shall  hold  meetings  as  often 
ps  necessary,  and  at  a  place  most  convenient  for 
the  members. 

The  establishment  of  a  Grievance  Committee 
shall  be  given  full  publicity  so  that  the  people  of 
the  state  may  be  made  aware  of  its  existence  and 
of  its  functions. 

WINGATE  M.  JOHNSON,  M.D., 
Chairman 
TSAAC    MANNING.    M.D. 
DONALD   B.   KOONCE,    M.D. 

On  motion  offered  by  Dr.  B.  0.  Edwards,  s«v 
ended  by  Dr.  O.  N.  Smith,  and  carried,  the  estab- 
lishment of  a  Committee  on  Grievances  as  a  pro- 
vision of  the  Constitution  and  By-Laws  was  adopted 
by  the  House  of  Delegates,  May  1,  1950. 

Committee   on    a    Practical    Medical 
Educational    Curriculum 

The  Committee  has  had  two  meetings,  one  of 
which  was  attended  bv  all  members,  the  other  by 
two  of  the  three  members.  It  has  planned  another 
meeting  before  the  annual  meeting  of  the  Society 
in  May,  1950.  The  committee  has  endeavored  to 
further  study  medical  education  as  it  exists  in  the 
United  States.  Members  of  the  committee  have 
visited  and  inspected  seven  medical  schools  and 
plan  to  visit  three  more  before  the  annual  meeting 
of   the    Society. 

The  committee  was  represented  in  Colorado 
Springs  in  November,  1949,  at  the  annual  meeting 
of  the  Association  of  American  Medical  Colleges 
and  was  at  the  Second  annual  Meeting  of  Physi- 
cians and  Schools  in  Highland  Park,  Illinois,  in 
October,  1949.  The  latter  came  under  a  special 
assignment  by  the  president  of  the  Society,  and 
a  separate  report  of  this  meeting  has  already  been 
made. 

All  lay  magazines,  periodicals  and  newspapers 
have  been  carefully  scrutinized  by  the  committee 
and  all  references  to  medical  education  read  and 
digested.  The  lay  public  is  most  convincing  in  its 
argument  that  there  is  a  shortage  of  doctors  with 
the  percentage  of  General  Practitioners  to  special- 
ists way  out  of  proportion.  It  is  further  the  opinion 
of  the  lay  public  that  medical  education  is  too 
long  and  too  expensive.  With  few  exceptions,  we 
have  not  seen  evidence  of  the  lay  public's  knowing 
anything  about  the  number   of   applications   yearly 
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and  the  number  of  admissions  to  medical  schools. 
However,  in  private  conversations  with  numbers 
of  lay  people,  the  members  of  the  committee  have 
raised  this  question  and  the  public  is  simply 
astounded.  They  have  repeatedly  said  that  if  there 
are  so  many  applicants  whv  do  medical  schools  not 
give  us  more  doctors.  Incidentally,  the  committee 
feels  that  lay  criticism  of  the  profession  at  large 
has  not  increased  since  this  last  report.  There  are 
many  instances  brought  to  the  attention  of  the 
committee  where  localities  are  advertising  for  doc- 
tors. The  most  recent  one  being  observed  todav 
where  a  town  of  1500  had  no  doctor  and  while  it 
was  not  stated  in  the  advertisement,  we  feel  sure 
that  it  was  a  General  Practitioner  they  wanted. 
Three  articles  have  been  written  and  three  speeches 
made  by  various  members  on  education.  The  com- 
mittee has  consulted  with  not  less  than  3  or  4  pres- 
idents, 8  or  10  deans,  and  a  score  of  medical  edu- 
cators, besides  corresponding  with  a  larger  number 
of  members  of  the  profession.  It  is  very  encour- 
aging to  your  committee  to  learn  that  the  edu- 
cators no  longer  argue  that  there  is  not  a  scarcity 
of  physicians,  they  no  longer  argue  that  it  is  t>oor 
distribution  instead.  They  readily  admit  that  there 
is  an  over-supply  of  specialists  in  practically  all 
fields  of  medicine.  They  say  quite  frankly  that  they 
all  intend  to  increase  the  enrollment  and  many 
have  done  so,  but  not  enough.  Of  those  coming  to 
the  attention  of  the  committee,  we  have  not  failed 
to  find  a  single  medical  school  that  did  not  admit 
s  few  more  unless  that  medical  school  was  alreadv 
doing  its  utmost  in  the  matter  of  enrollment;  such 
as  a  school  that  admits  four  classes  a  year.  How- 
ever, no  school  has  decided  to  double  its  admissions, 
but  we  learned  authentically  that  one  medical 
school  was  offered  a  grant  of  $5,000,000.00  from 
a  philanthropic  foundation  if  it  would  double  its 
enrollment  of  students.  We  also  learned  that  a 
state  university  was  granted  by  its  legislature  all 
funds  that  the  school  requested  with  the  uroviso 
that  they  double  their  output  of  doctors.  We  feel 
that  this  is  encouraging  because  it  shows  that  both 
philanthropic  minds  as  well  as  political  minds  are 
bringing  strong  pressure  to  bear  and  nressure  where 
there  is  money  to  make  itself  felt.  It  is  also  very 
encouraging  to  the  committee  that  all  medical  edu- 
cators are  so  very  courteous  and  willing  to  listen 
to  argument  in  regard  to  medical  education,  par- 
ticularly the  method  of  admitting  students  into 
medical  school  and  the  curriculum  in  regard  to 
preparing   men    for   general    practice. 

However,  there  must  be  some  bitter  with  the 
sweet.  It  is  most  discouraging  and  disheartening 
to  find  that  more  than  one  of  the  leaders  in  the 
medical  schools  have  made  the  statement  that  they 
do  not  have  confidence  in  the  -promise  of  a  boy 
that  he  will  do  general  practice  for  5  years  before 
specializing.  The  committee  is  fearful  that  this 
oninion  is  by  far  too  prevalent.  It  cannot  but  make 
the  observation  that  if  these  professors,  after 
teaching  medical  students  from  four  to  six  years, 
have  failed  to  have  confidence  in  their  integrity, 
there  is  something  vitally  wrong.  The  committee 
wonders  if  that  something  could  be  the  fact  that 
not  sufficient  credit  is  given  by  the  admissions 
committee  to  the  honorable  character  of  students 
admitted.  If  this  is  not  true,  then  could  it  be  pos- 
sible that  during  medical  education,  either  by  line 
upon  line,  or  precept  upon  precept,  consciously  or 
unconsciously,  the  members  of  the  faculty  have 
taught  the  medical  student  that  integrity  is  some- 
thing that  you  use  when  it  meets  your  convenience 
and  forget  when  it  does  not.  Another  bitter,  added 
to  the  sweet,  is  that  few  medical  educators  will 
admit  that  research  work  is  over-emphasized  in 
the  under  graduate  medical  course.  There  are. 
however,  a  few  who  make  bold  to  say  that  it  is  and 


several  of  them  have  told  one  committeeman  a  few 
things  that  the  committee  did  not  know.  For  in- 
stance, one  said  that  a  professor  in  a  medical 
school  was  sought  by  all  teaching  institutions,  not 
primarily  on  his  ability  to  teach,  but  his  reputation 
as  a  researcher,  and;  young  teachers  are  promoted 
by  school  authorities,  not  after  passing  upon  their 
teaching  ability,  but  rather  after  passing  on  their 
interest,  success,  and  hours  spent  in  research.  An- 
other educator  made  this  statement:  "It  is  only 
natural  that  the  teacher  realizing  that  his  future 
lies  in  his  research  accomplishments  will  spend 
more  time  in  this  phase  of  his  profession  than  he 
will  in  teaching."  The  argument  that  a  good  re- 
searcher is  a  good  teacher  because  he  can  stim- 
ulate curiosity  in  the  mind  of  the  student  is  a 
very  weak  argument  to  your  committee's  way  of 
thinking  and  it  is  believed  that  it  will  be  dropped 
very  soon,  just  as  the  statement  that  there  was 
not  a  shortage  of  physicians,  but  noor  distribution 
has  been  dronned  in  the  course  of  this  year.  One 
dean  made  this  statement.  He  intended  to  let  his 
faculty  decide  how  manv  students  they  would 
admit  because  they  were  the  ones  who  would  catch 
hell.  The  committeeman  pointed  out  that  if  any 
professor  felt  that  teaching  was  catching  hell,  he 
should   stop  teaching  altogether. 

In  regard  to  the  opinion  of  nrivate  practitioners, 
the  committee  has  found  the  definite  opinion  from 
its  investigation  that  95%  of  them  feel  that  the 
medical  schools  could  remedy  the  scarcity  of  gen- 
eral nractitioners  very  auickly  and  very  easily,  by 
admitting  759<  of  the  class  from  those  applicants 
who  sign  an  agreement  on  application  to  do  gen- 
eral practice.  They  do  not  agree  with  the  state- 
ment made  bv  so  many  of  the  medical  educators 
that  thev  could  not  increase  the  number  of  gradu- 
ates unless  they  have  many  more  thousands  of 
dollars.  They  state  emphatically  that  longer  hours 
of  teaching  would  not  create  such  a  terrible  over- 
load on  the  profession  as  the  educators  seem  to 
feel  it  would.  They  do  not  believe  that  any  of  the 
educators  teach  as  long  hours  as  they  themselves 
practice  their  profession.  This  fact  was  mentioned 
to  one  educator  who  happened  to  be  a  Ph.  D.  pro- 
fessor of  anatomy  and  he  violently  disagrees  with 
the  statement  claiming  that  he  started  lecturing 
at  eight  o'clock  in  the  morning  to  a  group  of  stu- 
dent nurses  and  next  to  a  group  of  interns.  The 
committeeman  pointed  out  that  as  professor  of 
anatomy  he  should  not  spend  his  time  teaching 
nurses;  that  this  certainly  could  be  done  bv  the 
residents  and  assistant  residents  and  that  the  in- 
terns had  recently  had  him  for  a  year  in  anatomy 
and  should  not  need  him  again  if  he  was  able  to 
teach  them  the  things  that  they  needed  to  know 
about  anatomy  at  the  bedside  during  their  first 
year.  It  is  heartening  to  note,  however,  that  this 
professor  within  the  last  weeks  voted  to  admit  two 
classes  yearly,  instead  of  one  as  the  school  had 
been  doing. 

The  inspection  of  physical  equipment  has  not 
changed  from  our  last  report.  Some  difficulty  has 
been  experienced  in  getting  the  exact  number  of 
seats  available  for  the  teaching  of  medical  stu- 
dents. Some  deans  claim  that  our  committee  should 
take  into  consideration  that  their  school  also 
teaches  nurses,  interns,  residents,  dental  students, 
and  pharmacy  students.  We  have  not  been  able  to 
find,  so  far,  any  dean  who  could  give  us  the  exact 
number  of  seats  or  laboratory  space  of  the  whole 
medical  school  and  what  time  each  was  assigned 
to  various  departments  enumerated  above.  We  hope 
to  put  this  in  our  final  supplementary  report,  be- 
cause we  are  asking  for  this  information  in  the 
form  of  a  questionnaire  which  we  hope  to  get  out 
in  a  few  days. 
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The  correspondence  increases  in  leaps  and 
bounds.  Many  doctors  are  writing  and  asking  for 
further  information  about  our  program  and  many 
comment  upon  the  meeting  for  such  a  study  and 
encourage  the  Medical  Society  of  the  State  of 
North  Carolina  through  its  committee  to  continue 
its  study  and  to  make  the  studies  available  to  a 
larger  number  of  people  who  are  in  strategic  posi- 
tions, such  as  presidents  of  colleges,  boards  of 
trustees,  finance  committees,  etc.  Some  have 
thought  more  should  have  been  published  in  the 
lay  press.  It  is  the  committee's  hope  that  we  can 
clean  our  own  back  yard  with  speeches  and  articles 
made  before  medical  audiences  and  presented  in 
medical  magazines  and  in  personal  contacts  with 
medical  school  authorities.  The  press  itself  has 
urged  the  chairman  to  make  known  to  them  any 
and  all  information  concerning  medical   education. 

The  committee  would  like  to  thank  the  Medical 
Society  of  the  State  of  North  Carolina  for  giving 
it  the  privilege  to  study  this  most  important  ques- 
tion of  medical  education  and  at  the  same  time 
the  opportunity  to  discuss  with  these  very  fine 
gentlemen,  who  are  dedicating  their  lives  to  med- 
ical  education,   such  important  questions. 

We  presume  that  the  House  of  Delegates  would 
like  to  know  something  of  the  responses  obtained 
from  the  report  that  was  mailed  to  the  deans  after 
the  study  last  year.  So  far  as  the  committee  is 
aware,  there  was  only  one  letter  that  was  uncom- 
plimentary and  this  from  the  dean  of  a  medical 
school  that  is  already  making  great  strides  in  in- 
creasing its  enrollment  so  that  we  feel  that  the 
criticism  did  not  come  from  the  heart,  but  rather 
from  the  inability  of  the  particular  dean  to  accept 
criticism  from  non-professional  groups.  The  com- 
mittee has  in  its  program  a  definite  visit  to  this 
medical  school  in  the  next  few  weeks,  and  we  are 
certain  that  there  will  not  be  the  same  feeling  ex- 
pressed after  our  visit.  Many  of  those  writing  in 
to  the  North  Carolina  Medical  Society  following 
the  report,  have  urged  continuation  of  the  study. 

The  Committee  would  like  to  make  the  follow- 
ing recommendations  to  the  House  of  Delegates: 

1.  That  continued  urging  be  made  upon  medical 
educators  to  increase  the  number  of  graduates, 
suggesting  that  either  two  classes  a  year  be  ad- 
mitted or  that  two  shifts  of  classes  be  taught  per 
day.  Neither  of  these  methods  would  call  for  more 
buildings   or  equipment. 

2.  That  75%  of  the  students  be  admitted  from 
those  who  had  voluntarily  written  into  their  appli- 
cation the  intention  of  doing  general  practice  for 
five  years  before  going  into  a  specialty  and  that 
the  post  graduate  schools  be  urged  to  adopt  a  plan 
of  admission  whereby  75%  of  their  students  would 
come  from  those  who  have  spent  five  years  in  gen- 
eral practice.  A  five  year  limited  license  granted 
by  the  medical  licensing  board  would  be  all  that 
is  necessary  to  control  the  five  year  period. 

3.  That'  medical  schools  incorporate  in  their 
curriculum  a  department  of  general  practice  to  be 
headed  by  a  general  practitioner  and  that  more 
local  private  practitioners  be  put  on  the  teaching 
staff  of  the  medical  schools. 

4.  That  the  Medical  Society  of  the  State  of 
North  Carolina  make  the  educational  committee 
one  of  its  standing  committees,  and  that  this  ques- 
tion be  further  studied  through  the  coming  years 
as  well  as  recommending  to  all  state  medical  soci- 
eties that  they  have  a  permanent  educational  com- 
mittee. 

5.  That  a  copy  of  this  report  be  sent  to  all 
presidents  and  the  deans  of  various  medical  col- 
leges in  the  United  States  and  presidents  of  State 
Medical   Societies   of  the   United    States. 

R.  B.  DAVIS,  M.D.,  Chairman 
K.   B.  PACE,  M.D. 
W    C.  BOSTIC,   M.D. 


On  motion  of  Dr.  A.  L.  Daughtridge,  seconded 
by  Dr.  B.  O.  Edwards,  and  carried,  the  Committee 
on  Practical  Medical  Educational  Curriculum  was 
discharged  with  the  thanks  and  commendations  of 
the  State  Society-House  of  Delegates,  May  1, 
1950. 

Report   on   the   Second    Annual    Meeting 

of  the   Physicians   and   Schools,   October,   1949 

This  is  a  report  of  the  second  national  conference 
on  physicians  and  schools  held  at  Highland  Park, 
Illinois.  This  conference  was  arranged  by  the 
A.M.A.  for  the  purpose  of  bringing  together  mem- 
bers of  the  medical  profession,  the  teaching  pro- 
fession, and  all  others  interested  in  good  health  of 
school  children.  There  were  164  delegates  present 
representing  115  different  organizations  and  agen- 
cies from  36  states  and  three  from  the  District  of 
Columbia.  There  were  35  consulting  experts  from 
the  field  of  public  health,  public  education,  and 
from  the  medical  profession.  The  group  was 
divided  into  four  sections  and  each  one  in  attend- 
ance worked  in  relays  in  the  various  sections.  Sec- 
tion I  represented  "The  Family  Physician  and 
School  Health  Services";  Section  II  represented 
"The  School  Physician  and  School  Health  Serv- 
ices"; Section  III,  "Inter-relationships  of  Depart- 
ments of  Education,  Departments  of  Health  and 
Medical  Societies  in  the  School  Health  Services"; 
and  Section  IV,  "Implementing  School  Health 
Services  at  the  State  and  Local   Level." 

Discussions  were  held  in  the  following  manner: 
We  were  given  a  pamphlet  with  a  number  of  prob- 
lems outlined.  Someone  would  make  a  motion  that 
problem  No.  2  be  discussed,  someone  else  would 
make  a  motion  that  problem  No.  5  be  discussed, 
someone  else  would  make  a  motion  that  problem 
No.  18  be  discussed.  The  discussion  leader  would 
then  take  a  vote  as  to  what  the  membership  felt 
was  of  the  most  importance.  This  then,  was  voted 
on  and  those  that  were  recommended  as  1,  2,  and 
3,  etc.,  were  discussed  in  that  order.  However,  we 
seldom  got  through  with  all  of  the  discussions,  but 
at  least  we  discussed  the  most  important  ones  first 
and  so  on  down  the  line.  It  was  very  evident  in  all 
of  the  sections,  or  work  periods,  that  cooperation 
between  the  government  officials,  educational  offi- 
cials, and  medical  profession  was  by  far  our  first 
problem.  It  was  pointed  out  time  and  time  again 
that  the  medical  profession  should  not  be  consid- 
ered just  as  an  examining  physician,  but  that 
they  should  be  regularly  and  legally  appointed 
physicians  carrying  the  dignity  and  responsibility 
and  authority  of  any  of  the  members  of  the  school 
board.  That  all  planning  for  health  activities  or 
any  phase  of  student  life  calculated  to  have  bear- 
ing on  the  future  mental  and  physical  well-being 
of  the  student  should  be  discussed  at  length  and 
plans  made  only  after  careful  consideration  had 
been  given  to  the  school  physicians'  suggestions 
concerning  the  health  problems  for  the   student. 

It  is  significant,  and  hard  to  realize,  that  in  the 
United  States  there  are  some  1500  counties  in 
which  no  school  health  services  at  all  are  rendered. 
When  this  matter  was  discussed,  it  was  pointed  out 
very  definitely  that  the  reason  for  this  dilemma 
was  for  the  lack  of  personnel  in  the  form  of  doc- 
tors, nurses,  and  qualified  educators. 

Those  outside  the  medical  profession  discussing 
the  school  health  program  emphasized  the  fact  that 
they  realized  fully  the  difficulty  in  getting  the  phy- 
sicians to  give  sufficient  time  to  be  on  the  good 
health  program  in  the  school  since  the  number  of 
physicians  that  were  available  were  so  very  few. 

It  was  their  hope,  expressed  repeatedly,  that  we 
might  have  enough  family  physicians  in  the  coun- 
try so  that  those  physicians  who  are  best  qualified 
to  examine  and  treat  school  children  from  the 
families   in  their  communities   would   do   so   rather 
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than  rely  on  just  a  full  time  school  doctor.  They 
realized,  however,  that  in  order  to  get  sufficient 
family  doctors,  it  would  be  necessary  for  them  to 
get  more  general  practitioners.  The  whole  confer- 
ence went  on  record  at  their  final  meeting,  when 
all  of  the  work  shops  reported,  requesting  medical 
schools,  dental  schools,  and  nursing  schools  to 
enroll  larger  classes  and  produce  more  graduates. 

There  was  also  strong  discussion  about  how  to 
get  the  cooperation  of  the  medical  profession.  It 
was  recommended  that  all  county  medical  societies 
appoint  a  school  committee  which  would  act  as  a 
liaison  group  between  the  school  authorities  and 
county  medical  society.  This  seemed  to  be  one  of 
the  answers  to  many  problems  that  were  pre- 
sented. 

It  was  pointed  out  that  a  screening  test  was 
very  necessary,  but  that  a  single  satisfactory 
screening  was  rather  hard  to  settle  upon.  It  is  this 
delegate's  opinion,  after  listening  to  all  of  the  dis- 
cussions, that  for  the  present  at  least,  we  must 
rely  upon  trained  teachers  and  R.  N.'s  to  give  the 
screening  test  so  that  the  highly  valuable  doctor's 
time  can  be  given  to  those  who  are  known  to  have 
a  defect  or  disease,  such  as  malnutrition,  nervous- 
ness, poor  vision,  defective  hearing,  and  obvious 
glandular  disturbances,  as  well  as  those  who  are 
mentally  retarded.  A  very  large  majority  of  these 
children  could  be  picked  out  by  a  teacher  educated 
in  child  psychology  or  by  a  graduate  nurse.  In  this 
connection,  it  was  pointed  out  that  the  premedical 
training  of  physicians  could  well  take  up  the  study 
of  human  behavior,  child  psychology,  parent-child 
relationship,  family  living,  growth  and  develop- 
ment, and  sociology.  It  was  also  pointed  out  in  the 
meeting  that  the  teachers  were  over-loaded  and 
that  while  it  would  not  come  directly  under  this 
conference,  that  great  thought  should  be  given  to 
the  teaching  load  of  those  in  the  teaching  profes- 
sion. There  was  a  discussion  as  to  what  the  rela- 
tionship between  the  full  time  school  physician 
and  family  physician  should  be.  It  was  definitely 
the  opinion  of  the  group  that,  where  possible,  the 
child  should  be  sent  from  the  screening  test  back 
to  his  physician  who  would  examine  him  carefully 
and  institute  treatment.  Only  where  the  family 
could  not  afford  to  obtain  the  services  of  a  family 
doctor,  would  the  school  physician  take  charge,  and 
even  then,  should  keep  the  family  doctor  appraised 
of  the  diagnosis  and  treatment  of  the  child. 

It  was  definitely  stated  that  the  school  physi- 
cians should  be  considered  as  medical  advisors 
rather  than  medical   inspectors. 

Another  thing  of  interest  was  that  great  empha- 
sis was  placed  upon  the  fact  that  any  health  pro- 
gram set  up  on  a  national  basis  would  be  most 
impractical  and  nearly  impossible  in  many  of  the 
localities.  The  argument  was  that  each  locality  or 
community  had  different  problems  in  their  way 
and  also  that  the  solving  of  each  problem  would 
be  accomplished  by  taking  into  consideration  the 
leadership  of  the  community,  the  personnel  of  the 
school  authorities,  and  the  personnel  of  the  med- 
ical profession.  Therefore,  they  strongly  urge  that 
communities  work  out  their  problems  on  a  local 
level,  rather  than  attempt  to  follow  some  federal 
system  which  has  set  up  a  long  and  expensive 
red-tape   program. 

Final  Conclusions  and  Recommendations:  The 
second  National  Conference  of  Physicians  and 
Schools.  Recommendations  of  the  first  National 
Conference  of  Physicians  and  Schools  held  in  1947; 
(which  for  the  most  part  were  discussed  in  Con- 
ference Sections  14  and  16  at  that  conference)  are 
as  follows:  14  Teacher  education  institutions 
should  (a)  provide  efficient  health  service,  (b) 
establish  a  coordinating  health  council,  (c)  provide 
instruction   in   child   growth   and   development,    (d) 


develop  realization  that  all  teachers  should  con- 
tribute to  the  health  program,  (e)  utilize  all  com- 
munity services  in  educating  teachers  to  meet  their 
health  responsibilities.  Section  16  Medical  Schools 
should  give  additional  education  in  (a)  relationship 
of  the  physician  to  the  school  and  the  community, 
(b)  physiology  of  exercise,  (c)  pediatric  examina- 
tion, (d)  how  the  school  physician  may  function  as 
a  medical   advisor. 

They  further  recognized  that  the  most  urgent 
need  at  the  present  time  is  to  provide  proper 
health  conditions  for  children  of  rural  sections 
since  urban  sections  are  so  much  further  advanced 
ra  the  school  health  programs.  The  two  main  prob- 
lems to  be  overcome  were  the  lack  of  funds  and 
the  lack  of  trained  personnel.  This  delegate  would 
like  to  point  out  the  fact  that  these  1500  counties 
without  health  programs  all  had  a  post  office  be- 
cause they  could  get  postmasters,  all  had  court 
houses  because  they  could  get  judges  and  lawyers 
and  record  clerks,  they  all  had  highway  depart- 
ments because  they  could  get  the  personnel  to  take 
care  of  their  needs,  they  all  even  had  schools  be- 
cause they  could  get  teachers.  The  only  reason  they 
do  not  have  school  health  programs  is  because  of 
the  scarcity  of  doctors,  dentists,  nurses,  and  other 
trained  personnel.  They  do,  however,  point  out  that 
it  is  their  responsibility  to  provide  them  with  a 
sufficient  number  of  professional  people  who  are 
trained  to  safeguard  the  health  of  our  children, 
who  tomorrow  will  be  our  statesmen  and  in  whose 
hands  rests  the  destiny  of  democracy. 

R.   B.   DAVIS,   M.D.,   Delegate  from 
Medical  Society  of  the  State  of  N.  C. 

The  report  was  accepted  by  the  House  of  Dele- 
gates, May  1,  1950. 

Committee  on   Crime   and   Psychiatry 

The  Committee  reports  that  little  progress  has 
been  made  between  July,  1949,  and  March,  1950,  in 
the  study  of  the  psychiatric  aspects  of  criminal 
acts  and  their  mode  of  jurisdiction  under  the  legal 
system  of  North  Carolina.  This  matter  is  still 
under  advisement  of  the  Duke  Legal  Aid  Clinic. 
The  Chairman  has  collected  additional  information 
relating  to  the  problem  in  other  states  and  in  con- 
nection with  the  sexual  psychopath  as  he  is  handled 
in  the  courts  of  North  Carolina.  During  this  year 
reports  from  other  states  dealing  with  this  prob- 
lem have  multiplied  in  number,  and  the  Chairman 
has  collected  data  on  these  reports.  Contact  was 
made  with  the  Judicial  Council  set  up  by  Governor 
Kerr  Scott  this  year,  but  to  date  this  Council  has 
expressed  little  interest  in  the  problem  of  the  psy- 
chiatric aspects  of  legal  matters,  probably  because 
other  aspects  are  more  pressing  during  the  organ- 
ization period   of  the   Council. 

Further  study  of  the  subject  reveals  more  than 
ever  that  this  is  an  enormous  problem  to  encom- 
pass and  to  work  out  satisfactorily  through  a  small 
committee.  The  former  Committee  on  the  Coroner 
System  and  Crime  and  Psychiatry  recommended  in 
its  report  in  1949  that  a  committee  consisting  of 
several  psychiatrists,  as  well  as  physicians  from 
other  disciplines,  work  on  this  problem.  Because  of 
the  vastness  of  the  problem  the  present  Chair- 
man, with  his  regular  professional  duties,  had  no 
time  to  call  a  meeting  of  this  small  committee  and 
went  about  collecting  data  as  best  he  could. 

Through  communication  among  the  Committee 
members,  the  Committee  would  like  to  recommend 
the  following: 

(1)  That  the  President  of  the  Medical  Society 
appoint  a  larger  committee  to  further  deal 
with  this  important  problem  which  com- 
mittee might  consist  of  four  psychiatrists 
and  two  physicians  from  other  branches  of 
medicine; 
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(2)  That  the  data  amassed  during  the  past  two 
years  be  turned  over  to  the  new  Committee; 

(3)  That  in  1950-51  overtures  for  collaboration 
be  again  made  to  the  Judicial  Council  of 
North   Carolina. 

MAURICE    H.    GREENHILL,    M.D., 

Chairman 
JAMES   B.   BULLITT,   M.D. 
JOHN   F.    OWEN,    M.D. 
The  report  was  accepted  by  the   House   of  Dele- 
gates, May  1,  1950. 

Report  of   Committee  on   Hospitals 

At  this  time  the  report  of  the  Committee  on 
Hospitals  is  of  special  significance  on  account  of 
the  profound  and  increasing  influence  of  hospitals 
on   the   practice   of   medicine. 

The  older  members  of  this  Society  have  observed 
rapid  and  extensive  changes  in  the  hospital  situ- 
ation in  North  Carolina  during  the  past  twenty- 
five  to  thirty  years.  Outstanding  among  these 
changes   have   been   the   following: 

1.  The  transition  from  private  doctor  ownership 
to  corporate  ownership  and  control. 

2.  The  appearance  of  the  profession  of  hospital 
administrators. 

3.  The  organization  and  development  of  two 
excellent  four  year  medical  schools,  each  with  a 
large  teaching  hospital — with  a  third,  the  Medical 
School  of  the  State  University,  under  construction. 

4.  The  North  Carolina  Good  Health  Program, 
involving  greatly  expanded  hospital  facilities 
throughout  the   state. 

5.  The  development  of  Blue  Cross  and  Blue 
Shield  hospital   and  medical   service   plans. 

6.  Noteworthy  evolution  in  nursing  education 
and  nursing   service. 

7.  The  organization  of  The  Medical  Foundation 
of  North  Carolina,  Inc.,  dedicated  to  an  expansive 
program  of  health  services  through  medicine,  den- 
tistry, public  health,  nursing,  pharmacy,  and  hos- 
pital  administration. 

These  changes  in  the  hospital  situation  have  had 
a  marked  impact  upon  our  profession.  We  have 
been  laggard  in  adapting  ourselves  to  these  changes. 
It  is  partly  on  account  of  this  sluggishness  that 
this  Committee  feels  that  the  doctor  has  lost  pres- 
tige in  the  eyes  of  the  general  public.  Leadership 
lequires  action  and  good  faith.  We  must  earn  our 
right  to  lead  in  all  medical  affairs  if  we  are  to 
do   so. 

This  Committee  on  Hospitals  has  not  been  con- 
sulted by  the  administration  or  the  Executixe 
Committee  of  the  Medical  Society  on  the  most 
important  problems  that  have  affected  hospitals 
during  the  past  year.  If  the  Committee  can  con- 
tribute to  the  welfare  of  the  Society  at  this  late 
a  date  its  only  opportunity  is  in  giving  this  report. 
We  shall  discuss  chiefly  some  of  our  views  per- 
taining to  the  practice  of  medicine  by  hospitals  and 
the  difficulties  that  have  arisen  in  our  prepaid 
medical  service  insurance  plan.  Also  we  shall  give 
a  statement  of  the  progress  made  in  the  North 
Carolina  Good  Health  Program  and  of  matters 
pertaining  to   the   nursing   profession. 

In  reporting  to  the  House  of  Delegates  at  its 
annual  meeting  in  1948  this  Committee  dwelt  at 
length  upon  the  practice  of  medicine  by  hospitals. 
Unfortunately  little  has  been  done  to  meet  this 
situation.  During  the  past  year  this  mischief  has 
broken  out  in  North  Carolina  even  as  a  patient 
might  be  afflicted  with  a  rash.  In  spite  of  the 
recognition  of  the  danger  heretofore,  many  of  our 
officers  and  leading  members  of  the  Society  were 
apparently  taken  unawares.  Action  was  precipi- 
tated resulting  in  the  appointment  of  the  Special 
Committee  on  Hospitals  and  the  Practice  of  Med- 


icine. This  important  matter  deserves  the  atten- 
tion of  such  a  representative  special  committee.  We 
£.re  eager  to  hear  of  its  course  of  action  and 
results. 

Our  feeling  as  heretofore  expressed  is  that  the 
Society  can  perhaps  best  protect  itself  in  all  mat- 
ters pertaining  to  hospitals  by  recognizing  espe- 
cially the  organized  staff  in  each  hospital  in  the 
state.  There  should  unquestionably  be  a  direct  line 
of  contact  between  the  state  office  of  the  Society 
and  the  staff  of  every  hospital  and  the  State  So- 
ciety officers  should  be  informed  at  all  times  of 
what  goes  on.  There  are  a  number  of  ways  by 
which  the  doctors  can  have  an  influence  on  the 
conduct  of  hospital  administration  to  the  benefit 
of   everyone. 

There  are  numerous  matters  pertaining  to  the 
operation  of  every  hospital  which  are  not  of  a  clin- 
ical nature  and  which  nevertheless  seriously  con- 
cern the  medical  staff.  There  is  a  genuine  need  on 
the  part  of  every  hospital  administrator  of  profes- 
sional advisory  assistance  on  these  non-clinical  mat- 
ters. The  sole  purpose  of  such  an  advisory  com- 
mittee is:  1.  To  insure  that  all  patients  admitted 
to  the  hospital  or  treated  in  the  out-patient  de- 
partment service  have  the  best  possible  care.  2.  To 
provide  a  means  whereby  problems  of  a  medical 
administrative  nature  may  be  discussed  with  the 
medical  staff,  the  governing  board  and  the  admin- 
istration. We  have  never  been  satisfied  to  leave 
our  allies,  the  nursing  profession,  out  of  these 
matters  and  can  see  benefit  by  including  in  this 
Advisory  Committee  the  superintendent  of  nurses 
together  with  her  assistant  in  nursing  service,  and 
nursing  education. 

There  has  been  assumed  on  occasions  a  rather 
dictatorial  attitude  on  the  part  of  hospital  admin- 
istrators causing  the  doctor-hospital  relationship 
to  reach  a  low  state.  This  is  not  the  ideal  of  the 
profession  of  hospital  administrators.  It  has  been 
one  of  the  unfortunate  results  in  the  development 
of  this  new  profession  and  of  the  transition  in 
North  Carolina  of  private  operation  to  corporate 
ownership  and  control.  Another  development  re- 
sulting from  this  transition  has  been  a  tremendous 
lapse  of  intei'est  of  doctors  in  the  State  Hospital 
Association.  It  has  come  to  be  as  rare  a  thing  to 
see  a  doctor  attending  the  State  Hospital  Associa- 
tion meeting  as  to  see  a  Republican  voting  in  a 
Democratic  primary.  If  the  medical  profession 
wants  to  make  its  influence  felt  in  hospital  admin- 
istration circles,  many  members  should  at  once 
apply  for  individual  membership  in  the  North 
Carolina  Hospital  Association,  and  attend  its  annual 
meetings. 

As  all  of  us  know,  doctors  are  no  longer  included 
on  the  governing  boards  of  hospitals  excepting  in 
rare  instances.  To  some  of  us  it  seems  that  two 
members  of  each  active  staff  could  well  be  elected 
to  represent  the  dectors  on  each  hospital  board. 

We  doctors  would  help  in  our  public  relations 
program  if,  in  addition  to  our  interest  in  solving 
hospital  problems,  we  gave  more  attention  to  all 
civic  affairs  in  the  communities  in  which  we  live. 
It  seems  that  professional  people  in  general  develop 
too  much  of  a  single  track  mind  or  view  point. 
Many  times  we  appear  even  selfish  and  perhaps 
we  are  not  as  altruistic  as  we  would  have  people 
believe.  We  doubt  if  the  general  public  and  hos- 
pital administrators  consider  us  as  altruistic  as 
they  did  formerly.  There  are  many  ways  in  which 
we  can  curb  the  so-called  practice  of  medicine  by 
hospitals  and  place  our  membership  in  better  light 
in   the  public  viewpoint. 

Although  not  consulted  in  the  capacity  of  a  com- 
mittee during  the  recent  controversial  issues  which 
have  arisen  between  the  Medical  Society,  the  State 
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Hospital  Association  and  the  Hospital  Saving  As- 
sociation, nevertheless  the  committee  has  viewed 
with  great  concern  the  turn  events  have  taken. 
The  apparent  recent  repudiation  of  the  Hospital 
Saving  Association  by  the  Society  has  indeed  been 
a  matter  of  serious  concern.  It  is  not  the  intention 
of  the  Committee  to  be  critical  of  the  valiant  efforts 
made  by  the  special  committee  which  has  grappled 
long  and  unselfishly  in  an  effort  to  work  out  a 
more  comprehensive  contract  to  be  handled  by  the 
Hospital  Saving  Association.  It  is  indeed  to  many 
of  us  regrettable  to  find  that  the  principles  of  Blue 
Cross  have  been  compromised  and  the  support  of 
the  Medical  Society  on  Blue  Cross  insurance  divided 
between  commercial  companies  and  our  Blue  Cross 
plans.  We  do  not  wish  to  convey  the  idea  that  we 
consider  commercial  insurance  plans  taboo.  They 
have  a  very  vital  place  in  prepaid  hospital  and 
sickness  benefits.  However,  the  Blue  Cross  non- 
profit plan  of  voluntary  insurance  differs  from  the 
commercial  plans,  as  we  understand  it,  in  that 
lower  premium  rates  are  possible;  and  with  group 
coverage,  much  nearer  approach  to  our  main  ob- 
jective, coverage  for  low-income  groups,  is  pos- 
sible. 

It  is  important  to  remember  that  our  Blue  Cross 
Plan  represented  by  the  Hospital  Saving  Associa- 
tion was  initiated  by  one  of  the  most  revered  fig- 
ures in  North  Carolina  medicine,  Dr.  Isaac  Man- 
ning. Furthermore,  the  plan  was  sponsored  by  the 
Medical  Society  of  North  Carolina  and  largely  con- 
trolled by  the  Medical  Society.  The  purpose  was 
to  solve  the  problem  of  catastrophic  illness  and 
hospitalization  for  the  poor  man — a  worthy  ideal 
indeed.  The  greatest  benefits  have  been  to  the 
hospitals,  the  insured  man  and  the  members  of 
the  medical  profession,  although  the  medical  pro- 
fession has  to  a  certain  extent  underwritten  the 
program,  especially  as  it  applies  to  Blue  Shield. 
Furthermore,  it  came  to  pass  that  the  importance 
of  prepaid  voluntary  insurance  assumed  such  pro- 
portions that  it  gave  promise  of  being  our  greatest 
bulwark  against  the  threat  of  socialized  or  political 
medicine. 

Your  Committee  on  Hospitals  has  been  so  deeply 
concerned  by  the  outcome  and  final  decision  in  the 
recent  issues  in  regard  to  Blue  Cross  and  Blue 
Shield  that  it  wonders  if,  after  all,  some  mistakes 
have  not  been  made  and  if  we  should  not  retrace 
some  of  the  steps  taken.  The  question  is,  have  we 
let  the  people  of  North  Carolina  down  and  repu- 
diated the  basic  aims  of  Blue  Cross  insurance  ? 
If  we  have,  then  it  will  do  our  public  relations  pro- 
gram no  good.  We  are  wondering  if,  after  all,  with 
a  good  and  representative  group  of  appointees  from 
the  Medical  Society  to  the  Board  of  Directors  of 
the  North  Carolina  Hospital  Saving  Association, 
including  our  President,  with  an  equal  number  from 
the  State  Hospital  Association  and  an  equal  num- 
ber also  of  broadminded  businessmen  who  are  able 
to  give  good  direction  in  insurance  matters,  it 
might  not  be  better  to  leave  the  policies  and  the 
program  of  Blue  Cross  to  them.  With  lay  repre- 
sentation of  qualified  men  on  the  Board  who  could 
wield  the  balance  of  power,  it  seems  that  we  could 
follow  with  a  reasonable  degree  of  safety  and  sat- 
isfaction  any  course  that  they  pursue. 

These  are  questions  which  your  Committee  is 
asking  with  honesty  and  all  due  consideration  and 
respect  for  the  efforts  put  forth  by  our  special 
committee  in  an  effort  to  remedy  rather  than  injure 
and  defeat  the  Blue  Cross  and  Blue  Shield  Pro- 
grams. 

The  Hospital  Expansion  program  in  North 
Carolina  is  getting  well  underway.  Since  the  Pro- 
gram was  started  thirteen  of  the  thirty-eight 
counties  in  the  State  have  completed  plans  for 
building  hospitals.   Some  are   already  in  operation, 


many  others  will  be  completed  this  year.  There 
are  nineteen  counties  in  the  State  which  so  far  do 
not  have  any  hospital  facilities,  and  have  not  been 
able  to  raise  the  required  local  funds  or  have  been 
unable  or  unwilling  to  form  a  Hospital  District  of 
two  or  more  counties.  Hospital  facilities  have  been 
increased  in  a  number  of  counties  which  already 
had  hospital  beds  in  use.  The  Medical  Care  Com- 
mission has  approved  a  total  of  forty-three  new  or 
expansion  projects  which  will  furnish  a  total  of 
two-thousand-six-hundred-and-seven  new  beds  for 
general  hospital  use  in  the  State. 

Interest  in  nurse  education  has  been  given  great 
stimulus  by  the  publication  of  Nursing  for  the 
Future,  by  Esther  Lucile  Brown,  Ph.D.,  the  book 
generally  referred  to  as  the  Brown  Report.  This 
was  prepared  by  the  author,  for  the  National  Nurs- 
ing Council.  Many  authoritative  leaders  in  nursing, 
medicine,  sociology,  public  health,  education,  and 
hospital  administration  aided  in  this  study.  In  the 
report  there  is  a  discussion  of  an  anticipated  long 
term  evolution  of  nursing,  including  a  differentia- 
tion of  nursing  personnel  according  to  function. 
While  no  classifications  are  established  in  the  re- 
port,   certain    categories     are    described chiefly 

practical  nurses,  graduate  bedside  nurses  and  pro- 
fessional nurses.  Education  for  the  different  func- 
tional groups  is  given  full  consideration,  with  def- 
inite recommendations.  Although  legal  provision  for 
educating,  examining  and  licensing  nurses  belongs 
to  the  several  states,  a  national  accreditation  sys- 
tem for  nurse  training  schools  is  advocated.  In 
fact  this  has  already  been  established.  Its  method 
of  operation  brings  to  mind  the  method  of  grading 
of  medical  schools  by  the  American  Medical  Asso- 
ciation, and  the  classification  of  hospitals  by  the 
American  College  of  Surgeons.  The  Brown  Report 
has  begun  to  have  its  effect  upon  nursing  educa- 
tion and  practice.  However,  no  rapid  change  is 
advocated  or  expected.  Everyone  interested  in 
nursing  should  read  the  book,  Nursing  for  the 
Future. 

HARRY   L.    BROCKMANN,   M.D., 
Chairman 

FRED    C.    HUBBARD,    M.D. 

HARRY   L.   JOHNSON,   M.D. 
The  report  was  accepted  by  the  House   of  Dele- 
gates, May  1,  1950. 

Committee  on  Services  and  Fees  For  Home  Town 
Medical  Care  of  Veterans 

On  January  30,  1950,  the  committee  met  in 
Chapel  Hill  and  discussed  certain  problems  which 
have  arisen  in  connection  with  the  home  care  of 
veterans,  and  also  reviewed  the  work  done  by  the 
Veterans  Administration  and  the  Hospital  Savings 
Association  in  cooperating  with  the  doctors  of  the 
state  of  North  Carolina  to  forward  the  home  care 
of  veterans.  The  following  subjects  were  consid- 
ered: 

1.  Memo,  dated  May  17,  1949,  from  Dr.  J.  T. 
Marr  of  Winston-Salem  was  considered.  (This 
memo  was  in  regard  to  certain  changes  of  wording 
and  fees  for  x-ray  examinations  of  the  gastro- 
intestinal tract.)  It  was  the  opinion  of  the  com- 
mittee that  there  was  no  necessity  to  change  the 
wording  or  the  fee  for  examination  No.  2321,  as 
this  indicated  ileum  studies,  and  that  there  was  no 
need  to  change  the  wording  of  No.  2322,  as  this 
seemed  to  be  clear.  The  committee  was  in  agree- 
ment that  another  category  needed  to  be  added, 
No.  2321-A  "Upper  G-I  Series,  including  one  reten- 
tion film   $20.00." 

2.  The  problem  of  fee  schedule  for  "interpre- 
tation of  roentgenograms"  was  discussed.  It  was 
decided  that  the  request  of  the  Veterans  Adminis- 
tration had  excellent  basis  and  seemed  fair  and 
just.   It  was   recommended   that   examinations   Nos. 
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2376-2381  be  eliminated  from  the  schedule  and  be 
replaced  with  one  examination  No.  2376  and  word- 
ed "Interpretation  of  roentgenograms  per  case  be 
$5.00." 

3.  The  committee  recommended  that  examina- 
tion No.  519,  "Protoscopy"  remain  the  same — 
$5.00 — and  the  words  "or  sigmoidscopy"  be  elim- 
inated and  separate  examination  No.  1811  "sig- 
moidscopy  $15.00"   be  added   to   the   schedule. 

4.  The  committee  discussed  the  fee  for  pneu- 
mothorax, and  it  was  felt  that  this  was  a  procedure 
requiring  time  and  considerable  dexterity  and  that 
the  fee    ($7.50)    should    be   left   the   same. 

5.  The  problem  of  overtreatment  was  discussed. 
It  was  felt  that  this  was  the  problem  of  the  Vet- 
erans Administration  Regional  Office,  and  that  in 
cases  of  qlestion  the  veteran  should  beexamined  by 
a  Veterans  Administration  board  and  recommenda- 
tions made  to  the  treating  physician.  If  no  agree- 
ment could  be  reached  each  problem  should  be 
referred  individually  to  this  committee,  and  after- 
due  investigation  a  report  should  be  made  to  the 
Executive  Committee  of  the  State  Medical  Society. 

6.  The  committee  discussed  the  cooperation 
which  has  been  received  from  the  Veterans  Admin- 
istration personnel  located  in  North  Carolina,  and 
it  was  felt  that  the  gratitude  of  the  North  Caro- 
lina Medical  Society  for  their  cooperation  in  the 
development  of  this  program  should  be  expressed. 
There  has  been  no  time  that  the  personnel  of  the 
Veterans  Administration  office  in  Winston-Salem, 
or  any  of  the  local  Veterans  Administration  offices, 
have  failed  to  do  their  utmost  to  cooperate  with 
the  Hospital  Savings  Association  and  with  the 
local  physicians. 

7.  The  work  done  by  the  Hospital  Savings  As- 
sociation was  reviewed  by  the  committee,  and  it 
was  the  feeling  of  the  committee  that  the  Hospital 
Savings  Association  should  be  highly  commended 
for  their  work.  They  have  made  the  "paper  work" 
necessary  in  getting  authorizations,  etc.,  much 
more  simple  than  the  committee  had  ever  dared 
to  hope.  During  the  six  months  period  from  July 
to  December,  1949,  there  were  13,104  authoriza- 
tions issued  to  the  amount  of  $186,137.59.  Utiliza- 
tion of  these  authorizations  was  about  80^,  due 
to  the  fact  that  a  few  veterans  failed  to  report  for 
treatment  or  required  less  treatment  than  was 
anticipated.  Currently,  the  Hospital  Savings  Asso- 
ciation is  handling  between  2,000  and  2,500  cases 
per  month. 

8.  It  was  the  feeling  of  the  committee  that 
great  progress  has  been  made  in  the  working  out 
of  the  "Veterans  Home  Care  Medical  Program," 
and  that  most  of  the  credit  should  go  to  the  Hos- 
pital Savings  Association  and  to  the  Veterans  Ad- 
ministration. Great  service  has  been  rendered  the 
physicians  of  North  Carolina,  the  veterans,  and  to 
organized  medicine  as  a  whole. 

EVERETT   I.   BUGG,  JR.,  M.D., 

Chairman 
EDWARD    McG.    HEDGPETH,    M.D. 
JAMES   H.   McNEIL,   M.D. 
The  report  of  the  Committee  was  adopted  by  the 
House  of  Delegates,  May  1,  1950. 

Committee  on  Military  Service 

This  Committee  has  found  it  unnecessary  to  meet 
during  the  past  year. 

No  demands  have  been  made  upon  this  Commit- 
tee nor  have  conditions  arisen,  which  have  made 
it  necessary  for  any  action  to  be  taken. 

The  Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association  has 
not  met  since  the  report  of  this  Committee  was 
rendered  a  year  ago. 

There  is  to  be  a  meeting  of  this  Council  in  Chi- 


cago,   Saturday,    May   6,    1950.    It    is    planned    that 
this   Committee   be  represented. 

GEORGE    W.   PASCHAL,    M.D., 

Chairman 
HUBERT   B.   HAYWOOD,    M.D., 

Co-Chairman 
JOHN    W.    ROY   NORTON,    M.D. 
CLARENCE    E.   GARDNER,   JR.,    M.D. 
HAROLD   S.  CLARK,  M.D. 
MILTON   S.   CLARK,   M.D. 
The   report   of   the    Committee    was    accepted    by 
the  House  of  Delegates,  May  1,  1950. 

Committee   on   Prepaid   Medical   Service 
Insurance   Plan 

The  House  of  Delegates  adopted  at  its  last  reg- 
ular meeting  in  May,  1949,  a  tentative  comprehen- 
sive medical  and  surgical  care  plan.  This  was  essen- 
tially the  plan  recommended  by  the  Committee.  It 
was  to  have  been  offered  to  the  public  through 
Hospital  Saving  Association.  The  enabling  resolu- 
tion did  state  ".  .  .  .  and  such  other  qualified  asso- 
ciation or  company  which  hereafter  may  propose 
to  write  such  a  total  plan,  when  such  participation 
is  formally  requested  .  .  .  ."  This  did  mean  that 
each  company,  including  Hospital  Care,  wishing 
to  underwrite  this  insurance,  would  have  to  indi- 
vidually poll  the  doctors  of  the  State.  Only  by  so 
doing  could  they  secure  the  official  endorsement  of 
a  majority  of  the  profession.  Only  by  so  doing 
could  these  companies  sell  the  benefits  as  full 
coverage    for    the    specified    income    group. 

Immediately  after  the  1949  State  Society  Meet- 
ing, the  North  Carolina  Radiological  Society  pro- 
tested strongly  to  our  Committee  and  Hospital 
Saving  Association.  They  contended  that  the  limi- 
tation of  X-ray  benefits  to  hospitalized  cases  only 
gave  a  monopoly  to  Hospital  Radiologists.  They 
asked  that  radiology  be  taken  out  of  the  Hospital 
Contract  and  classified  as  a  professional  service  and 
that  X-ray  services  by  radiologists  be  paid  for  in 
the  office  as  well  as  in  the  hospital.  This  action 
by  the  Radiological  Society  set  up  a  chain  reaction. 

The  Board  of  Trustees  of  Hospital  Saving  took 
the  position  that  they  would  carry  out  any  mutually 
acceptable  agreement  between  the  radiologists  and 
the  hospital;  that  this  was  a  matter  that  primarily 
concerned  the   doctors   and   the   hospitals. 

Incidental  to  the  controversy,  several  of  the 
large  county  medical  societies  passed  resolutions 
opposing  acceptance  of  the  Prepayment  Plan  until 
further  study  had  been  made.  The  Executive  Com- 
mittee of  the  State  Society  then  accepted  and  rec- 
ommended to  the  Executive  Committee  of  the 
State  Hospital  Association  a  compromise  proposed 
by  President  Westbrook  Murphy.  This  was  simple 
and  approved  by  our  Committee.  For  this  partic- 
ular policy  only,  it  removed  X-ray  services  from 
the  hospital  contract  and  placed  them  under  pro- 
fessional services.  It  (the  compromise)  also  stated 
the  fee  schedules  as  adopted  would  include  both 
the  hospital  charge  and  the  professional  fee  and 
would  be  paid  either  to  the  hospital  or  the  radiolo- 
gist as  they  jointly  agreed  and  directed  Hospital 
Saving  Association.  The  State  Hospital  Association 
Executive    Committee   rejected    this    proposal. 

I  was  then  asked  by  President  Murphy  to  have 
my  Committee  explore  other  alternatives.  We  were 
asked  to  have  these  ready  for  a  called  meeting  of 
the   House   of   Delegates. 

Our  Committee  then  met  at  Sedgefield  Inn  with 
representatives  of  the  Health  Council  representing 
most  of  the  big  insurance  companies.  There  was 
a  long  and  detailed  discussion  of  various  features 
of  our  program.  As  a  result  of  that  discussion,  my 
Committee  recommended  certain  changes  in  our 
program.  These  have  already  been  communicated 
to  each  member  of  the  Society  with  pertinent  com- 
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ments  and  a  copy  is  attached. 

1.  That  the  clause  limiting  full  coverage  to  ward 
and  semi-private  beds  be  stricken  from  the  policy. 
The  Insurance  Companies  hold  this  limited  coverage 
is  very  difficult  to  adminster  and  unfair.  They  feel 
that  only  income  should  be  the  determing  factor. 

2.  That  any  part  or  all  of  this  protection  may 
be  purchased.  As  originally  conceived,  this  insurance 
was  only  to  be  sold  as  a  unit — hospital,  surgical, 
medical,  obstetrical,  X-ray,  anesthesia — as  package 
insurance.  The  Commercial  Companies  state  that 
much  more  insurance  can  be  sold  if  medical  care, 
anesthesia  and  X-ray  are  made  optional.  The  hos- 
pital portion  would  be  divorced  from  the  profes- 
sional coverage.  In  other  words  the  Medical  Society 
would  sponsor  only  professional   services. 

3.  That  X-ray  for  diagnostic  work  be  paid  for 
whether  done  in  the  hospital  or  the  doctor's  office 
and  limited  to  a  total  of  $50  for  any  one  year. 

4.  That  the  participating  physicians  will  accept 
the  schedule  of  benefits  as  full  payment  for  their 
services  for  insured  individuals  whose  income  does 
not  exceed  $2,400  per  year  and  to  insured  individ- 
uals with  dependents  whose  income  does  not  exceed 
$3,600  per  year  (old  limit  $3,000).  The  insurance 
companies  state  that  by  thus  raising  the  limit  $600 
they  can  sell  this  insurance  with  much  less  diffi- 
culty. 

5.  That  with  this  increase  in  income  limit,  the 
maximum  fee  be  raised  from  $150  to  $175. 

6.  That  the  plan  be  thrown  open  to  any  associa- 
tion or  company  approved  by  the  State  Insurance 
Commissioner.  Thus,  a  blanket  agreement  would 
be  entered  into  by  the  doctor  with  the  Secretary  of 
the  State  Society.  As  originally  conceived,  this 
agreement  would  have  been  with  "Hospital  Saving 
or  Merged  Corporation."  Merged  Corporation  re- 
ferred to  a  possible  merger  of  Hospital  Saving  and 
Hospital  Care.  Under  the  enabling  resolution,  any 
other  company  could  write  such  insurance  but  each 
company  separately  would  have  to  secure  the 
agreement  of  a  majority  of  the  doctors  to  abide  by 
the   fee   schedule. 

Should  the  income  limits  of  our  Insurance  Pro- 
gram be  raised  to  $3,600,  the  following  changes  in 
the  original  fee  schedule  (enclosed)  are  recom- 
mended. 

GENERAL  SURGERY 

Gastrectomy From  $150  to  $175 

Intestinal   Resection   (small)    ....  From     125  to     150 

Intestinal   Resection    (large)    From     125  to     150 

Splenectomy     „ From     125  to     150 

THORACIC    SURGERY 

Complete    Thoracoplasty    From  $150  to  $175 

Pneumonectomy    __„ From     150  to     175 

Esophagogastrostomy    From     150  to     175 

GYNECOLOGY 

Complete   Cystocele,   Rectocele 

and    Hysterectomy   From  $150  to  $175 

OBSTETRICS   —   No    Changes 

OPHTHALMOLOGY  —   No    Changes 

ORTHOPEDIC 

Arm — Chest  Adhesions 

Including  Forearm  - From  $150  to  $175 

Spinal   Fusion   From     150  to     175 

Spinal   Curvature — Correction 

and    Fusion    __ From     150  to     175 

Dislocation,   Spine — Open 

Reduction    and    Fusion    From     150  to     175 

Fracture   of   Spine, 

Open    Reduction    From     150  to     175 

Laminectomy  and  Fusion 

(Two   surgeons)    From     150  to     175 

Hip,   Ununited   Fracture  with 

Bone    Graft    - From     150  to     175 


T.  B.  of  Hip   (Fusion)    ..._ From  150  to  175 

Hip,    Open   Reduction    _  From  150  to  175 

Arthrodesis,    Hip From  150  to  175 

Arthroplasty,    Hip    From  150  to  175 

Dislocation,   Hip, 

Open    Reduction    From  150  to  175 

Correction  of  Flat  Foot, 

Reconstruction,    Double    From  150  to  175 

Amputation,  Thigh, 

Above   Trochanter   From  125  to  150 

Shoulder,     Scapulohumeral     From  150  to  175 

UROLOGY 

Adrenalectomy    _....  From  $150  to  $175 

Symphysiotomy   and 

'Nephropexy    From     150  to     175 

Cystectomy    (Including 

'Ureteral    Transplants)    From     150  to     175 

OTOLARYNGOLOGY 

Laryngectomy    From  $150  to  $175 

Tonsillectomy  under  15   From  25  to  30 

Tonsillectomy   over    15    From  35  to  40 

Submucous    Resection    - From  50  to  60 

Radical   Mastoid  with 

Skin    Graft From  150  to  175 

Fenestration    Operation    From  150  to  175 

DERMATOLOGY  —  No   Changes 

X-RAY— DIAGNOSTIC   AND 
THERAPEUTIC  —  No  Changes 

NEUROSURGERY 

The  neurosurgical  representative  had  no  changes 
to  suggest  in  the  schedule.  However,  the  balance 
of  the  Committee  felt  that  any  increase  in  the 
maximum  fee  should  apply  to  the  major  items  on 
this  schedule  as  well  as  any  other. 

MEDICAL   COVERAGE    FOR   HOSPITALIZED 

CASES 
The  rate  to  remain  at  $4.00  per  day  with  no  time 
exclusions  and  a  50-dav  limit. 
ANESTHESIA   BY  DOCTOR   ANESTHETISTS 
A  minimum  fee  of  $7.50  and  the  other  fees  to  be 
a   percentage   of  the    surgical   fee    (15%    was    sug- 
gested). 

Additions  to 

Special    Schedule   of 

Professional  Fees 

MEDICAL    EMERGENT    DIAGNOSES 
(See  page  14) 

Major  burns 

Acute  diarrhea  and  dehydration 

Acute  laryngitis 

Bilateral   pneumonia 

Septicemia 

Hemophilia 

Purpura 

Note:  The  above  medical  emergent  diagnoses 
have  been  approved  for  addition  to  those  listed  on 
pages  14  and  15  of  the  Special  Schedule  of  Pro- 
fessional Fees  for  payment  beginning  the  1st  day. 
Hospital  Saving  Association 
of  North  Carolina,  Inc. 
February   10,   1950 

Our  Committee  next  met  with  the  Executive 
Committee  of  the  State  Society  on  the  evening  of 
March  the  fourth.  As  a  result  of  that  joint  meet- 
ing, followed  by  a  meeting  of  my  Committee,  the 
following  changes  were  recommended  to  the  House 
of  Delegates  and  adopted  by  them:  1.  That  the 
clause  limiting  full  coverage  to  ward  or  senu-pri- 
vate  be  stricken  from  the  policy.  2.  That  the 
Medical   Society   sponsor  only  professional   services 
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and  not  hospital  services.  Medical  coverage  was 
made  optional,  as  were  X-ray  coverage,  anesthesia 
and  pathology.  3.  That  X-ray  be  paid  for  whether 
in  the  hospital  or  the  office  but  with  a  total  limit 
of  fifty  dollars  for  any  one  year.  4.  That  par- 
ticipating physicians  accept  the  fees  as  adopted  as 
payment  in  full  for  individuals  without  dependents 
whose  income  does  not  exceed  twenty-four  hundred 
dollars  a  year  and  for  individuals  with  dependents 
an  aggregate  income  of  thirty-six  hundred  dollars 
per  year.  The  same  definition  of  income  was  used 
as  defined  in  the  plan  adopted  last  year  (old  income 
limits  two  thousand  and  three  thousand  dollars). 
5.  That  the  maximum  surgical  fee  be  put  at  one 
hundred  and  seventy-five  dollars  instead  of  one 
hundred  and  fifty  dollars.  6.  That  the  plan  be 
thrown  open  to  any  association  or  company  ap- 
proved by  the  State  Insurance  Commissioner.  Thus, 
a  blanket  agreement  would  be  entered  into  by  a 
participating  physician  with  the  secretary  of  the 
State  Society  and  not  with  each  individual  com- 
pany or  association.  7.  Changes  were  made  in 
the  medical  coverage  as  follows:  (a)  The  four 
dollar  per  day  for  fifty  days  remains  as  the  basic 
allowance  for  non-operated  medical  care  to  be  con- 
tinued postoperatively  in  such  cases  as  diabetes 
where  both  medical  and  surgical  treatment  is  im- 
perative, (b)  That  ten  dollars  be  allowed  for 
medical  consultation.  This  is  to  be  limited  for  the 
time  being  to  one  consultation  per  member  per 
year,  (c)  That  fifteen  dollars  (in  addition  to  any 
other  benefits)  be  allowed  for  the  first  day  treat- 
ment of  critical  medical  illnesses  reoniring  much 
time  and  responsibility.  These  are:  Hypertensive 
encephalopathy,  diabetic  coma,  meningitis,  coronary 
occlusion,  acute  congestive  failure,  cerebral  acci- 
dents, hemorrhage,  thrombus,  embolism,  massive 
acute  gastrointestinal  hemorrhage,  acute  poisoning 
(mercury,  lysol,  gas,  etc.),  uremia  and  drug  intoxi- 
cation, acute  pemphigus,  acute  disseminated  lupus 
arythematosis,  mycosis  fungoides.  status  asthma- 
ticus,  major  burns  (over  one-third  bodv  area)  and 
acute  diarrhea  and  dehydration  (infants).  Id) 
Pathologist's  fee  for  examination  of  tissue  five 
dollars. 

Our  Committee  has  extended  itself  to  hear  all 
sides  and  see  all  shades  of  opinion  No  one  privi- 
leged to  listen  to  the  discussions  could  .iustly  accuse 
these  men  of  selfishness.  They  have  given  greatly 
of  their  time  and  themselves.  In  that  connection, 
in  April,  Dr.  Norris  Smith  and  Dr.  John  Rhodes 
accepted  the  invitation  of  Hospital  Saving  Associa- 
tion to  go  to  Chicago  for  a  conference  with  Na- 
tional Blue  Shield  officials.  I  have  also  called  a 
meeting  of  my  Committee  for  April  the  thirtieth 
at  the  Carolina  Hotel.  To  this  meeting  rem-esenta- 
tives  of  the  National  Blue  Shield  have  been  in- 
vited. We  felt  that  we  should  avail  ourselves  of 
their  counsel  and  also  give  them  an  opportunity 
to  be  heard. 

Addendum  Report  of  May  1,  1950: 
The  Committee  met  at  Pinehurst  April  29  to  30, 
1950,  in  consultation  with  representatives  of  insur- 
ance and  representatives  of  national  Blue  Shield, 
from  which  we  have  absorbed  worthwhile  informa- 
tion. Certainly  we  cannot  disregard  the  experiences 
of  sixty-three  medical  society  plans.  The  Commit- 
tee recommended  the  following  changes: 

1.  That  medical  coverage  pav  $10.00  a  day  for 
the  first  day,  $4.00  for  the  next  three  days 
and  $3.00  for  the  next  116  days  (premium 
cost  estimated  at  twenty  cents  per  _  month 
per  person)  thus  eliminating  the  administra- 
tive detail  in  determining  emergencies  and 
diagnoses. 

2.  Elimination   of  consultation   as   a   coverage. 


3.  Elimination  of  unlimited  X-ray  coverage  and 
the  substitution  of  an  X-ray  schedule  of  fees 
lower  than  the  schedule  previously  recom- 
mended; providing  payment  of  $15.00  in  the 
office  or  the  hospital  to  cover  emergencies 
or  X-ray  service  resulting  in  medical  or  sur- 
gical care  within  thirty  days — the  patient  to 
be   responsible  for   any   difference. 

4.  Include  pathology  and  anesthesiology  with 
surgery;  with  obstetrics,  and;  with  medical 
coverage. 

5.  That  it  be  sold  as  a  complete  package — a 
step   toward    comprehensive    insurance. 

6.  Establish  a  seperate  corporation  to  evolve, 
direct  and  administer  the  plan  for  the  Soci- 
ety as  per  a  resolution  to  be  considered  by 
the  House  of  Delegates  for  adoption  as  incor- 
porators and  providing  for  a  Board  of  Trus- 
tees with  a  majority  of  the  physicians  to 
control  the  plan. 

7.  Establishment  of  a  fund  in  the  amount  of 
ten  thousand  dollars  ($10,000.00)  to  assure 
the   operations  of  the   corporation. 

It  is  estimated  that  the  plan  can  be  offered  at 
a  monthly  premium  rate  of  from  three  dollars 
($3.00)  to  three  dollars  fifty  cents  ($3.50)  per 
family. 

VERLING   K.   HART,    M.D., 

Chairman 

HOWARD   H.   BRADSHAW,   M.D. 

M.    BARNES   WOODHALL,   M.D. 

JOHN    S.    RHODES,    M.D. 

ROBERT    A.    WHITE.    M.D. 

HORACE  G.  STRICKLAND,  M.D. 

JAMES   B.   SIDBURY,    M.D. 

O.    NORRIS    SMITH,    M.D. 

JULIAN  E.  J.   JACOBS.   M.D. 

DAVID    G.    WELTON.    M.D. 

CORBETT   E.    HOWARD.   M.D. 

J.    STREET    BREWER.    M.D. 

KENNETH    L.    PICKRELL,    M.D. 

Committee  on  Cancer 

Following  the  untimely  death  of  Dr.  Leslie  Lee. 
the  Committee's  Chairman,  it  was  suggestpd  to 
the  committee  by  the  President  of  the  Medical 
Society  of  North '  Carolina  that  the  committee  or- 
ganize itself  for  the  remainder  of  Doctor  Lee's 
term.  This  was  done  and  the  following  officers 
were   elected: 

B.    W.    McKenzie,    M.D.,    Salisbury,    Chairman 
O.   D.   Baxter,   M.D.,   Charlotte,   Vice   Chairman 
W.   W.    Noel.    M.D.,   Henderson.    Secretary 
This   committee   wishes   to    express    its    profound 
sense  of  loss  in  the  death  of  Dr.  Lee.  and  to  testify 
to    his    zealous,    ever    active    and    able,    efforts    in 
directing  the  fight  on  cancer.  He  served   as  chair- 
man of  this  groun  during  the  formative   period   of 
the    cancer   control    movement    and    to    him    should 
go  much  of  the  credit  for  the  pioneer  work  in  this 
field. 

At  the  last  meeting  at  which  Dr.  Lee  presided, 
the  Radiologists  of  the  State,  through  a  committee 
from  that  group,  presented  an  obiection  to  the 
plan  of  operation  of  Cancer  Detection  and  Diag- 
nostic Centers  in  this  state  wherein  no  distinction 
is  made  as  to  the  economic  status  in  the  examina- 
tion of  patients,  even  in  the  more  highlv  special- 
ized examinations.  They  suggested  that  those  able 
to  pav  for  such  examinations  be  encouraged  to  do 
so.  There  was  unanimous  agreement  of  our  com- 
mittee members  present  with  this  suggested  change 
and  a  resolution  was  adopted  (unanimously)  ask- 
ing the  State  Board  of  Health  to  consent  to  the 
change. 

Following    a    series    of    conferences,    the     State 
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Health  Officer  met  with  the  full  committee  on 
February  26,  1950,  at  which  time  he  requested  the 
committee  to  submit  in  writing  its  exact  requests 
and  that  he  would  ask  for  action  on  it  by  the 
State  Board  of  Health  at  an  early  date.  The  com- 
mittee then  drew  up  formal  recommendations  and 
presented  them  to  the  Health  Officer.  They  asked 
that  the  plan  of  operation  of  the  centers  embody 
the  following  working  plan: 

1.  That  mass  screening  be  done  on  all  patients 
only  to  the  extent  that  this  can  be  done  by 
vision   and   ordinary   physical    examination. 

2.  Beyond  this  point  further  specialty  examina- 
tions be  placed  in  the  same  category  as  the 
"treatment"  of  patients;  that  is,  that  the 
examinees  be  further  examined  as  private, 
semi-private    or   indigent   patients. 

3.  Biopsies  be  permitted  along-  with  mass 
screening    examinations. 

These  proposals  to  the  State  Board  of  Health 
are  being  considered  at  the  present  time  and  we 
are  very  hopeful  that  they  may  be  adopted.  We 
believe  that  if  this  is  done  it  will  assure  the  whole- 
hearted cooperation  of  the  physicians  in  the  cancer 
control  program  and  will  mean  much  in  its  suc- 
cessful operation. 

It  is  mutually  agreed  between  the  State  Board 
of  Health,  represented  by  Dr.  J.  W.  Roy  Norton, 
and  the  Cancer  Committee,  representing  the  Med- 
ical Society  of  the  State  of  North  Carolina,  that 
the  cancer  detection  and  diagnostic-management 
centers  shall  be  operated  in  such  a  manner  as  to 
meet  the  approval  and  best  judgment  of  the  Direc- 
tor and  his  staff  and  that  of  the  local  Medical 
Society. 

Any  change  of  policy  in  the  future  shall  be 
agreed  upon  in  joint  meeting  by  the  State  Board 
of  Health  or  its  representative,  the  Cancer  Com- 
mittee of  the  Medical  Society  and  the  Directors  of 
the  diagnostic-management   clinics. 

The  Cancer  Committee  and  the  State  Board  of 
Health  are  in  complete  agreement  as  to  the  oper- 
ation of  the  cancer  clinics,  and  the  Committee  goes 
on  record  as  approving  the  work  of  the  cancer 
centers  as  currently  operated.  The  Committee  rec- 
ommends that  the  State  Board  of  Health  proceed 
with  its  plans  to  add  additional  detection  and  diag- 
nostic centers  as  rapidly  as  possible. 

It  is  recommended  that  the  county  medical  soci- 
eties which  do  not  have  cancer  detection  centers 
affiliate  with  one  or  arrange  to  organize  their 
own. 

B.    W.    McKENZIE,    M.D.,    Chairman 
*T.   LESLIE   LEE,   M.D.,   Chairman 

JAMES   SLADE   RHODES,   JR.,    M.D. 

HENRY    B.    IVEY,   M.D. 

WILLIAM   W.   NOEL,   M.D. 

ROBERT   P.    MOREHEAD,    M.D. 

EDWARD   McG.  HEDGPETH,   M.D. 

RAYMOND   L.   PITTMAN,   M.D. 

R.   KIRBY  FARRINGTON,   M.D. 

BENJAMIN    W.    McKENZIE,    M.D. 

OSCAR  D.   BAXTER,   M.D. 

J.    COOPER    HOWARD,    M.D. 

EDWARD    W.    SCHOENHEIT,    M.D. 

*Deceased 

On  motion  of  Dr.  Arthur  H.  London,  Jr.,  sec- 
onded by  Dr.  W.  B.  McCutcheon,  and  carried,  the 
report  was  adopted  by  the  House  of  Delegates, 
May  1,  1950. 

Committee  on   Coroner   System 

In  accordance  with  the  recommendations  made 
in  the  1949  report  of  this  committee,  your  com- 
mittee has  pursued  its  studies  of  the  operation  of 
the  coroner  system  in  North  Carolina  with  the 
view  toward  devising  a  modification  of  this  system 


with  respect  to  its  medical  functions  which  would 
accomplish  the  much  needed  medicolegal  reforms 
and  at  the  same  time  leave  undisturbed  the  consti- 
tutional status  of  the  coroner's  office  and  the 
strictly  legal  responsibilities  and  duties  of  the 
coroner. 

In  the  course  of  this  study  your  committee  has 
had  the  cooperation  and  guidance  of  a  number  of 
individuals  and  agencies,  both  medical  and  non- 
medical within  and  without  the  State.  The  work 
has  been  carried  on  again  in  complete  cooperation 
with  the  Committee  on  the  Coroner  System  of  the 
North  Carolina  Pathological  Society,  whose  initial 
work  in  the  field  has  served  as  sound  basis  for  the 
work  of  your  committee. 

As  the  result  of  its  studies  your  committee  has 
drafted  and  presents  herewith  a  proposed  statute 
entitled  "Proposed  Bill  for  North  Carolina  Govern- 
ing Post-Mortem  Medico-Legal  Examinations  and 
Investigations,  Etc.,"  which  embodies  all  the  basic 
principles  considered  necessary  to  attain  those  re- 
forms required  to  provide  North  Carolina  with  a 
fully  modernized  and  effective  means  of  dealing 
with  the  medicolegal  problems  which  are  at  present 
most  archaically  and  inefficiently  managed  under 
the   existing   coroner   system. 

The  proposed  statute  is  intended  to  serve  as  a 
basis  for  legislation.  Its  chief  objectives  are  as 
follows: 

1.  To  establish  a  State  under  medical  examiners 
system  which  will  become  responsible  for  all 
the  strictly  medical  duties  of  the  coroner  as 
provided  by  the  existing  coroner's  system, 
this  system  to  be  constituted  in  brief  as 
follows: 

a.  A  Commission  on  Post-Mortem  Medico- 
Legal  Examinations  and  Investigations 
consisting  of  the  seven  members  as  fol- 
lows: 

(1)  The   Attorney   General   of  the   State 

(2)  The  Head  of  the  Department  of 
Pathology  of  the  Medical  School  of 
the  University  of  North  Carolina  or 
a  representative  designated  in  writ- 
ing by  such  departmental  head. 

(3)  The  Head  of  the  Department  of 
Pathology  of  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest 
College  or  a  representative  desig- 
nated in  writing  by  such  depart- 
mental  head. 

(4)  The  Head  of  the  Department  of 
Pathology  of  the  School  of  Medicine 
of  Duke  "University  or  a  representa- 
tive designated  in  writing  by  such 
departmental   head. 

(5)  One  lay  member  to  be  appointed  by 
the   Governor. 

(6)  One  member  to  be  appointed  by  the 
North  Carolina  Bar  Association 
from   its   membership. 

(7)  One  member  to  be  appointed  by  the 
North  Carolina  Medical  Association 
from   its   membership. 

b.  A  Chief  Medical  Examiner  who  will  be 
appointed  by  the  Commission  and  respon- 
sible to  it. 

c.  A  Medical  Examiner  for  each  of  the  coun- 
ties of  the  State  district — appointed  by 
the  Chief  Medical  Examiner  with  the 
approval  of  the  Commission  and  respon- 
sible  to   the    Chief   Medical    Examiner. 

d.  A  pathologist  for  each  of  a  number  of 
districts  into  which  the  State  is  to  be 
conveniently  divided  appointed  by  the 
Chief  Medical  Examiner  with  the  approval 
of  the  Commissioner,  and  responsible  to 
the   Chief   Medical   Examiner. 
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2.  To  leave  undisturbed  the  strictly  legal  and 
civil  responsibilities  and  duties  of  the  coroner 
as  provided   by  the   existing   statutes. 

3.  To  provide  for  effective  cooperation  and  col- 
laboration of  the  Medical  Examiner  and  the 
Coroner  at  the  same  time  separating  their 
functions    and    responsibilities. 

4.  To  broaden  and  improve  the  medicolegal  serv- 
ice of  the  State  to  that  extent  necessary  to 
the  protection  of  the  public  in  matters  which 
concern  its  civil  and  criminal  rights  and  re- 
sponsibilities under  modern  conditions  of  the 
development   and   organization   of   society. 

Your  Committee  makes  the  following  recom- 
mendations: 

1.  That  the  Society  adopt  as  one  of  its  imme- 
diate objectives  the  modernization  of  medico- 
legal procedures  in  the  States  as  they  pertain 
to  the  office  of  the  coroner,  in  accordance 
with  the  general  principles  as  laid  down  in 
the   proposed    statute    submitted    herewith. 

2.  That  the  Committee  on  the  Coroner  System 
be  continued  and  instructed  to  take  the  neces- 
sary steps,  in  collaboration  with  the  Presi- 
dent, the  legal  Counsel  and  the  Legislative 
Committee  of  the  Society,  to  bring  about  the 
adoption  by  the  State  Legislature  of  a  stat- 
ute modifying  the  existing  coroner  system 
in  accordance  with  the  basic  principles  em- 
bodied in  the  provisional  statute  submitted 
herewith. 

3.  That  the  Committee  on  the  Coroner  System 
be  allowed  an  expense  account  not  to  exceed 
$100  to  provide  for  necessary  travel,  secre- 
tarial service,  and  other  expenses  essential 
to  the  transaction   of  its  business. 

WILEY    D.    FORBUS,    M.D., 

Chairman 
ELMUS    D.    PEASLEY,    M.D. 
ISAAC    H.    MANNING,    M.D. 
The   report  was   adopted   by  the   House   of   Dele- 
gates, May  1,  1950. 

Advisory   Committee  to  the   Auxiliary 

When  the  Officers  for  the  North  Carolina  Auxil- 
iary to  the  State  Medical  Society  of  North  Carolina 
assumed  office  for  the  Society's  Fiscal  Year  the 
President,  the  Secretary  and  Treasurer,  and  the 
Executive  Secretary  of  the  State  Medical  Society 
were  written  by  the  Auxiliary  President  asking 
that  any  work  which  could  be  done  by  them  be 
reffered  to  them.  The  letters  were  very  politely 
answered,  but  not  once  in  the  year  has  the  Medical 
Society  of  the  State  of  North  Carolina  turned  to 
its  Auxiliary  for  help  in  any  manner.  The  Auxiliary 
realizes  that  probably  the  Medical  Society  has  not 
needed  its  aid,  but  the  Auxiliary  also  realizes  that 
there  are  many  things  that  it  could  do  for  the 
Medical  Society  were  it  so  authorized.  The  Auxil- 
iary desires  to  be  of  greater  use  to  the  Medical 
Society,   thereby   growing   in    stature   itself. 

2.  There  are  counties  in  the  state  in  which  there 
are  no  organized  medical  societies,  which  prevents 
the  wives  of  the  physicians  in  these  counties  from 
being  eligible  for  membership  in  the  Auxiliary  to 
the  State  Medical  Society.  The  Auxiliary  takes  the 
privilege  of  suggesting  to  the  State  Medical  Soci- 
ety that  attempts  be  made  to  organize  medicine 
in  such  counties  as  Catawba. 

3.  The  membership  of  the  Auxiliary  to  the 
North  Carolina  Medical  Society  is  as  of  this  writ- 
ing 1139,  (1265  on  May  1,  1950).  This  is  the  great- 
est number  ever  on  a  roster  at  this  pre-meeting 
period. 

4.  There  are  46  (48  on  May  1,  1950),  organized 
auxiliaries  in  the  state  out  of  a  possible  76. 

5.  The  functions  of  the  Auxiliary  have  been 
entirely    local    in    nature,    and    each    Auxiliary   has 


considered  itself  ambassadors  in  public  relation  for 
its  local  medical  society.  The  members  of  the  local 
auxiliaries  have  assumed  their  responsibilities  in 
their  communities,  and  with  exhibited  capabilities, 
and  have  done  much  toward  alleviating  the  anti- 
physician  attitude  in  many  communities, 

6.  The  Auxiliary  is  very  proud  of  the  fact  that 
the  three  hospital  beds  it  maintains  at  three  state 
sanatoria  are  now  rendering  service  to  three  North 
Carolina  physicians.  These  beds  are  maintained  by 
the  Auxiliary  first  for  the  physicians,  second  for 
the  members  of  physicians  families,  and  third  for 
nurses.  These  beds  have  been  a  great  help  to  many 
physicians.  These  services  are  donations  to  physi- 
cians in  need;  that  is,  physicians  who  are  ill  with 
Tuberculosis.  It  is  of  interest  to  note  that  every 
physician  who  has  ever  received  the  gift  of  the  use 
of  one  of  these  sanatoria  beds  has  ultimately  paid 
back  the  bed  cost  in  full,  unanimously  with  this 
sentiment,  "The  use  of  your  sanatoria  bed  was  of 
such  great  good  to  me  when  I  needed  it  most  that 
I  wish  to  reimburse  the  funds  you  spent  for  this 
service  to  me  in  order  that  they  might  be  used  in 
the  future  for  some  other  physician  in  such  a  need 
as  I  was  in." 

7.  The  Auxiliary  has  on  hand  money  for  stu- 
dent loan  funds  for  the  children  of  physicians  who 
wish  to  study  medicine  but  are  prevented  by  finan- 
cial handicaps. 

SUGGESTIONS 

1.  The  Auxiliary  wishes  to  suggest  to  the  Med- 
ical Societv  that  the  Advisory  Committee  to  the 
Auxiliarv  have  the  privilege  of  appointing  from 
the  Medical  Society  of  each  County  Mediol  Organ- 
ization in  the  state  a  member  of  that  societv  who 
will  act  as  a  local  advisor  to  the  local  auxiliary. 

2.  The  Auxiliary  has  a  fund  donated  in  mem- 
ory of  the  late  Dr.  Thomas  Leslie  Lee.  This  fund 
came  from  statewide  sources.  It  is  the  desire  of  the 
Auxiliarv  for  this  fund  to  be  used  for  a  uroiect  of 
statewidp  benefit.  The  Auxiliarv  wishes  to  suo-<rpst 
to  the  North  Carolina  Medical  Societv  that  a  North 
Carolina  Medical  Societv  Librarv  be  established; 
that  this  fund  be  used  to  establish  a  Stack  in 
Obstetrics  and  Gvuecoloew  in  memorv  of  th°  late 
Dr.  Lee,  and  that  this  Stack  be  pronerlv  labeled. 

■RACHEL    n     DAVTR.    AT  D      Chairman 
TRMA  HFNnFESON-SMATHERS,  M.D. 
J.  F.  FOSTER,  M.D. 
The   report  was   adonted   by   the   House   of   Dele- 
gates Mav  1,  1950. 

On  motion  of  Dr.  Dou°'las  Hunter,  dnlv  seconded 
and  carried,  the  Honsp  of  T~)elegra.tes  established  the 
noliev  of  inviting  the  President  of  the  Auxib'a>"ir  to 
read  her  annual  report  before  the  House  of  Dele- 
gates. 

Committee  on  Emergency   Medical   Service 

The  Committee  on  Emergency  Medical  Service, 
reeoenizing  the  manv  developments  with  relation 
to  national  defense  and  emergency  medical  service 
now  in  the  planning  staece,  agree  that  no  further 
recommendations  should  be  made  to  the  society  at 
this  time,  nending  clarification  of  plans  at  the 
national    and   state  level. 

On  Mav  6,  1950.  the  Council  on  National  Emer- 
gency Medical  Service  of  the  American  Medical 
Association  is  meeting  with  representatives  of  the 
various  state  societies  to  discuss  the  present  status 
of  the  civil  defense  nrosram  and  to  aid  the  states 
and  territories  in  civil  defense  planning.  The  Med- 
ical Society  of  the  State  of  North  Carolina  is  to 
be  represented  at  this  meeting  by  a  member  of  the 
Medical   Emergencv   Service   Committee. 

Recently  the  society  was  informed  that  the  state 
is  considering  the  development  of  a  state  organiza- 
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tion  for  civil  defense,  and  on  January  31st  the 
committee  notified  the  governor  of  the  interest  of 
the  society  and  offered  the  cooperation  of  the 
committee  in  the  development  of  a  civil  defense 
organization   in   North   Carolina. 

IVAN  W.  BROWN,  M.D., 

Chairman 

GRAHAM   B.   BAREFOOT,   M.D. 

DAVID  CAYER,   M.D. 

JAMES  W.   TANKERSLEY,   M.D. 
The  report  adopted  by  the   House   of   Delegates, 
May  1,  1950. 

Committee  to  Define  the  Duties  and  Responsibilities 
of  the  Executive  Secretary  of  the  Medical  Society 
of  the  State  of  North  Carolina 

In  the  preparation  of  this  outline,  cognizance  has 
been  taken  of:  (a)  provisions  of  the  Constitution 
and  By-Laws  related  to  the  secretarial  and /or 
administrative  obligations  imposed  upon  the  pre- 
vious office  and  upon  other  officers  of  the  Society; 
(b)  report  of  the  Committee  on  Establishment  of 
the  Executive  Office  adopted  by  the  Executive 
Committee  January  16,  1949;  and  (c)  the  revised 
report  of  the  Committee  to  establish  Executive 
Office  adopted  by  the  Executive  Committee  and  the 
House  of  Delegates,  respectively,  May  8,  1949,  and 
May  9,  1949. 

The  activities  and  authority  of  the  constitutional 
Secretary-Treasurer  shall  be  such  as  provided  in 
the  present  Constitution  and  By-Laws,  except  as 
modified  in  the  following  schedule  of  duties  and 
responsibilities    of   the    Executive    Secretary. 

Under  the  supervision  of  the  authoritative  of- 
ficers and  the  Executive  Committee  of  the  Society, 
the  Executive  Secretary  shall  have  the  responsi- 
bility of  the  general  management  and  administra- 
tion of  the  affairs  of  the  Society,  particularly  the 
Executive  Offices  located  in  Raleigh,  as  set  forth 
in  "Report  of  the  Committee  to  establish  Execu- 
tive Offices,  (item)  I,  A  through  I  and  (item)  III, 
A  through  K."  In  addition  to  the  above  and  pre- 
viously defined  duties  and  responsibility  of  the 
Executive  Secretary,  it  shall  be  his  duty  and  re- 
sponsibility to: 

(1)  Prepare    the    following    documents    for    the 
execution  of  the  officials  of  the   Society: 

Membership  Cards 

Fellowship    Certificates 

Honorary   Fellowship   Certificates 

County  Society  Charters 

Certificate  of  delegate  or  delegates  to 
AMA  and  other  authoritative  National 
bodies  of  which  the  State  Society  is  a 
constituent. 

Certification  of  County  Society  elected 
delegates  to  the  State  House  of  Dele- 
gates. 

(2)  Prepare,  maintain,  and  safeguard  the  filing 
of: 

General  Correspondence 

Reports 

Scientific    papers    (the    property    of    the 

State   Society) 
House  of  Delegates   Transactions 
Executive    Committee    Minutes 
Reports  and  correspondence  to  and  from 

officials     of     the     component     County 

Medical  Societies. 

(3)  Under  the  direction  of  the   officials   of  the 
Council: 

Make  official  call  of  meetings 
Stage   meetings 

Attend  and  record  its  transactions 
Project  its  actions 

(4)  Under  the  authority  and  supervision  of  the 


Treasurer: 

Demand  and  receive  all  dues,  assess- 
ments and  revenues  rightly  accruing 
to  the  Society,  charge  and  credit  these 
upon  the  accounts  and  books  of  the 
Society. 

Prepare,  distribute  and  publish  reports 
of  the  financial  affairs  of  the  Society 
as  may  be  required  under  the  Consti- 
tution and  By-Laws  and  as  may  other- 
wise be  required  by  the  officials  of 
the   Society. 

Make  deposits  of  and  account  for  all 
revenues,  collections,  contributions  or 
donations  accruing  to  the  Society  in 
the    designated    depository    bank. 

(5)  Under  official  direction  maintain  liason  and 
official    relationship   with: 

N.   C.   Board   of   Medical    Examiners 
N.    C.    Board    of   Nurse    Examiners 
N.   C.   Medical   Care   Commission 
N.   C.   Hospital    Saving   Association 
N.    C.    General    Assembly    and    its    sub- 
sidiary  bodies 
U.  S.  Congress  and  its  subsidiary  bodies 
N.   C.   State   Board  of   Health 
Other  essentially  related   public,  munici- 
pal,  county,   state   and   national   agen- 
cies. 

(6)  Aid  the  following  officials  of  the  State 
Society  in  the  projection  of  their  authority 
and  programs: 

The  President 

The    Secretary-Treasurer 

The   President  of  the   Council 

The  House  of  Delegates 

The   Executive   Committee 

The   Council 
Notify  all   elected   officials   and   committees 
of    their    election    and/or    appointment    and 
determine  their  acceptance. 

(7)  Under  the  supervision  of  the  officials  of  the 
State   Society: 

Conduct  all  fiscal  relationships  with  the 
officials  of  component  County  Soci- 
eties. 

Conduct  correspondence  with  President 
and  Secretary-Treasurer  of  County  So- 
cieties and  maintain  files  of  same. 

Collect  information  from  County  Soci- 
eties when  required  by  the  State  Soci- 
ety or  AMA,  compile  same  and  keep 
record  of  its  dissemination. 

Collect  information  on  all  state  legal 
physicians  not  members  of  county  or 
State  Society  and  promote  affiliation 
and   membership. 

Collect  and  maintain  record  on  deaths 
of  physicians  in  the   State   each  year. 

Maintain  record  of  transfer  of  physicians 
from   one   County    Society   to    another. 

By  inquiry,  conference  and  correspond- 
ence, aid  in  the  determination  of  areas 
and  communities  in  the  need  of  the 
services  of  legal  physicians;  physicians 
who  desire  to  legally  locate  and  prac- 
tice medicine  in  the  State,  and;  by 
liason  and  coordination  assist  in  the 
advantageous  establishment  of  physi- 
cians in  practice. 

Maintain  Card-Index  of  all  legal  prac- 
titioners  of  medicine   in  the   State. 

Collect  biographical  data  essential  to  the 
qualifying  registration  of  membership 
in  MSSNC. 

(8)  Serve  as  secretary  to  the  Editorial  Board 
of  the   North   Carolina   Medical   Journal. 
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(9)  Receive  direct  payments  from  council  ac- 
cepted fellows  located  in  unorganized  coun- 
ties and  account  for  same  as  in  case  of  an 
organized  county. 

(10)  Assist  officials  and  the  Committee  on  scien- 
tific work  in  the  arrangement  of  the  offi- 
cial program  for  the  Annual  Scientific 
Sessions   and   its    publication. 

(11)  Act  as  the  agent  of  the  Executive  Com- 
mittee and  the  constitutional  officers  of  the 
Society  in  the  direction  of  the  Division  of 
Public  Relations. 

This  report  was  presented  to  the  Executive  Com- 
mittee   September    18,    1949,    and    on    motion    duly 
made   and   seconded   was   adopted. 
PRESIDENT, 

G.    WESTBROOK    MURPHY,    M.D., 

Chairman 
SECRETARY, 
MILLARD    D.    HILL,    M.D. 
Report  adopted  by  the  House  of  Delegates,   May 
1,   1950. 

Committee  on  Rural  Health   and   Education 

The  purpose  of  the  Committee  on  Rural  Health 
is  to  aid  North  Carolina  counties  to  organize  their 
communities  to  find  and  solve  their  local  health 
problems.  It  is  the  opinion  of  the  committee  that 
Health  Councils,  or  whatever  the  community  chooses 
to  call  their  organization,  promote  joint  planning 
and  coordination  of  local  health  efforts  and  exem- 
plify the  typical  American  Way  of  meeting  our 
own  needs  in  our  own  fashion.  The  committee  has 
attempted  to  approach  this  matter  in  a  thoroughly 
democratic  grass  roots  fashion  of  providing  guid- 
ance and  stimulation  to  local  people  rather  than 
direction  handed  from  the  top  down.  The  program 
is  one  of  helping  people  to  help  themselves — to 
think  through  their  own  problems  to  their  own 
decisions.  It  is  not  geared  to  specifically  fight  an 
"ism."  but  to  prove  the  faith  of  the  medical  pro- 
fession in  the  democratic  way  of  solving  health 
problems.  We  recognize  the  many  health  problems 
existing  in  our  state  and  are  attempting  to  attack 
these   problems   in   a   positive   manner. 

We  feel  that  we  have  made  real  progress  during 
the  past  year  in  which  we  have  employed  a  full- 
time  Health  Educator  for  loan  to  counties  request- 
ing assistance  in  community  organization.  Alex- 
ander, Watauga,  and  Caldwell  Counties  in  western 
North  Carolina  have  orgnized  health  councils  which 
are  actively  engaged  in  health  education  programs 
including  hospital  insurance  campaigns  and  atten- 
tion to  matters  of  general  living  affecting  health 
in  the  way  of  telephones,  roads,  economic  condi- 
tions and  so  on.  At  this  time  Halifax  and  Wayne 
Counties  in  eastern  North  Carolina  are  in  the  pro- 
cess of  organizing  county-wide  health  councils  and 
our  consultant  is  working  with  them  at  then- 
request. 

It  is  not  our  desire  to  develop  a  pattern  of  organ- 
ization for  state-wide  promotion.  We  are  promoting 
local  unity  and  net  uniformity,  since  the  problems 
vary  from  county  to  county  and  each  county  has 
organized  in  a  creative  way  that  is  different  from 
the  other  counties.  It  is  the  belief  of  the  commit- 
tee, and  borne  out  by  the  wishes  of  the  people  with 
whom  we  have  worked,  that  organization  for  solu- 
tion of  health  problems  should  not  be  top-heavy 
with  administration  and  highly  organized  commit- 
tees but  rather  should  be  a  flexible  type  of  organ- 
ization that  may  constantly  change  its  direction  to 
suit  the  needs  of  the  community.  The  success  ot 
these  councils  depends  on  the  strength  of  the  dem- 
ocratic process— the  ability  of  people  to  work  to- 
gether We  do  not  have  the  answers  that  can  be 
handed    down    to    people.    We    believe    the    answers 


are   with   them   where   they   live. 

Our  Committee  has  worked  together  closely  dur- 
ing the  past  year  in  which  we  have  had  frequent 
meetings  to  plan  and  evaluate  our  program.  The 
State  Society  office  and  Mr.  Barnes  have  been 
generous  in  their  full  assistance  to  us  at  all  times. 
We  look  forward  to  working  with  the  new  Public 
Relations  Director,  Mr.  Cox,  during  the  coming 
year.  The  Committee  is  grateful  to  the  Executive 
Committee  which  made  it  possible  for  us  to  assume 
full  financial  obligation  in  the  continuation  of  this 
program  when  the  out-of-state  foundation  funds 
were  not  alloted  for  the  beginning  of  the  second 
year. 

The  Committee  wishes  to  call  particular  atten- 
tion to  the  cooperation  and  support  of  the  State 
Board  of  Health  and  local  Health  Departments 
which  have  provided  Miss  Rickman  office  space, 
clerical  assistance,  and  the  continuous  cooperation 
and  time   of  staff  members. 

Excellent  cooperation  has  Deen  rendered  Miss 
Rickman  by  county  medical  Societies,  which  points 
to  their  willingness  to  work  with  local  groups  to 
solve  health  problems. 

We  are  proud  that  one  of  our  committee  mem- 
bers, Dr.  W.  P.  Richardson,  has  been  elected  Presi- 
dent of  the  newly  organized  State  Health  Council. 
We  have  worked  with  this  group  to  further  the 
cause  of  coordination  of  health  efforts  and  plan- 
ning in  the  state,  and  plan  to  hold  this  year's  Rural 
Health  Conference  in  joint  session  with  the  State 
Health    Council   meeting   planned   for   June. 

The  Committee  has  been  represented  at  several 
out-of-state  meetings,  including  the  AMA  National 
Rural  Health  Conference  held  in  Kansas  City  last 
February  which  had  as  its  theme,  "Let's  Do  Some- 
thing About  It."  The  Committee  was  happy  to  have 
Miss  Rickman  invited  to  speak  on  the  North  Caro- 
lina Rural  Health  Program  at  the  Annual  AMA 
Conference  of  Editors  and  Secretaries  held  in  Chi- 
cago last  Fall.  Too,  Miss  Rickman  has  been  glad 
to  meet  with  medical  society  rural  health  commit- 
tees of  other  states  to  give  them  benefit  of  the 
trial  and  error  in  North  Carolina  Health  Councils. 
We  took  pride  in  the  fact  that  the  work  of  the 
committee  was  given  special  recognition  by  the 
AMA  Southeastern  Regional  Director  in  his  annual 
report  for  this  year. 

We  have  received  so  many  requests  for  informa- 
tion concerning  health  councils  here  in  North  Caro- 
lina that  we  have  prepared  a  pamphlet  on  this  work 
which  has  been  printed  by  the  state  office  for  dis- 
tribution. It  is  hoped  that  all  delegates  to  the  con- 
vention will  be  provided  a  copy  of  this  pamphlet. 

The  business  of  community  organization  and 
health  education  is  a  slow  process  just  as  the 
democratic  process  is  slow.  Only  a  dictatorship  can 
build  over  night,  and  everything  collapses  when 
the  dictator  is  removed.  We  feel  that  we  are  help- 
ing to  build  for  the  future  and  with  the  support 
and  cooperation  of  the  society,  we  shall  continue 
to  advance  the  cause  of  our  profession  in  a  manner 
in  which  we  can  be  proud  and  point  to  as  evidence 
of  our  faith  in  people  and  democracy. 

FREDERIC   C.   HUBBARD,   M.D., 
Chairman 
W.  REECE  BERRYHILL,   M.D. 
W.  P.  RICHARDSON,  M.D. 
CHARLES   I.   HARRIS,   M.D. 

Report  adopted  by  the  House  of  Delegates,  May 
1,  1950. 

Committee   on   Maternal    Welfare 

The  Committee  on  Maternal  Welfare  must  report 
with  deep  regret  the  loss  of  one  of  its  members, 
Dr.  Thomas  Leslie  Lee,  of  Kinston.  Dr.  Lee  was 
one    of   the    original    members    of    this    Committee. 
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He  has  been  enthusiastic  in  the  support  of  its 
work.  He  has  been  a  dear  friend  of  every  member 
of  the  Committee,  and  we  deeply  regret  his  loss. 

The  Committee  on  Maternal  Welfare  has  con- 
tinued the  Maternal  Mortality  Survey  through  the 
current  year.  This  study  was  begun  August  1,  1946, 
and  during  the  period  ending  March  1.  1950,  822 
maternal  deaths  have  been  reported  to  the  Com- 
mittee. Complete  case  reports  have  been  prepared 
on  773  of  the  deaths  reported  to  the  Committee. 
In  the  entire  period  of  the  study  only  4  cases  have 
been  reported  in  which  the  Committee  has  not 
been  able  to  obtain  any  information  whatsoever 
about  the  patient's  record.  The  following  tables  give 
a  brief  summary  of  the  number  of  cases  which 
have  been  studied  by  years  and  race.  The  cause  of 
death  is  also  summarized  in  per  cent  of  the  total 
in  broad  groups: 


2  65 

1  235 

4  284 

0  203 

1  35 

8  822 


Southern  Life  Insurance   Company 


200.00 


TABLE  I 

Year                             White 

Colon 

1946       (Aug.   1  to       27 

36 

Dec.    31) 

1947                                 114 

120 

1948                                122 

158 

1949                                  83 

120 

1950    (Jan.    &    Feb.)    11 

23 

TOTAL 


357 
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TABLE  II 

Cause  of  Death: 

Hemorrhage  24% 

Infection  14% 

Other  24% 

Toxemia  31% 

Non-OB  7% 

During  the  year  1949-1950  no  meetings  of  the 
full  Committee  have  been  held.  The  work  of  the 
Committee  has  continued  along  the  established  pol- 
icies. Regional  meetings  in  which  the  Committee 
on  Maternal  Welfare  was  represented  by  one  or 
more  of  its  members  have  been  held  with  groups 
of  interested  physicians  in  various  sections  for  a 
study  and  analysis  of  the  maternal  death  records. 
These  meetings  have  been  held  in  Rutherfordton, 
Durham,  Charlotte,   Morganton  and   Kinston. 

The  radio  programs  which  were  recommended  .by 
the  Committee  on  Maternal  Welfare  and  approved 
by  the  House  of  Delegates  at  the  Meeting  of  the 
House  of  Delegates  in  1949,  have  been  prepared. 
Eighty  copies  of  four  radio  scripts  were  prepared 
and  transcribed  in  a  form  suitable  for  broadcasting 
through  the  Communications  Center  of  the  Uni- 
versity of  North  Carolina,  at  Chapel  Hill.  The 
transcriptions  were  turned  over  to  the  Chairman 
of  the  Committee  on  Public  Relations  for  distribu- 
tion to  the  Radio  Stations  throughout  the  State. 
The  four  broadcasts  were  made  in  Winston-Salem, 
in  November,  1949,  through  the  courtesy  of  Radio 
Station  WSJS.  The  Public  Relations  Committee  will 
undoubtedly  report  upon  further  use  of  this  public 
information   and   education  plan. 

The  financial  statement  of  the  Committee  on 
Maternal  Welfare  follows.  The  total  cost  of  prepa- 
ration and  transcription  of  the  radio  programs  was 
$1,676.80.  Donations  from  home  owned  life  insur- 
ance companies  of  North  Carolina  to  pay  for  this 
program  were  made  as  follows: 

Durham  Life  Insurance   Company  $  200.00 

Home  Security  Life  Insurance  Company  ____     100.00 

Jefferson   Standard  Life  Insurance  Co 200.00 

North  Carolina  Mutual  Life  Ins.   Co 100.00 

Pilot  Life  Insurance   Company  200.00 

Pyramid   Life   Insurance   Company   200.00 

Security  Life  &  Trust   Company  200.00 


TOTAL    _ $1,400.00 

FINANCIAL    STATEMENT 
as  of  February  28,  1950 

BALANCE— July    1,    1949    $    448.50 

RECEIPTS: 

North   Carolina 

Medical    Society   $1,705.00 

P.D.C 455.00  2,160.00 

Total   Receipts   and   Balance  $2,608.50 

DISBURSEMENTS: 

Salary    (Secretary)    1,120.00 

Express    Charges   3.55 

Radio  Programs  1,176.80  2,300.35 

BALANCE— February    28,    1950    $    308.15 


The  plan  of  the  Committee  for  the  following  year 
is  to  continue  the  Maternal  Mortality  Survey,  which 
we  believe  has  maintained  constant  interest  in 
maternal  welfare  in  North  Carolina.  No  other  spe- 
cific projects  are  included  in  the  plans  of  the  Com- 
mittee. We  will  appreciate  suggestions  from  the 
County  Societies  and  from  the  members  of  the 
State  Society  concerning  further  work  which  may 
be   undertaken   by   the    Committee. 

FRANK   R.   LOCK,   M.D., 

Chairman 
ERNEST  W.  FRANKLIN,  M.D. 
GEORGE    O.    MOSS,    M.D. 
ROBERT   A.   ROSS,   M.D. 
GEORGE   M.   COOPER,   M.D. 
*T.   LESLIE   LEE,   M.D. 
J.    STREET   BREWER,    M.D. 
JOHN    C.    TAYLOE,    M.D. 
BURNICE   E.   MORGAN,   M.D. 
Report  adopted  by  the  House  of  Delegates,  May 
1,  1950. 
''Deceased 

Committee  on  Public   Relations 

The  main  accomplishment  of  the  Public  Relations 
Committee  of  the  State  Medical  Society,  has  been 
the  appointing  of  Mr.  LeRoy  H.  Cox  as  Public  Re- 
lations Director,  and  he  took  over  office  on  Decem- 
ber 1,  1949. 

At  a  meeting  of  the  Public  Relations  Committee 
at  Wrightsville  Beach  in  August  of  1949,  all  of  the 
applicants  for  the  post  of  Public  Relations  Direc- 
tor were  reviewed  by  the  committee  and  recom- 
mendations made  to  the  Executive  Committee.  At 
a  special  meeting  of  a  committee  appointed  by  Dr. 
Murphy,  held  in  Raleigh  in  September,  1949,  Mr. 
Cox  was  selected  from  all  of  the  applicants,  and 
officially  started  to  work  for  the  State  Society  on 
December   1,   1949. 

The  other  accomplishments  of  the  Public  Rela- 
tions Committee  have  been  comparatively  unim- 
portant, as  most  of  the  work  and  time  has  been 
spent  on  getting  the  State  Public  Relations  Office 
started. 

The  Public  Relations  Chairman,  along  with  the 
newly  selected  Director,  and  the  Executive  Secre- 
tary, Mr.  Barnes,  attended  a  Public  Relations  meet- 
ing of  the  American  Medical  Association  in  Chicago 
in  November,  1949. 

For  the  third  year,  the  North  Carolina  Medical 
Society  High  School  Essay  Contest  has  been  suc- 
cessfully conducted  during  the  month  of  March, 
1950. 

The  State-Wide  annual  Public  Relations  Council 
Meeting  is  scheduled  to  be  held  in  Raleigh  on  April 
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16,  1950.  The  program  consists,  mainly,  of  reports 
of  Public  Relations  activities  of  Chairman  of  Pub- 
lic Relations  Committees  of  five  different  Counties 
in  the  State.  Those  invited  are  the  State  Officers, 
County  Officers,  County  Public  Relations  Commit- 
tees, and  District  Public  Relations  Councilors.  The 
report  of  this  meeting  will  be  given  to  the  Execu- 
tive Committee  by  Mr.  Cox,  the  Public  Relations 
Director,  in  his  annual  report.  I  am  also  requesting 
Mr.  Cox  to  make  a  more  complete  report  to  the 
Executive  Committee  to  supplement  this  sketch. 

DONALD   B.   KOONCE,  M.D.,   Chairman 

AMOS  N.  JOHNSON,  M.D. 

JOHN   S.   RHODES,   M.D. 
The   report   adopted   by  the   House   of   Delegates, 
May  1,   1950. 

Advisory    Committee   to   the  North    Carolina 
Medical   Care   Commission 

There   has  been  no   activity   on   the   part  of   this 
Committee    since   the   last   annual    meeting    of   this 
Medical    Society.    The    Committee    is    ready    at    all 
times   to    serve   when   called   upon    by   the    Medical 
Care  Commission  or  by  the  State  Medical  Society. 
HARRY   L.   BROCKMANN,    M.D. 
Chairman 
ZACK   D.   OWENS,   M.D. 
JACOB   H.   SHUFORD,   JR.,   M.D. 
The  report   adopted  by  the   House   of   Delegates, 
May  1,   1950. 

Physician  Members  of  the  North   Carolina 
Medical   Care   Commission 

Twenty-eight  hospital  projects  ....  14  nurses' 
homes  ....  14  health  centers.  Briefly,  that  is 
the  picture  of  the  developments  in  the  program  of 
the  Medical  Care  Commission  since  the  meeting  of 
our  Society  a  year  ago. 

The  28  new  hospitals,  the  14  new  nurses'  homes, 
and  the  14  new  health  centers  have  not  been  com- 
pleted. However,  North  Carolina  will  have  those 
new  or  expanded  hospitals,  nurses'  homes,  and 
health  centers  in  due  time. 

The  28  new  hospital  projects,  14  nurses'  homes, 
and  four  health  centers  have  been  definitely  author- 
ized by  the  Medical  Care  Commission;  the  neces- 
sary funds  are  available,  and  architects  have  been 
appointed.  Ten  other  projects  are  approaching  the 
approval   stage. 

The  construction  program  is  traveling  rapidly,  as 
is  evidenced  by  the  fact  that  since  the  program  was 
begun  in  1945,  49  hospital  projects  with  3100  beds, 
14  nurses'  home  projects  with  1048  beds,  and  four 
health  centers  have  been  approved  for  construction, 
while  tentative  approval  has  been  given  to  many 
other  projects. 

Five  of  those  49  hospital  projects  have  been  com- 
pleted, and  they  are  receiving  patients.  Eight  oth- 
ers will  open  their  doors  before  mid-summer;  con- 
struction work  on  13  others  is  progressing  rapidly; 
and  a  few  others  are  ready  to  begin  construction. 
The  others  are  in  the  midst  of  the  many  details 
that  must  be  carried  out  before  bids  can  be  invited. 

One  of  the  nurses'  homes  is  complete.  The  health 
centers  have  not  yet  reached  the  construction 
stage. 

The  developments  during  the  past  year  may  be 
described  as  follows: 

Four  of  the  five  completed  hospitals  have  opened 
since  last  May,  three  of  them  this  spring.  They 
are  the  20-be'd  Pungo  District  Hospital  in  Bel- 
haven;  the  40-bed  Montgomery  County  Hospital  in 
Troy;  the  20-bed  Alexander  County  Hospital  in 
Taylorsville;  and  the  20-bed  Halifax  Community 
Clinic  at  Scotland  Neck.  The  hospitals  at  Taylors- 
ville and  Scotland  Neck  each  include  rooms  for  the 
use  of  the  local   health  workers. 


Roanoke-Chowan  Hospital  of  42  beds,  and  its 
22-bed  nurses'  home  at  Ahoskie  were  completed 
early  in   1949. 

Before  mid-summer  other  hospitals  will  be  added 
to  the  completed  list,  including  the  100-bed  Samp- 
son General  Hospital  in  Clinton;  the  23-bed  Wash- 
ington County  Hospital  in  Plymouth;  the  35-bed 
Chowan  Hospital  in  Edenton;  the  50-bed  Chatham 
Hospital  in  Siler  City;  the  60-bed  Person  County 
Memorial  Hospital  in  Roxboro;  the  20-bed  Swain 
County  Hospital  in  Bryson  City;  and  the  100-bed 
Stanly    County    Hospital   in   Albemarle. 

Since  October  25,  1949,  when  additional  Federal 
funds  were  made  available,  the  Commission  has 
been  able  to  grant  aid  toward  large  urban  projects. 
However,  no  applications  from  non-urban  counties, 
supported  by  the  local  share  of  the  cost  of  the 
proposed  hospitals,  have  been  declined. 

The  Commission  on  December  16,  1949,  approved 
aid  toward  hospital  projects  for  the  Moses  H.  Cone 
Memorial  Hospital  in  Greensboro,  the  Watts  and 
Lincoln  Hospitals  in  Durham,  Mercy  Hospital  and 
Charlotte  Memorial  Hospital  in  Charlotte,  the  N.  C. 
Baptist  Hospital  in  Winston-Salem,  and  aid  toward 
a  power  plant  at  St.  Agnes  Hospital  in  Raleigh. 

At  the  request  of  the  commissioners  of  Bun- 
combe, Mitchell,  Yancey,  and  Madison  Counties,  the 
Medical  Care  Commission  formed  a  regional  hos- 
pital district,  setting  the  stage  for  construction  of 
a  250-bed  regional  hospital  in  Asheville  to  serve 
all  four  counties.  By  banding  together,  the  four 
counties  will  get  one  of  the  largest  new  hospitals 
in  the  state;  and  yet  the  counties  of  Madison,  Yan- 
cey, and  Mitchell  will  continue  to  be  eligible  for 
aid  toward  building  a  small  branch  hospital  in  each 
county. 

Other  cities  and  towns  scheduled  for  Commission 
aid  toward  the  cost  of  new  hospitals  or  expansion 
of  present  facilities  during  the  past  year  are 
Statesville,  Henderson,  Waynesville,  Lumberton, 
Salisbury,  Marion,  Rockingham,  Jefferson,  Concord, 
Windsor,  Goldsboro,  Shelby,  Rutherfordton,  Mor- 
ganton,  Kings  Mountain,  Gastonia,  Burlington,  and 
Burgaw. 

Nurses'  homes,  to  cost  a  total  of  approximately 
$3,000,000  have  been  approved  for  Duke  Hospital 
at  Durham,  the  Charlotte  Presbyterian  Hospital, 
and  for  hospitals  in  Burlington,  Greenville,  Clinton, 
Albemarle,  Laurinburg,  North  Wilkesboro,  Eden- 
ton, Roxboro,  Rockingham,  Marion,  Smithfield,  and 
Siler   City. 

Definite  approvel  has  been  given  for  health  cen- 
ters in  Snow  Hill,  Winton,  Albemarle,  and  Smith- 
field. 

Nineteen  counties  and  the  City  of  North  Wilkes- 
boro have  voted  bonds  to  cover  the  local  share  of 
the  cost  of  projects.  Successful  bond  and  special 
tax  elections  for  hospitals  have  ben  held  within 
the  past  year  by  Bladen,  Haywood,  Richmond,  Gra- 
ham, and'  Union.  Special  bond  elections  are  sched- 
uled for  Lenoir,  Durham,  and   Granville   Counties. 

Two  developments  during  1949  enabled  the  Med- 
ical Care  Commission  to  accelerate  its  construction 
program.  The  first  came  when  the  1949  General 
Assembly  assumed  full  financial  responsibility  for 
constructing  all  state-owned  hospitals,  thus  freeing 
all  Federal  money  for  non-state-owned  local  hos- 
pitals,  nurses'   homes,   and   health   centers. 

The  second  major  factor  in  speeding  up  the 
Commission's  program  was  an  act  of  Congress 
that  doubled  the  Federal  appropriation  to  the  State 
for  hospital  construction,  effective  October  25,  1949. 
As  a  result,  Federal  funds  for  North  Carolina  were 
increased  to  $6,414,042  a  year  from  $3,207,021.  This 
permitted  the  Commission  to  expand  its  over-all 
construction  program,  based  on  combined  Federal, 
State,  and  local  funds,  from  $10,000,000  to  $15,000,- 
000  yearly. 
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Federal  participation  was  increased  in  all  pro- 
jects from  33  1/3  percent  to  44  percent  when  this 
increase  in   Federal  funds   became   available. 

Up  to  March  15,  1950,  the  Commission  had  ap- 
proved 18  new  hospital  projects  or  expansions,  each 
involving  100  beds  or  more. 

This  report  thus  far  has  summarized  the  progress 
in  hospital  construction  during  the  past  year.  The 
Commission's  other  activities   should   be  added. 

Its  $50,000  medical  student  loan  fund  was  fully 
encumbered  in  1949  by  a  sudden  flood  of  applica- 
tions. The  fund  was  established  by  the  1945  Gen- 
eral Assembly,  but  very  few  loans  were  made  to 
medical  students  up  to  1949.  Accordingly,  the  com- 
mission did  not  consider  it  advisable  to  ask  the 
1949  General  Assembly  to  increase  the  fund. 

Early  in  the  summer  of  1949,  the  rush  began. 
Loans  were  made  to  17  pre-med  students,  a  nurse, 
and  a  dental  student.  Further  loans  were  declined 
because  of  lack  of  funds.  More  than  $49,000  of  the 
$50,000  fund  was  involved  in  financing  the  19  stu- 
dents through  their  courses  of  training  in  profes- 
sional schools. 

Hoping  to  aid  the  18  other  applicants  for  whom 
no  funds  were  available  from  the  loan  fund,  the 
Commission  last  July  asked  the  Governor  and  Coun- 
cil of  State  to  allocate  $100,000  from  the  Contin- 
gency and  Emergency  Fund  to  cover  additional 
loans.  The  request  was  denied  for  legal  reasons 
presented  by  the  Attorney-General.  The  1951  Gen- 
eral Assembly  will  be  asked  to  increase  the  loan 
fund. 

Under  the  indigent  care  program  administered 
by  the  Commission,  payments  were  made  during 
1949  amounting  to  $241,663  for  the  hospitalization 
of  19,780  residents  from  99  counties.  Ninety-one 
approved  publicly-owned  and  non-profit  hospitals 
in  53  counties  shared  in  the  program.  The  1949 
payments   exceeded  those  for   1948   by   $32,366. 

The  number  of  patients  for  whom  payments  were 
made  in  1949  exceeded  by  4,514  the  number  for 
1948.  The  number  of  approved  hospitals  receiving 
payments  was  increased  by  seven  in  1949.  The 
record  for  the  first  four  months  of  1950  indicates 
that  the  year's  indigent  care  program  will  greatly 
exceed   the   record   for   1949. 

Six  hospitals  each  received  more  than  $10,000 
during  the  calendar  year  1949:  Charlotte  Memorial 
Hospital,  Charlotte;  Community  Hospital,  Wilming- 
ton; Duke  Hospital,  Durham;  Kate  Bitting  Rey- 
nolds Memorial  Hospital,  Winston  -  Salem;  and 
Saint  Agnes  Hospital,  Raleigh.  All  of  these  hos- 
pitals except  Duke  and  Charlotte  Memorial  serve 
Negro   patients   only. 

FREDERIC    C.    HUBBARD,    M.D., 

Chairman 
J.   STREET   BREWER,   M.D. 
WILLIAM    M.    COPPRIDGE,    M.    D. 

The  report  was  adopted  by  the  House  of  Dele- 
gates, May  1,   1950. 

Committee   on   Postgraduate    Medical    Study 

During  the  past  year  many  excellent  opportuni- 
ties for  postgraduate  instruction  have  been  avail- 
able to  the  profession  at  the  teaching  centers  and 
in  many  towns,  large  and  small,  throughout  North 
Cai-olina,  and  in  general  have  been  well  attended. 

There  have  been  available  seminars,  symposia  of 
one  to  three  days,  clinics,  ward  rounds  and  confer- 
ences at  Duke  and  Bowman  Gray  Schools  of  Med- 
icine, lectures,  and  medical  extension  course  lec- 
tures  and   clinics   at  various   centers. 

Because  of  their  value  in  providing  excellent 
programs  and  the  good  attendance  in  response,  the 
following  should  be  mentioned: 

The   Duke   Medical   Postgraduate   Courses 
The  Southern  Pediatric  Seminar  at  Saluda 
The    New    Hanover    County    Symposium 


The    Symposium   of  the   North   Carolina   Heart 
Association   at  Winston-Salem,   sponsored   by 
the     Winston  -  Salem     and     Forsyth     County 
Heart  Association 
The    Duke    Medical    Symposium 
The    Heineman    Lectures   in    Charlotte 
The   Raleigh  Academy   of   Medicine   Symposium 
The  Watts  Hospital  Medical  and  Surgical  Sym- 
posium 
The  North  Carolina  Academy  of  General  Prac- 
tice  and   Duke    Symposium 
The   Greensboro  Academy  of   Medicine   Sympo- 
sium 
Eight   University  of   North   Carolina    School   of 
Medicine   Extension   Courses   at   Shelby,   Kin- 
ston,     Wilson,     Wilmington,     Salisbury,     Ral- 
eigh, North   Wilkesboro-Elkin,   and   Elizabeth 
City-Ahoskie-Edenton. 
In  addition  there  have  been  many  excellent  scien- 
tific programs  arranged  by  county  and  district  soci- 
eties throughout  the   state. 

While  reports  are  not  available  at  this  time  on 
the  total  attendance  at  these  various  sessions,  indi- 
cations are  that  the  profession  has  responded  to 
a   larger  extent  than  in  previous   years. 

In  the  future,  to  avoid  conflicts  as  far  as  it  is 
possible  in  scheduling  the  various  meetings,  it  is 
suggested  that  all  sponsoring  agencies  of  symposia, 
lectures,  courses,  and  district  society  meetings  no- 
tify the  office  of  the  Executive  Secretary  of  the 
Society  as  early  as  it  can  be  done  of  the  dates  of 
any  anticipated  programs  to  be  presented  during 
the  year. 

W.  REECE  BERRYHILL,  M.D., 

Chairman 

WILBURT    C.    DAVISON,    M.D. 

COY    C.    CARPENTER,    M.D. 

The   report  adopted   by  the   House   of   Delegates, 

May  1,  1950. 

Liaison  Committee  on  Insurance  to   Work   With 
The    N.    C.    Insurance    Commissioner 

We  have  not  had  a  meeting  as  a  committee,  since 
only  one  problem  has  arisen.  However,  we  have 
written  the  previous  chairmen,  your  office  and 
the  Insurance  Companies  for  a  copy  of  their  pro- 
posal to  the  Society  and  policy  contracts.  To  date 
we  have  only  one,  The  Commercial   Casualty. 

The   pertinent    observations    are: 

It  is  of  doubtful  value  to  the  members  to  have 
a  policy  contract  "approved"  by  the  Society  unless 
there  is  an  accompanying  proposal  and  assurance 
that  all  members  in  good  standing  and  in  active 
practice  are  eligible  and  that  after  any  type  illness 
they  shall  again  be  eligible  on  resuming  active  prac- 
tice. All  this  on  a  non-medical  basis. 

The  "approval"  letter  of  the  Society  should  not 
be  used  in  connection  with  a  "new  type"  policy 
until  that  policy  contract  also  is  studied  and  eval- 
uated. Recently  one  was  read  which  actually  could 
take  away  total  benefits,  rather  than  allegedly  add 
to  them,  and  this  at  a  higher  premium. 

Preference,  if  any,  should  be  given  the  companies 
who  offer  true  "blanket"  coverage,  all  ages  up  to 
70  years  and  non-medical;  rather  than  "approving" 
companies   that  select   their   risks. 

There  is  still  work  to  do  for  this  committee. 

A  later  report  will  be  submitted. 

ROBERT    A.    ROSS,    M.D., 

Chairman 
RUSSELL    O.    LYDAY,    M.D. 
WILLIAM   A.    HOOVER,    M.D. 

The  report  adopted  by  the  House  of  Delegates, 
May   1,   1950. 

Committee  on  Tuberculosis 

The  Committee  met  November  9,  1949,  with  all 
members    present.    The    Committee    wishes    to    call 
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attention  again  to  the  recommendation  of  securing 
a  chest  X-ray  on  all  persons  admitted  to  a  general 
hospital.  This  effort  would  further  reduce  exposure 
of  hospital  personnel  to  the  unknown  case  of  active 
tuberculosis  as  well  as  discover  the  unsuspected 
case  of  pulmonary  tuberculosis  and  other  intra- 
thoracic disease.  This  procedure  would  not  only 
decrease  the  hazard  of  hospital  personnel  in  regards 
to  tuberculosis  but  would  favor  arrangements  for 
admission  of  known  tuberculous  cases  for  the 
study  of  other  disease. 

The  Committee  endorses  the  use  of  BCG  accord- 
ing to  the  standards  as  outlined  by  the  National 
Tuberculosis  Association.  It  has  been  gratifying 
to  realize  that  several  hospitals  in  this  State  have 
adopted  this  plan  of  giving  BCG  to  all  tuberculin 
negative   hospital   personnel. 

The  discussions  prevalent  during  the  past  few 
months  in  regards  to  Medical  Education  have  in- 
cluded emphasis  on  the  lack  of  adequate  training 
of  medical  students,  both  theoretical  and  practical, 
in  the  diagnosis  and  management  of  pulmonary 
lesions,  tuberculosis  in  particular.  With  adequate 
guidance  and  instruction  in  tuberculosis  there  will 
of  necessity  be  a  more  satisfactory  understanding 
of  all  intrathoracic  disease  in  general.  The  Com- 
mittee approves  heartily  the  expansion  program  of 
the  State  Sanatorium  system  and  hopes  that  the 
contemplated  number  of  beds  will  prove  adeauate 
for  the  proper  hospitalization  of  all  citizens  of  the 
State  of  North  Carolina  who  are  in  need  of  such 
because  of  tuberculosis. 

JOSEPH   S.   HIATT,   JR.,    M.D..   Chairman 

AVON  H.  ELLIOT.  M.D. 

MERLE   D.   BONNER,   M.D. 
The   report   adopted   bv   the    House    of   Delegates, 
May   1,   1950. 

Committee   on   Industrial    Health 

The  Committee  on  Industrial  Health  had  one 
lormal  meeting  on  October  21st,  1949,  in  Canton, 
North  Carolina.  Unfortunately  only  two  members 
of  the  committee  could  be  present.  At  this  time  it 
was  decided  that  no  definite  action  of  the  Commit- 
tee was  urgent;  and  that  the  Societies  of  the  State 
should  not  be  plagued  with  minor  issues,  pressed 
as  they  are  with  the  major  issues  of  threatened 
Socialized  medicine.  The  committee  has  stayed  in 
contact  with  the  division  of  Industrial  Health  of 
the  American  Medical  Association.  It  has  also  ex- 
tended promise  of  cooperation  of  the  State  Societv 
with  the  Division  of  Industrial  Health  of  the  State 
Health  Department. 

The  Committee  extends  the  following  recom- 
mendations to  the  Executive  Committee  of  the 
State   Society  as  were  urged  in  1948-49. 

1.  That  the  North  Carolina  State  Medical  Asso- 
ciation urge  its  members  to  report  known 
cases  of  industrial  diseases  to  the  local  health 
departments. 

2.  That  the  North  Carolina  State  Medical  Asso- 
ciation urge  the  medical  schools  of  the  state 
to  broaden  their  programs  for  undergradu- 
ates and  postgraduate  teaching  of  industrial 
health. 

3.  That  the  North  Carolina  Medical  Association 
recommend  to  the  County  Medical  Societies 
to  appoint  committees  on  industrial  health  to 
work  with  the  State  Committee  on  Industrial 
Health. 

4.  That  the  North  Carolina  Medical  Association 
urge  industry  to  require  a  pre-employment 
physical  examination  including  an  x-ray  of 
the  chest,  since  it  is  the  opinion  of  the  Com- 
mittee that  no  examination  of  the  chest  is 
complete  without  an  x-ray,  and  that  periodic 
health  examination  include  an  x-ray  of  the 
chest. 


5.  That  the  North  Carolina  State  Medical  Soci- 
ety urge  industry  to  make  provision  for  em- 
ploying the  physically  handicapped  individ- 
uals provided  they  are  not  infectious  to  any- 
one. 

HUGH  A.   MATTHEWS,   M.D.,   Chairman 
MATTHEW   S.    BROUN,   M.D. 
CLAUDE    G.    MILHAM,    M.D. 
The  report   adopted   by   the   House   of   Delegates, 
May  1,  1950. 

Committee  to  Cooperate  With  University  of  North 
Carolina  Authorities  on  the  Selection  of  the 
Medical  School  Faculty 

On  June  16,  1949,  after  being  notified  by  the 
Executive  Secretary  of  my  reappointment  as  chair- 
man of  the  Committee  to  cooperate  with  the  Uni- 
versity of  North  Carolina  Authorities  in  the  Selec- 
tion of  a  Faculty  for  the  new  Four- Year  Medical 
School,  I  wrote  him  to  the  effect  that  I  felt  that 
our  committee  had  completed  its  work  unless  the 
Dean  of  the  Medical  School  and  /or  the  Special 
Committee  from  the  Trustees  wished  to  meet  with 
us  or  assign   us   some   other  work. 

Under  date  of  June  24,  1949,  I  wrote  to  each 
member  of  the  Committee  reviewing  what  had  been 
done  and  advising  in  effect  that  I  saw  no  reason 
for  a  meeting  of  our  Committee  unless  some  new 
task  should  be  assigned  to  us,  or  unless  some  of 
the  Committee  felt  that  a  meeting  should  be  held. 
No  reply  was  received  by  me  from  any  member  of 
the  Committee  so  I  felt  that  they  all  felt  as  I  did. 
In  my  letter  I  stressed  again  that  we  all  wanted 
only  the  best  men  to  head  up  the  major  depart- 
ments at  the  new  Medical  School;  and  that  we  felt 
that  any  talent  secured  "should  be  acceptable  to 
the  men  throughout  the  Medical  Profession  of  North 
Carolina." 

A  copy  of  this  letter  was  sent  to  the  Dean  of 
the  Medical  School,  to  Major  McLendon,  Chairman 
of  the  special  committee  from  the  Trustees,  and 
to  several  others. 

Your  committee  has  not  been  called  on  for  any 
further  assistance  with  reference  to  the  new  Med- 
ical School.  It  therefore  has  not  met  and  has  no 
further  report  to   make. 

JAMES  F.  ROBERTSON,  M.D., 

Chairman 

WILLIAM   M.   COPPRIDGE,   M.D. 

BROCKTON  R.  LYON,  M.D. 

JAMES  B.  SIDBURY,  M.D. 

ARTHUR  H.  LONDON.  JR.,  M.D. 

OREN  MOORE,  M.D. 

IVAN   M.    PROCTER,    M.D. 

HUGH  A.  THOMPSON,   M.D. 

JAMES    H.    CHERRY,    M.D. 

VERLING    K.    HART,    M.D. 

SHAHANE    R.   TAYLOR,    M.D. 

MONROE    T.    GILMOUR,    M.D. 

DAVID   R.   MURCHISON,    M.D. 

RUSSELL    O.    LYDAY,    M.D. 

G.  WESTBROOK  MURPHY,  M.D. 

HENRY    B.    IVEY,    M.D. 

W.    EDWIN    MILLER,    M.D. 

AMOS    N.   JOHNSON,    M.D. 

WILLIAM   A.    SAMS.   M.D. 

HAMILTON  W.  McKAY,  M.D. 

FRED   M.   PATTERSON,   M.D. 

LOUIS   G.   BEALL,   M.D. 

THOMAS  H.   WRIGHT,   M.D. 
The  report   adopted  by  the   House   of   Delegates, 
May  1,  1950. 

Medical    Advisory    Committee   to   North    Carolina 
Industrial    Commission 

The  Medical  Advisory  Committee  to  the  State 
Industrial    Commission    began    functioning    actively 
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on  December  5,  1949,  when  the  Committee  consist- 
ing of  Dr.  E.  B.  Raney,  Durham;  Dr.  Robert  Will- 
iams, Raleigh,  and  Dr.  Wm.  F.  Hollister,  Pine- 
hurst,  Chairman,  met  with  the  new  Industrial  Com- 
missioners, Mr.  Frank  Huskins,  Mr.  Robert  L. 
Scott,  and  Mr.  J.  W.  Bean,  and  Dr.  W.  C.  Horton, 
Medical  Advisor  to  the  Industrial  Commission.  The 
function  of  the  Committee  is  to  review  contested 
fee  schedules  (applicable  to  medical  report  of  in- 
quiry) and  to  attempt  to  reach  a  satisfactory  settle- 
ment of  these  cases  with  the  doctors  involved  and 
the  Industrial  Commission,  and  also  to  advise  the 
Commission  on  any  of  the  problems  pertaining  to 
medical  matters.  The  Medical  Advisory  Commit- 
tee has  found  the  Industrial  Commission  coopera- 
tive and  thus  far  agreeable  to  accepting  our  advice 
on  all  cases  reviewed. 

On  December  5,  1949,  twenty-eight  cases  were 
reviewed  and  fees  were  increased  from  $7.50  to 
$100.00  per  case.  On  March  3,  1950,  the  second 
meeting  was  held  and  twenty-two  cases  were  re- 
viewed. At  this  meeting  the  Industrial  Committee 
agreed  to  increase  fee  schedules  as  much  as  $125.00 
per  case.  Our  Committee  is  inclined  to  believe  that 
these  meetings  have  tended  to  bring  about  a  clearer 
understanding  of  the  medical  problems  with  the  new 
Industrial  Committee  members.  However,  an  actual 
increase  in  the  fee  schedules  will  of  necessity  have 
to  be  carried  out  either  by  direct  action  of  the  In- 
dustrial Commission  or  by  new  legislation.  The 
Industrial  Commission's  interpretation  of  the  pres- 
ent fee  schedule  is  that  monetarily  it  adequately 
covers  the  people  in  this  economic  group.  My  Com- 
mittee feels  that  the  ideal  solution  to  the  overall 
problem  would  be  to  completely  abolish  the  fee 
schedule  and  allow  each  physician  to  submit  his 
fee  according  to  what  he  considers  a  fair  mranen- 
sation  for  the  medicine  or  surgery  involved.  This 
is  the  existing  practice  in  Virginia  and  South  Caro- 
lina at  the  present  time. 

The  Industrial  Commission  has  requested  that 
the  Medical  Advisory  Committee  exoress  an  opin- 
ion officially  on  payment  of  fee  differentials  to 
soecialists  Qualified  by  the  American  Board.  My 
Committee  feels  that  it  should  have  the  authority 
of  the  State  Medical  Society  before  expressing  an 
ODinion  in  this  regard.  One  of  the  members  of  the 
Medical  Advisory  Committee,  in  a  letter  to  Com- 
missioner  Robert  L.   Scott,   stated: 

"I  note  your  request  for  the  opinion  of  the 
Committee  members  on  the  payment  of  fee 
differentials  to  specialists  in  certain  fields.  It 
does  not  seem  equitable  that  some  specialists 
should  be  so  recognized  financially  and  others 
ignored  as  is  the  case  with  the  present  fee 
schedule.  My  recommendation  would  be  to  abol- 
ish the  present  differentials  and  to  substitute 
a  blanket  percentage  differential  in  favor  of 
the  specialists  which  would  apply  to  all  parts 
of  the  fee  schedule  and  to  all  of  the  specialties. 
Such  a  differential  is  in  line  with  current  prac- 
tice in  non-compensation  cases.  It  is  based  on 
the  fact  that  none  of  the  specialty  boards  certify 
a  man  unless  he  has  devoted  considerable  extra 
time  and  expense  to  specialized  training  in  a 
limited  field  and  unless  he  has  demonstrated 
also  the  fact  that  he  will  not  treat  conditions 
which  do  not  fall  into  the  field  of  his  spe- 
cialty." 

I  feel  that  action  should  be  taken  on  this  by  the 
State  Medical  Society  and  perhaps  some  decision 
can  be  reached  by  the  House  of  Delegates  at  the 
May   meeting. 

In  conclusion,  I  feel  that  our  association  with 
the  new  Industrial  Commission  has  led  to  some 
understanding  of  the  basic  problems,  but  a  solu- 
tion of  these  problems  can  only  result  from  a  much 


more  fundamental  approach  to  the  over-all  prob- 
lem, namely,  a  change  in  the  existing  legislation 
by  the   State   Legislature. 

WILLIAM   F.  HOLLISTER,   M.D.. 
Chairman 
RICHARD    B.    RANEY,    M.D. 
ROBERT   WILLIAMS,   M.D. 
The   report   adopted  by   the   House   of   Delegates, 
May  1,  1950. 

Committee  on   Venereal   Disease 

The  Committee  on  Venereal  Disease  control  is 
very  pleased  to  find  that  the  number  of  new  cases 
of  Syphilis  reported  in  North  Carolina  during  the 
past  year  has  declined  significantly.  Study  of  this 
problem  causes  us  to  conclude  that  the  number  of 
new  infections  occurring  has  declined  proportion- 
atelv.  We  think  this  is  to  be  expected  since  an  ex- 
tensive and  intensive  program  of  control  is  being 
carried  on  throughout  the  State  and  that  the  treat- 
ment of  this  disease  is  much  easier  and  shorter 
than  previously.  Despite  the  decline  in  the  number 
of  cases  there  is  no  let  down  in  the  control  pro- 
p-ram over  the  State.  Instead  there  seems  to  be  an 
intensification  of  effort.  This  is  probably  due  to 
a  feeling  that  syphilis  can  be  brought  under  con- 
trol if  we  are  willing  to  put  out  the  effort  to  do 
it.  Gonorrhea  and  the  other  venereal  diseases  are 
not  being  neglected.  It  is  only  natural  that  more 
effort  should  be  spent  on  these  diseases  if  the 
number  of  cases  of  syphilis  to  be  treated  declines. 

The  Committee  has  been  preparing  two  papers 
annually  which  deal  with  various  nha=es  of  venereal 
disease  control  and  THE  NORTH  CAROLINA 
MEDICAL  JOURNAL  has  been  good  enough  to 
publish  them  for  us.  We  are  pleased  with  the  pres- 
ent control  program  in  North  Carolina  and  feel 
that  it  is  giving  results;  however,  it  should  be 
pointed  out  that  the  control  of  the  venereal  diseases 
is  primai-ily  a  job  of  the  medical  profession  and 
every  doctor  should  do  what  he  can  to  further  this 
program. 

FRED    G.   PEGG.   M.D..   Chairman 
MILLARD    B.    BETHEL,    M.D. 
MALCOLM   T.   FOSTER,   M.D. 
The   report   adopted   bv  the   House   of   Delegates 
May   1,   1950. 

Committee  on   Legislation 

This  having  been  an  off  year  for  the  Legislature, 
we  have  no   activities   to   report. 

MILLARD   D.   HILL,    M.D.. 

Chairman 

HUBERT  B.  HAYWOOD,  M.D., 

Advisory   Chm. 

JOSEPH  J.    COMBS.    M.D. 

GEORGE    W.   PASCHAL,    M.D. 

Supplementary   Report   for  the  Legislative 
Committee   Medical   Societv   of   the 
State  of  North   Carolina 

Subject:  Report  of  the  Political  Information 
Committee,  which  is  a  subsidiary  of 
the   Legislative   Committee. 

During  the  course  of  the  year,  the  President  of 
our  Society  appointed  the  writer  Chairman  of  the 
Political  Information  Committee,  which  is  to  func- 
tion in  conjunction  with  and  as  a  subsidiary  of  the 
existing  Legislative   Committee. 

The  Chairman  of  the  Political  Information  Com- 
mittee accepted  the  appointment  and  responsibil- 
ities pertaining  to  this  Committee's  function.  On 
March  5,  1950,  the  Chairman  appeared  before  a 
meeting  of  the  Executive  Committee  at  the  Sir 
Walter  Hotel,  Raleigh,  North  Carolina,  and  pre- 
sented to  them  an  outline  of  the  purposes  and  pos- 
sible method   of  functioning  of  his   Committee.   He 
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discussed  the  framework  of  an  organization,  an 
estimated  cost  of  its  operation  and  the  possible 
effects  of  the  dissemination  of  information  per- 
taining to  legislative  problems,  which  might  have 
a  direct  effect  on  the  welfare  of  the  members  of 
our   Society. 

The  Chairman  of  the  Committee  was  instructed 
and  vested  with  the  authority  to  proceed  with  his 
functions.  Action  has  been  taken  and  is  continuing 
to  be  taken  on  various  matters  subject  to  seasoned 
counsel. 

GEORGE  W.  PASCHAL,  JR.,  M.D., 

Chairman 

The  report,  including  the  supplement,  adopted  by 
the  House  of  Delegates,   May  1,   1950. 

Committee  on   Scientific   Work 

Your  Committee  has  worked  in  close  coopera- 
tion with  Executive  Headquarters  Office  in  the 
invitation  to  and  solicitation  of  scientific  exhibitors 
to  present  displays  of  scientific  subjects  at  the 
Annual  Sessions.  Some  twenty  exhibits  have  been 
secured  indicating  a  wide  variety  of  scientific  sub- 
jects and  interesting  presentation.  The  Committee 
urges  that  all  Fellows  patronize  the  various  scien- 
tific booths  and  lend  their  interest  and  encourage- 
ment to  this  aspect  of  the  educational  program  of 
the  Annual   Sessions. 

MILLARD    D.   HILL,    M.D.,    Chairman 

LENOX   D.   BAKER,   M.D. 

JAMES    B.    BULLITT,   M.D. 

GEORGE    T.    HARRELL,    M.D. 

The  report  adopted  by  the  House  of  Delegates, 
May  1,   1950. 

Committee  on   Publications 

The  Committee  on  Publications  had  no  meeting 
during  the  year  and  no  questions  involving  the 
consideration  of  policy  or  change  of  policy  has 
come  to  the  Committee's  attention.  The  North 
Carolina  Medical  Journal  has  been  published  reg- 
ularly throughout  the  year  and  continues  its  envi- 
able place  as  one  of  the  outstanding  medical  jour- 
nals in  the  countrv. 

MILLARD    D.    HILL,    M.D.,    Chairman 

WINGATE    M.   JOHNSON,    M.D.,    Sec'y- 

ERNEST   W.   FERGUSON,   M.D. 

JOHN  B.   GRAHAM.   M.D. 

GEORGE   T.   HARRELL,   M.D. 

PAUL  H.  RINGER,  M.D. 

HUBERT    A.    ROYSTER,    M.D. 

WILLIAM   McN.   NICHOLSON,   M.D. 
The   report   adopted   by   the   House   of   Delegates, 
May  1,  1950. 

Committee   to   Work   With    the   North    Carolina 
Industrial   Commission 

After  being  notified  that  I  was  Chairman  of  the 
Committee  by  letter  of  June  10,  1949.  I  contacted 
the  Industrial  Commission  for  an  appointment  to 
discuss  mutual  problems.  I  was  told  that  the  Com- 
mittee was  not  complete  as  two  of  the  appointees 
had  not  reported  to  duty.  When  the  Committee  was 
completed.  I  asked  for  an  appointment  and  a  date 
was   set  for  July  21,   1949. 

Several  days  before  the  meeting  date  there  was 
newspaper  publicity  to  the  effect  that  the  N.  C. 
Medical  Society  had  called  a  hearing  for  the  in- 
creased medical  fees.  There  was  some  consideration 
as  to  whether  we  would  keep  our  appointment  as 
we  had  asked  for  a  private  conference  and  not  an 
open  meeting  on  fee  schedule.  The  Chairman  dis- 
cussed the  matter  with  the  President  of  the  Soci- 
ety and  Dr.  H.  A.  Thompson,  a  member  of  the 
Committee,  and  they  decided  to  meet  with  the  Com- 
mission at  the  appointed  time. 

The  entire  Committee  had  a  luncheon  meeting  at 


the  S  &  W  Cafeteria  at  1:00  p.m.,  July  21,  1949. 
The  first  order  of  business  was  the  approval  of 
the  action  of  the  Chairman  to  go  on  with  the  public 
hearing   as    called    by   the    Commission. 

The  Committee  along  with  Dr.  M.  D.  Hill  and 
Mr.  James  Barnes  met  with  the  Industrial  Com- 
mission at  2:30  p.m.  in  the  hearing  room  in  the 
Industrial  Commission  space.  There  was  a  good 
attendance  at  the  hearing  of  representatives  of 
the  employers,  both  big  and  little  businesses,  Insur- 
ance Companies  and  Mr.  John  Fletcher  of  the 
Rating  Bureau.  Chairman  Huskins  stated  that  the 
purpose  of  the  meeting  was  a  petition  from  the 
Medical  Society  to  discuss  Medical  Fees.  Our  Chair- 
man made  a  statement  to  the  effect  that  we  had 
not  asked  for  a  hearing  to  raise  fees.  (There  is  a 
copy  of  the  hearing  filed  in  Secretary  Barnes  of- 
fice). The  general  hearing  adjourned  about  4  p.m. 
Members  of  the  Committee  were  satisfied  with 
the  hearing. 

July  28,  1949,  Dr.  Hugh  Thompson  and  I  had  an 
appointment  with  Chairman  Huskins  at  4  p.m.  We 
discussed  the  position  of  the  Medical  Director  and 
his  travel  through  the  State.  The  Chairman  stated 
that  he  did  not  feel  that  the  present  Medical  Direc- 
tor should  travel  and  that  he  had  to  call  him  down 
on  some  letters  to  doctors.  He  was  in  sympathy 
with  our  position.  The  Commissioners  have  taken 
the  position  that  there  is  no  vacancy  of  Medical 
Director  for  the  Commission.  He  does  not  want  to 
terminate  the  services  of  an  elderly  man.  He  also 
does  not  feel  that  he  has  sufficient  salary  to  pay 
a  doctor  who  would  meet  the  standards  of  the 
Medical   Society. 

Chairman  Huskins  stated  that  according  to  the 
N.  C.  law  Insurance  Companies  could  not  pav  any 
bill  until  it  had  been  approved  by  the  Commission. 
This  prevents  the  delegation  of  authority  to  Insur- 
ance Companies  to  pay  any  bills  without  going  to 
the   Commission. 

The  Commission  finally  decided  and  published 
that  there  would  be  no  increase  in  the  medical  fees 
at  this  time.  The  payment  for  two  fractures  on 
the  same  patient  would  be  allowed.  The  Chairman 
was  notified  of  the  action  by  a  letter  after  it  had 
been  published  in  the  paper.  (This  communication 
was  turned  over  to  the  Executive   Secretary.) 

The  Chairman  acting  for  the  Committee  cooper- 
ated with  the  Commissioners  in  publishing  a  new- 
schedule  fee.  The  Commission  also  authorized  that 
membership  in  the  American  College  of  Physicians 
would  be  equivalent  to  being  certified  by  the  Amer- 
ican Board  of  Internal  Medicine  as  far  as  service 
to  the  Commission  was  concerned.  A  new  form  #25 
for  bills  was  approved  as  suggested  by  the  Com- 
mission. 

Summary:  The  Committee  has  coopei-ated  with 
the  Commissioners  during  the  year  in  a  very  pleas- 
ant manner.  It  is  not  felt  that  there  has  been  any 
major  accomplishment  obtained.  It  is  felt  that 
some  ground  work  towards  harmony  has  been  laid. 
It  was  expressed  that  if  the  physicians  of  the 
State  would  forget  about  the  fee  schedule  not  being 
raised  that  they  would  benefit  in  the  long  run.  It 
is  felt  that  if  the  physicians  do  not  get  a  response 
from  the  Medical  Director  to  their  complaints  they 
will  find  a  responsive  and  I  believe  a  sympathetic 
ear  from  the  present  Chairman  of  the  Industrial 
Commission. 

JOS.    J.    COMBS,    M.D.,    Chairman 
DONNELL   B.   COBB,   M.D. 
HUGH  A.  THOMPSON,   M.D. 
GEORGE  L.  CARRINGTON,  M.D. 
JAMES  H.   CHERRY,   M.D. 

The  report  adopted  by  the  House  of  Delegates, 
Mav  1,  1950. 
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Committee   to   Arrange   Facilities 
For  Annual  Sessions 

The  Committee  on  Arrangements  has  effected  the 
instructions  of  the  Executive  Committee  and  the 
House  of  Delegates  in  staging  the  Ninety-Sixth 
Annual  Sessions  at  Pinehurst,  N.  C,  May  1,  2,  and 
3,  1950.  The  Management  of  the  Carolina  Hotel 
has  made  its  entire  facilities  available,  and  it  has 
additional  housing  facilities  in  the  village  to  accom- 
modate anticipated  registrants.  Other  activities  are 
as  follows: 

1.  A  well  rounded  program  of  science  and  enter- 
tainment. 

2.  Scientific    educational    displays. 

3.  Technical  displays. 

The  advance  registration  appears  to  indicate  a 
record  attendance  and  the  Fellowship  at  large  is 
urged  to   attend. 

MILLARD   D.    HILL,    M.D.,    Chairman 

The  report  adopted  by  the  House  of  Delegates, 
May  1,  1950. 

Committee  for  Merger  of  the  Hospital  Saving 
Association    and    North    Carolina    Hospital 
Care    Association,    Inc. 

Our  committee  was  discharged  and  so  has  no 
report  to  make. 

GEORGE   L.   CARRINGTON,   M.D., 

Chairman 
ARTHUR  H.   LONDON,  JR.,   M.D. 
DAVID    T.    SMITH,    M.D. 
The  report  accepted  by  the   House  of  Delegates, 
May   1,   1950. 

Committee  on  Child   Welfare 

There  have  been  no  matters  referred  to  the 
Committee  during  the  past  year.  Consequently, 
there  have  been  no  meetings  of  this  committee. 

ARTHUR  H.  LONDON,  JR.,  M.D., 

Chairman 
CHARLES   R.   BUGG,   M.D. 
WILLIAM  EUGENE  KEITER,  M.D. 
The  report  accepted  by  the  House   of  Delegates, 
May  1,   1950. 

Committee  on  Mental  Hygiene 

The  Mental  Hygiene  Committee  of  the  State 
Medical  Society  has  had  four  meetings  during  the 
past  year.  We  have  been  very  interested  in  improv- 
ing the  psychiatric  treatment  of  patients  in  our 
state  mental  hospital. 

Two  very  simple  facts  must  be  faced  if  the  care 
of  mental  patients  in  this  state  is  to  be  brought 
to  anything  like  decent  modern  standards  of  treat- 
ment. Better  and  more  trained  doctors  must  be 
obtained  to  act  as  senior  physicians.  This  can  only 
be  accomplished  by  increasing  the  salary  scale  to 
be  competitive  with  other  state  hospitals  and  the 
Veterans    Administration    hospitals. 

The  salary  range  for  the  Veterans  Administra- 
tion is  $7,500.00  to  $11,000.00  without  maintenance 
and  in  some  state  hospitals,  the  range  of  salaries 
is  nearly  as  much  with  maintenance  or  its  equiv- 
alent added. 

Even  with  this  increase  in  salary  level,  it  is 
unlikely  that  the  services  of  competent  psychia- 
trists can  be  obtained  unless  the  state  hospitals  are 
qualified  for  residency  training. 

Residency  training  means  that  young  doctors  are 
employed — doctors  who  have  finished  a  rotating 
internship  and  are  planning  to  enter  the  field  of 
psychiatry.  Only  hospitals  that  are  organized  for 
systematic  teaching  and  which  meet  certain  mini- 
mum requirements  of  the  American  Psychiatric 
Association  are  recognized  for  training  of  young 
psychiatrists  and  only  these  teaching  centers  will 
attract   the    services    of   the   young    trainees. 


By  the  same  token,  there  is  not  reason  for  com- 
petent, senior  psychiatrists  to  come  to  a  hospital 
that  is  not  organized  for  teaching  and  training. 

To  set  up  a  training  program  at  Dix  Hill  would 
involve  the  outlay  of  a  number  of  thousands  of 
dollars.  The  increase  in  salaries  for  senior  psy- 
chiatrists would  probably  mean  an  increase  of 
about  $2,500  over  the  present  salary  scale.  For 
eight  doctors,  this  would  amount  to  $20,000.  The 
salaries  for  trainees  should  be  set  for  $5,000  with 
some,  if  not  the  equivalence  of,  maintenance.  I 
think  this  would  involve  perhaps  another  $10,000. 

I  believe  that  this  investment  in  one  year's  time 
would  be  more  than  repaid  in  the  shortened  or 
terminated    hospital    stay    of    many    patients. 

Let  me  offer  concrete  evidence — through  the 
cooperation  of  Dr.  Young  and  his  Dix  Hill  staff, 
we  did  a  number  of  brain  operations  on  patients 
who  were  regarded  as  hopeless  and  in  many  cases 
were  very  violent.  These  patients  and  their  fam- 
ilies all  paid  for  their  hospital  stay,  surgical  and 
psychiatric  fees  at  the  hospital.  Ten  of  these 
patients  have  been  discharged  to  their  homes  and 
are  no  longer  a  care  for  the  state.  This  alone  has 
saved  the  state  about  $10,000  in  one  year's  time. 

If  proper  treatment  were  to  be  carried  out  at 
Dix  Hill  with  an  adequate  staff  of  physicians,  I 
am  convinced  that  the  total  cost  of  the  staff  im- 
provement could  be  easily  met  and  surpassed  in 
saving   of  patient   days   and   years   in   hospital. 

May  I  conclude  this  report  by  saying  I  am  fear- 
ful that  the  generous  but  realistic  salary  scale  I 
have  suggested  for  senior  and  junior  staff  will 
meet  some  resistance.  I  can  warn  that  failure  to 
offer  generous  salaries  for  senior  and  junior  staff 
will  only  result  in  what  has  been  so  tragically  true 
in  the  past  —  you  will  have  no  doctors  who  are 
worth  employing  and  the  deplorable  conditions  of 
the   North   Carolina   State   hospitals   will   continue. 

Because  I  have  made  this  plea  on  the  basis  of 
financial  saving,  I  would  not  suggest  to  you  that 
I  do  not  think  that  the  humanitarian  gain  is  in- 
finitely more  important  than  the  financial.  The 
mentally  sick  who  belong  to  the  class  of  little  peo- 
ple are  helpless  to  fight  their  own  cause. 

I  believe  that  North  Carolina  could  be  in  the 
first  line  of  the  care  of  mental  disease  because  of 
its  medical  schools,  and  I  think  it  can  be  in  that 
position  without  costing  the   state  anything. 

The  desirability  of  securing  hospitalization  and 
group  insurance  policies  covering  electro-shock, 
prefrontal  leucotomy,  and  psychotherapy  up  to 
three  sessions  weekly  was  discussed;  it  was  be- 
lieved that  no  further  effort  to  secure  these  bene- 
fits through  work  with  the  Insurance  Committee 
was  desirable  at  this  time.  The  Committee  found 
no  appropriate  basis  for  taking  any  action  regard- 
ing the  existing  controversy  about  hospitalization 
insurance,  believing  that  the  resolution  of  this 
issue  could  be  cared  for  by  others. 

Upon  reviewing  the  standard  form  of  the  group 
policy  now  issued  to  the  members  of  the  Society, 
the  Committee  notes  the  bold  face  section  as 
follows: 

"The  terms  such  injury,  or  such  sickness,  shall 
not  include  those  resulting  from  suicide  or  any 
pttempt  thereat,  sane  or  insane,  caused  or  con- 
tributed to  by  insanity,  mental  infirmity,  syphilis 
or  venereal  disease;  resulting  from  any  of  the 
hazards  of  aviation  or  aeronautics  except  as  pro- 
vided in  Part  Eight;  caused  by  such  sickness  includ- 
ing loss  of  time  incurred  while  the  insured  is  out- 
side of  the  LTnited  States,  Alaska,  or  Canada;  in- 
curred while  the  insured  is  engaged  in  military, 
naval,  or  air  service  of  any  country  at  war.  Any 
premium  paid  to  the  Company  for  any  period  not 
covered  by  reason  of  the  insured  entering  the  mili- 
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tary,  naval,  or  air  service   of  any  country  at   war 
will  be  returned  pro  rata  to  the  insured." 

This  Committee  believes  that  the  Society,  through 
its  normal  representatives,  should  consider  a  re- 
vision of  the  section  of  the  policy  and  for  the  fol- 
lowing" reasons: 

1.  It  is  prejudicial  to  the  best  interests  of  the 
individual  insured  physician  and  to  mental  and 
nervous  diseases  generally.  It  is  the  position  of  this 
Committee  that  protection  from  the  ordinary  con- 
sequence of  mental  and  nervous  disease,  irrespec- 
tive of  cause,  should  be  covered  in  the  same  way 
as  any  other  illness. 

Similarly,  that  suicide  in  the  physician  is  in  gen- 
eral a  symptomatic  act  and  should  be  so  interpreted 
by  the  insuror.  This  Committee  recognizes  that  the 
physician  is  now  nearer  to  death  from  suicide  than 
from  tuberculosis  and  that  erroneous  conception  of 
mental  and  nervous  disease  and  its  discriminatory 
handling  is  a  factor  in  obstructing  a  preventive 
program. 

2.  The  section  of  the  policy  cited  is  in  opposition 
to  the  interests  of  the  promotion  of  world  peace 
through  the  internationalization  of  medicine  and 
the  visits  and  exchanges  essential  to  a  sharing  of 
science  and  culture  between  physicians  in  this  and 
other   countries. 

3.  It  is  the  impression  of  this  Committee  that 
the  United  States  is  technically,  though  disputably, 
in  a  state  of  war;  it  follows  that  protection  of  the 
physician  who  returns  to  active  duty  as  an  officer 
or  as  a  consultant  in  one  of  the  national  services 
is  jeopardized. 

It  is  believed  that  the  best  immediate  and  con- 
crete action  might  be  a  request  that  this  same  in- 
surance company  offer  a  separate  policy,  or  poli- 
cies, with  appropriate  compensatory  increase  in 
late,  to  those  physicians  who  desire  one  or  all  of 
the  additional  protections.  Where  travel  and  service 
defects  of  protection  are  concerned,  it  appears 
likely  that  the  Society's  designated  insuror  could 
in  this  way  collect  premiums  otherwise  paid  to 
companies    issuing    specific    short-term    protection. 

This  Committee  believes  that  more  stringent  con- 
trol should  be  exercised  regarding  the  sale  of  bar- 
bituate  and  bromide  preparations.  It  is  our  consid- 
ered opinion  that  prescriptions  for  these  drugs 
should  not  be  refilled,  in  the  same  way  as  prescrip- 
tions for  opium  and  related  drugs  cannot  be  re- 
filled. The  Committee  recognizes  that  the  direct 
sale  of  barbituates  is  continuing,  despite  existing 
laws,  and  believes  that  steps  to  terminate  this 
abuse  should  be  instituted  and  that  legislation  to 
terminate  the  sale  of  bromide-containing  prepara- 
tions, except  as  prescribed  by  a  physician,  should 
be  enacted. 

This  Committee  has  followed  the  changes  in 
legislation,  in  other  states,  concerning  sexual  psy- 
chopathy, its  management  by  the  courts,  and  the 
obligatory  or  elective  commitment  to  a  psychiatric 
hospital  of  the  individual  sexually  psychopathic 
person  apprehended  in  acts  defined  as  criminal  by 
statute.  Your  committee  is  likewise  familiar  with 
the  active  interest  of  public  spirited  and  capably 
guided  organizations  in  North  Carolina  expecting 
to  submit  suggestions  for  changes  in  the  next 
meeting  of  the  legislature.  This  Committee  con- 
siders medical  guidance  and  suggested  changes  of 
laws  in  matters  of  this  sort  as  the  normal  function 
of  the  Society's  Committee  on  Crime  and  Psychia- 
try; likewise,  that  participation  of  the  Society's 
members  through  county  organizations,  as  sug- 
gested by  the  American  Medical  Association,  will 
be  invaluable  in  avoiding  the  enactment  of  statutes 
which  have  proven  impracticable  in  other  states 
as  well  as  in  securing  legislation  which  eliminates 
the  confusion  between  crime  and  illness  or  defect. 

We  have  continued  to  work  in  close   cooperation 


with  the  State  Board  of  Medical  Examiners.  At 
the  present  time  we  feel  that  the  question  of  the 
use  of  narcotics  so  far  as  the  doctors  are  concerned, 
is  far  from  being  solved.  We  would  like  to  remind 
you  that  all  local  societies  are  to  act  as  counselors 
for  their  own  county  in  regard  to  the  behavior  of 
the  physicians. 

ALLYN    B.    CHOATE.    M.D.,    Chairman 

DAVID   A.   YOUNG,   M.D. 

LLOYD   J.   THOMPSON,   M.D. 

JOHN  F.  OWEN,  M.D. 

R.   BURKE   SUITT,   M.D. 
Report  adopted  by  the  House  of  Delegates,  May 
1,  1950. 

Report   of   Committee   Concerning 
Political   Activities 

I  was  appointed  Chairman  of  a  Committee  which 
concerns  itself  with  the  role  of  the  Medical  Society 
and  of  the  physicians  of  this  State  in  the  selection 
of  our  representatives  in  Congress  and  in  the  Leg- 
islature of  our  State.  With  regard  to  the  role  of  our 
Society  as  an  organization,  I  can  dispose  of  that 
with  a  brief  quotation  from  the  opinion  of  our 
legal   counsel   as  follows: 

"The    Medical    Society    of    North    Carolina, 
and  its  local  branches,  cannot  legally  sup- 
port or  oppose   a  candidate   for   public   of- 
fice,    endorse    a    particular    candidate    by 
resolution   or   advertisement,    or   use    Med- 
ical   Society   funds    or   facilities    on    behalf 
of    a    candidate.    This,    however,    does    not 
prevent   the    Society   from   taking   a   stand 
upon    issues    or    public    questions,    or   from 
encouraging  people  to   exercise   their  right 
to  vote." 
I  think  it  is  my  duty  to  tell  you,  however,  that 
as  an  individual,  it  is  not  only  your  right,  but  your 
duty   as   a   private   citizen    to    aggressively   further 
the  candidacy  of  the  man  you  know  will  fight  for 
the    principles    and    causes    in    which    you    believe. 
While  no  use  may  be  made  of  any  official  position 
or  office  in  the  organization,  this  does  not  prevent 
the  President  or  any  other  official  of  any   Society 
from  engaging  in  political  activity  as  an  individual, 
or  from   serving  on   any  political   activity   commit- 
tee, as  long  as  he  does  not  use  the  title  of  his  of- 
fice  in   so   doing.   That   prohibition,    of   course,    ap- 
plies to  the  signing  of  a  letter  of  endorsement  for 
any  candidate  on  the  letterhead   or  above  the  title 
of  the  Medical  Society  Office. 

The  question  of  socialized  medicine  has  become 
the  blazing  focal  point  of  the  entire  controversy  over 
whether  or  not  American  people  are  ready  to  aban- 
don ship  and  exchange  their  independence  for  State 
Socialism.  The  whole  basic  issue  may  well  turn  on 
our  issue,  and  likewise,  our  issue  will  be  determined 
by  the  nomination  and  election  of  representatives 
opposed  to  the  general  socialistic  trend  in  govern- 
ment. As  pointed  out  by  the  Society  leaders  all 
over  the  country,  and  particularly  at  the  Second 
National  Conference  of  the  American  Medical  As- 
sociation   Educational    Campaign: 

"It    is    critically    important    that    American 
doctors   do  everything  in   their   power   this 
year  to  stop  the  march  of  socialism  in  this 
country — and    to    stop    it    at    the    polls    by 
aiding  in  the  election  of  Congressmen  who 
will    refuse    to    compromise    on    American 
principles." 
For    your     guidance     and     information,     I     quote 
further  from   the   outline   of   strategy   and   policies 
given    at    the    Second    National    Conference    of    the 
American   Medical  Association  in  February  of  this 
year,  as  follows: 

"There  may  be  some  doctors  who  are  still 
unconvinced  that  they  should  engage  in 
practical   politics,   but   I   believe   that   most 
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members   of  the  profession   already  recog- 
nize   that    either    they    must    become    pro- 
ficient in  the  business  of  self-government, 
or   get   ready   to   accept    political    dictation 
from   Washington. 
"No  one  who  defaults  in  his  duties  as  a  citi- 
zen, on  the  flimsy  pretention  that   politics 
is  a  dirty  business,  can  protest  too  much  if 
he  wakes  up  some  morning  to  find  himself 
a   captive-citizen,   with   the   socializers   and 
the  do-gooders,  and  the  ambitious  Caesars 
of  politics  as  his  captors.  That's  the  price 
every  free  people  has  paid  when   it  failed 
to  prize  its  freedom  enough  to  defend  it." 
It  is  "later  than  you  think,"  and  unless  we  wake 
up  and  put  our  thoughts   into   political   action   now 
and   elect  the  men   we  need  for  the   state   and   the 
nation,  it  will  soon  be  too  late  to   use  the  oxygen 
tent   of  education. 

GEORGE    W.    PASCHAL.   JR.,    M.D., 

Chairman 
Subsidiary    to    the    Legislative 
Committee 
Dr.  Paschal  was  present  and  read  the  above  re- 
port.   On    motion    regularly    made,    seconded,    and 
carried,   the   report  was   adopted   by   the    House   of 
Delegates,   May  1,   1950. 

Committee  to  Work  With  Optometrists  Conferring 
With  Revenue  Commissioner  Related  to  Removal 
Sales  Tax   Prescription   Eye  Glasses 

The  following  report  was  read. 

The  Committee  joined  the  representative  of  the 
N.  C.  Optometric  Society  and  conferred  with  Rev- 
enue Commissioner  Shaw  on  April  19,  1950.  Point 
was  made  that  apparently  eye  glasses  are  the  out- 
standing item  of  devises  utilized  to  correct  or 
replace  human  physical  disability  prescribed  by 
licensed  physicians  to  which  the  general  sales  tax 
was  applicable  and  that  this  appeared  to  be  dis- 
criminatory to  those  citizens  required  to  purchase 
and  use  prescription  eye  glasses.  It  expressed  the 
hope  that  under  the  regulatory  authority  of  the 
Revenue  Commissioner,  in  the  administration  of 
the  Revenue  Act,  the  Commissioner  would  see  fit 
to  remove  such  eye  glasses  from  the  provisions 
of  regulations   and  the  tax. 

In  response  to  this  request,  the  Commissioner 
pointed  to  the  fact  that  eye  glasses  were  not  enum- 
erated in  the  Revenue  Act,  Section  406,  sub-section 
k,  and  for  that  reason  an  exempting  regulation 
could  not  be  established  by  the  Commissioner  under 
the  existing  Act.  Furthermore,  it  was  stated  that 
the  Commissioner  would  not  be  in  a  position  to 
rule  that  prescription  eye  glasses  came  within  the 
scope  of  class  sales  as  medical  supplies  for  exemp- 
tion in  view  of  an  interpretation  to  the  contrary 
by  the  office  of  the  Attorney  General  and  in  view 
that  the  Joint  Appropriation  Committee  of  the 
General  Assembly  of  1949  declined  to  recommend 
an  amendment  to  the  Revenue  Act  to  classify  eye 
glasses   as  medical   supplies. 

Therefore,  your  Committee  recommends  that  the 
Society  instruct  its  Attorneys  to  negotiate  a  con- 
sideration of  the  subject  of  exemption  before  the 
Advisory  Budget  Commission  of  North  Carolina 
with  the  possible  result  of  the  Commission  recom- 
mending to  the  General  Assembly  of  1951  that 
prescription  eye  glasses  be  included  in  the  enumer- 
ation of  exempt  items  in  Section  406,  sub-section 
k,  of  the  Revenue  Act  by  amendment  of  said 
Act 

V.    M.    HICKS,    M.D.,    Chairman 
M.    D.    HILL,    M.D. 

On    motion    regularly    made,    seconded,    and    car- 


ried, the  report  was  adopted  by  the  House  of  Dele- 
gates, May  1,   1950. 

Committee   on   Medical   Society    Home 

There  has  been  no  meeting  of  the  Committee 
which  was  appointed  to  locate  a  home  for  the 
State  Medical  Society. 

It  is  my  understanding  that  we  are  to  see  if 
there  were  available  sites  or  buildings  which  we 
might  purchase. 

Real  estate  in  Raleigh  continues  to  be  very  high 
and  the  price  of  buildings  which  are  already  con- 
structed is  beyond  the  means  of  most  associations 
which  are  looking  for  a  home  and  not  an  invest- 
ment for  surplus  funds. 

It  was  hoped  that  we  might  be  able  to  have 
space  allotted  to  us  in  the  new  building  which  the 
State  will  build  for  the  State  Board  of  Health.  I 
have  talked  with  Mr.  George  Cherry  who  has 
charge  of  the  State  of  North  Carolina  buildings. 
He  states  that  the  State  is  pushed  to  obtain  office 
space  for  all  its  departments.  It  seems  hardly 
probable  that  we  will  be  able  to  obtain  space  in 
any  State  building.  I  feel  that  it  will  be  advisable 
for  us  to  maintain  an  independent  status  in  all 
ways  so  far  as  any  connection  with  the  State  is 
concerned. 

It  is  my  opinion  that  we  could  very  well  make 
out  on  a  rental  basis  in  a  central  location  as  we 
are  at  the  present  time,  but  to  be  on  the  lookout 
for  a  favorable  location  should  the  opportunity 
present  itself  to  us  to  acquire  a  good  one  at  a 
reasonable   cost. 

HUBERT    B.    HAYWOOD,    M.D., 

Chairman 
IVAN   M.   PROCTER,   M.D. 
WILLIAM   M.   COPPRIDGE,   M.D. 
MILLARD    D.    HILL,    M.D. 

The  report  was  read.  The  report  adopted  by  the 
House   of  Delegates,   May   1,    1950. 

Annual  Report  of  the  Board  of  Medical  Examiners 

of  the 

State  of  North   Carolina 

We,  the  State  Board  of  Medical  Examiners  pre- 
sent to  you,  the  Medical  Society  of  the  State  of 
North  Carolina,  a  report  on  our  activities  for  the 
year  1949-50. 

The  most  important  happening  during  this  period 
was  the  loss  by  death  on  October  9th,  1949,  a  mem- 
ber of  your  board,  its  president,  a  servant  to  the 
people   and   the   profession,   Thomas    Leslie    Lee. 

At  the  October  17th,  1949,  meeting  of  the  board 
Dr.  James  B.  Bullitt  of  Chapel  Hill  was  unani- 
mously elected  to  fill  the  vacancy  created  by  Dr. 
Lee's  untimely  death.  Dr.  M.  D.  Bonner  was  elected 
president  of  the  Board. 

The  following  eulogy  was  spread  upon  the  min- 
utes  of   the   Board   of   Medical    Examiners: 

"Thomas  Leslie  Lee,  a  gentleman,  a  physician, 
a  scholar.  His  death  is  a  loss  to  the  State  of  North 
Carolina  and  every  citizen  therein.  His  integrity 
was  of  the  highest  caliber.  Whether  in  the  practice 
of  medicine,  public  activity,  or  professional  licens- 
ure, he  stood  steadfast  for  an  upright,  honest,  fair 
deal  for  every  individual.  He  resented  the  spine- 
less wavering  of  those  without  integrity.  He  yielded 
to  no  one  for  personal  favor  or  gain,  but  would 
share  position,  prestige  and  pecuniary  reward  with 
both  the  worthy  and  unfortunate.  Leslie  Lee  was 
a  public-spirited  leader  in  the  medical  profession, 
in  the  American  Cancer  Society,  and  in  maternal 
welfare  throughout  the  State  of  North  Carolina. 

"Born  in  Kinston,  North  Carolina,  May  24th, 
1901,  the  son  of  Thomas  Richard  Lee  and  Dora 
Bland    Lee.    He    attended    public    schools    in    Lenoir 
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County,  Washington  -  Lee  University,  and  then 
graduated  from  the  Medical  College  of  Virginia  in 
1926.  Soon  thereafter  he  began  the  practice  of  the 
specialty  of  Obstetrics  and  Gynecology  and  was  a 
charter  member  of  the  North  Carolina  Obstetrical 
and  Gynecological  Society,  as  well  as  a  member 
of  the  American  Medical  Association.  He  was  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a  diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology.  As  a  member  of  the  Board  of 
Medical  Examiners  of  the  State  of  North  Carolina 
for  five  years  and  its  president  for  one  year,  he 
exhibited  vision,  fortitude,  and  determination  in 
an  effort  to  maintain  the  high  standard  of  medical 
practice  in  this  state  and  to  serve  to  the  best  ad- 
vantage the  citizens,  the  profession  and  all  candi- 
dates for  medical  licensure." 

Puerto    Rica    Board    Medical    Examiners'    Request 

The  desire  of  the  Board  of  Medical  Examiners  of 
the  Territory  of  Puerto  Rica  for  reciprocal  rela- 
tions to  be  established  with  the  State  of  North 
Carolina  has  been  investigated  for  several  months, 
but  the  request  has  been  tabled  on  account  of  lack 
of  satisfactory  evidence. 

Reciprocal   Relations    with    the    Dominion 
of  Canada 

Your  board  has  had  under  consideration  the  feas- 
ibility of  developing  reciprocal  relations  with  the 
Dominion  of  Canada  on  the  basis  of  graduates  from 
grade  A  Canadian  medical  schools,  but  has  been 
unable   to   establish    a   satisfactory   basis. 

Narcotic   Addicts 

Your  board  continues  in  its  adopted  policy  of  a 
detailed  study  of  each  unfortunate  physician  who 
is  addicted  to  the  use  of  narcotics,  whether  or  not 
he  has  been  convicted  of  any  offense.  It  works 
routinely  in  co-operation  with  the  Rehabilitation 
Committee  of  the  State  Medical  Society  under  the 
chairmanship  of  Dr.  Allyn  B.  Choate.  A  harmon- 
ious investigation  and  consultation  is  had  with  Dr. 
Choate,  the  Councilor  of  the  district  and  the  Sec- 
retary of  the  local  medical  society  whenever  a  phy- 
sician is  alleged  to  be  indulging  in  narcotic  irreg- 
ularities. 

Since  our  last  report  Dr.  C.  has  improved  to  the 
extent  of  apparent  complete  rehabilitation  and  his 
narcotic    license    has    been    restored. 

Dr.  K.  has  likewise  improved  to  a  sufficient  de- 
gree to  have  the  restoration  of  his  narcotic  license. 

Dr.  S.  has  repeatedly  violated  the  direction  of 
the  board  and  is  now  under  subpoena  to  appear 
for  a  hearing  on  May  1st.  A  late  report  on  Dr.  S. 
relates    satisfactory   improvement. 

Dr.  Y.,  a  persistent  narcotic  addict,  was  tried 
and  convicted.  Following  the  policy  of  the  board, 
his  state  medical  license  was  revoked  in  June, 
1947.  On  a  program  of  treatment  and  rehabilita- 
tion, assisted  by  one  member  of  the  Board  of  Med- 
ical Examiners,  this  physician  improved  to  such  a 
degree  that  his  state  license  was  restored  in  1948. 
The  conduct  and  practice  of  Dr.  Y.  have  continued 
to  improve  to  such  an  extent  during  the  past 
twelve  months  that  the  board  has  now  under  con- 
sideration approval  of  restoration  of  his  narcotic 
license. 

Licensure    Applicants    Make   Poor    Grades 

At  the  annual  written  examination  given  by  this 
board  in  1949  an  unusually  large  number  of  appli- 
cants presented  papers  of  a  much  poorer  quality 
than  those  for  the  preceding  four  years.  It  was 
necessary  for  the  board  to  reconsider  and  scrutinize 
these  examinations  very  carefully.  Six  of  the  appli- 
cants received  license  on  grades  which  only  met 
the  minimum  requirements   of  the  board. 


Physicians    Repeated    Misinterpretation    of    Medical 
Practice    Act    Cause    Applicants    Embarrassment 

The  Board  of  Medical  Examiners  repeatedly  finds 
it  necessary  to  call  the  attention  of  the  medical 
profession  to  the  North  Carolina  Medical  Practice 
Act.  A  large  number  of  physicians  have  an  erron- 
eous idea  that  a  young  or  new  physician  can  come 
into  North  Carolina  and  practice  temporarily  with 
and  under  the  direction  of  some  licensed  physician. 
For  your  information  we  quote  the  part  of  the 
Medical  Practice  Act  pertaining  to  practice  with- 
out a  license: 

"90-18.  Practicing  without  license;  practicing 
defined;  penalties.  — No  person  shall  practice  med- 
icine or  surgery,  or  any  of  the  branches  thereof, 
nor  in  any  case  prescribe  for  the  cure  of  diseases 
unless  he  shall  have  been  first  licensed  and  reg- 
istered so  to  do  in  the  manner  provided  in  this 
article,  and  if  any  person  shall  practice  medicine 
or  surgery  without  being  duly  licensed  and  regis- 
tered, as  provided  in  this  article,  he  shall  not  be 
allowed  to  maintain  any  action  to  collect  any  fee 
for  such  services.  The  person  so  practicing  without 
license  shall  be  guilty  of  a  misdemeanor,  and  upon 
conviction  thereof  shall  be  fined  not  less  than  fifty 
dollars  ($50.00)  nor  more  than  one  hundred 
($100.00),  or  imprisoned  in  the  discretion  of  the 
court  for  each  and  every  offense. 

"Any  person  shall  be  regarded  as  practicing 
medicine  or  surgery  within  the  meaning  of  this 
article  who  shall  diagnose  or  attempt  to  diagnose, 
treat  or  attempt  to  treat,  operate  or  attempt  to 
operate  on,  or  prescribe  for  or  administer  to,  or 
profess  to  treat  any  human  ailment,  physical  or 
mental,  or  any  physical  injury  to  or  deformity  of 
another   person." 

Applicant    Refused    License 

One  applicant  during  1949,  after  receiving  a  copy 
of  the  Medical  Practice  Act  and  being  instructed 
by  the  secretary  of  the  State  Board  of  Medical 
Examiners  not  to  practice  without  first  obtaining 
his  license,  defied  the  order  of  the  board  and  went 
to  the  local  county  medical  society  secretary  for 
his  opinion  in  this  connection.  The  applicant  entered 
into  practice  for  several  months  and  then  appeared 
before  the  board  asking  license  by  reciprocity. 
When  the  applicant  admitted  that  he  had  practiced 
after  receiving  instructions  to  the  contrary  from 
this  board,   he  was  forthwith   refused  licensure. 

Physicians    in   Adjoining    States 

It  is  a  policy  of  the  board  to  grant  limited  license 
to  physicians  who  live  in  adjoining  states  when 
they  desire  to  come  into  North  Carolina  for  spe- 
cific practice  in  a  certain  borderline  county  or 
counties. 
Resident   Physicians 

Your  board  has  been  requested  on  several  occa- 
sions to  adopt  a  policy  of  economic  leniency  toward 
resident  physicians  in  obtaining  a  license  while 
serving  in  North  Carolina  hospitals.  This  board 
is  required  by  law  to  charge  Fifteen  ($15.00)  Dol- 
lars for  any  limited  license  and  Fifty  ($50.00) 
Dollars  for  a  complete  license  when  the  same  is 
obtained  by  endorsement  of  credentials.  Certain 
resident  physicians  came  into  North  Carolina  hos- 
pitals to  serve  without  any  intention  of  establish- 
ing a  permanent  residence  in  this  state.  In  order 
to  be  more  lenient  upon  these  physicians,  who  are 
now  required  to  have  a  license,  the  board  adopted 
the   following   resolution   on   January   23rd,   1950: 

"That  any  physician  serving  a  residency  in  any 
hospital  in  North  Carolina  be  charged  Fifteen 
($15.00)  Dollars  for  license  by  comity  instead  of 
Fifty  ($50.00)  Dollars,  said  license  to  be  limited 
to  that  particular  hospital  in  which  applicant  is 
serving    a    residency.    After   the   residency   is    com- 
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pleted,  applicant  will  be  allowed  to  come  before 
the  Board  of  Medical  Examiners  for  consideration 
of  full  license  to  practice  medicine  in  North  Caro- 
lina upon  the  payment  of  an  additional  Thirty-five 
($35.00)    Dollars." 

Physician   Convicted   of   Felony — License    Revoked 

State  vs  Dr.  JBD,  Negro.  Dr.  D.  was  convicted 
of  criminal  abortion  and  manslaughter  in  the 
Wake  County  Superior  Court  and  was  sentenced 
as  follows: 

"The  two  cases  as  entitled  above  were  calendared 
for  trial  at  the  instant  term  of  court.  In  case  7239 
there  was  a  trial  and  a  verdict  of  guilty  with  a 
recommendation  for  mercy  upon  a  charge  of  abor- 
tion. In  case  7238  there  was  a  bill  of  indictment 
charging  the  defendant,  with  manslaughter,  to 
which  he  entered  a  plea  of  nolo  contendere.  The 
two  eases  are  consolidated  for  the  purpose  of  this 
judgment  by  a  consent  of  the  state  and  the  de- 
fendant  in  the  cases. 

"In  case  7239,  upon  the  verdict  of  Guilty  based 
upon  the  indictment  charging  the  defendant  with 
the  crime  of  abortion,  it  is  the  judgment  of  the 
court  that  the  defendant  be  confined  in  the  State's 
prison  for  a  term  of  three  (3)  years,  sentence  to 
begin  at  the  expiration  of  the  sentence  imposed 
in  7238. 

"The  jury  having  recommended  mercy  and  the 
defendant  having  offered  many  witnesses  in  sup- 
port of  his  character  with  the  exception  of  the 
reputation  which  he  had  for  performing  abortions 
and  the  court  being  conscious  of  the  fact  that  the 
State  Board  of  Medical  Examiners  will  revoke  his 
license,  it  is 

"ORDERED  that  the  foregoing  sentences, 
amounting  to  six  years,  remain  suspended  and  the 
defendant  will  be  put  upon  probation  for  a  period 
of  five  years  under  sentence  in  7239  and  an  addi- 
tional period  of  five  years  under  sentence  in  7238. 
which  judgment  of  probation  will  be  prepared  and 
signed  by  the  court  as  a  part  of  the  record  in  this 
case. 

"A  further  condition  of  this  judgment  is  that, 
the  defendant  surrender  his  license  to  practice 
medicine  in  the  State  of  North  Carolina  and  he  is 
not  permitted  to  practice  medicine  in  said  State 
until  said  license  is  restored  by  the  State  Board  of 
Medical    Examiners. 

"On  account  of  the  fact  that  the  court  was  given 
a  recommendation  of  mercy  on  the  part  of  the 
jury,  the  defendant  has  been  given  what  the  court 
conceives  to  be  the  least  punishment  that  could 
be  inflicted  in  this  case,  with  justice  to  the  State 
and   the   public   at   large." 

Dr.  D.  was  subpoenaed  to  appear  before  the 
Board  of  Medical  Examiners  on  July  23rd,  1949,  to 
show  cause  why  his  license  should  not  be  revoked. 
Both  the  board  and  the  defendant  were  represented 
by  counsel.  After  a  complete  hearing  the  State 
Board  of  Medical  Examiners  issued  the  following 
order: 

"Pursuant  to  written  notice  and  summons  duly 
served  upon  the  above-named  Dr.  D.,  a  hearing 
was  held  before  the  Board  of  Medical  Examiners 
of  the  State  of  North  Carolina  on  July  23rd,  1949, 
at  the  Atlantic  Beach  Hotel.  Morehead  City,  North 
Carolina,  upon  charges  and  accusations  filed  and 
made  by  the  Board  against  Dr.  D.  The  board  re- 
ceived affidavits  and  heard  testimony  of  Dr.  D. 
and  argument  by  his  counsel,  Mr.  Robert  Cotten. 
There  was  presented  in  evidence  a  duly  certified 
transcript  of  a  judgment  rendered  at  the  June, 
1949,  Criminal  Term  of  Wake  County  Superior 
Court,  where  Dr.  D.  was  adjudged  guilty  of  the 
separate  crimes  of  abortion  and  manslaughter,  and 
sentences   were   imposed   upon   each   conviction.    At 


the  termination  of  the  hearing,  the  Board  of  Med- 
ical Examiners  concluded  and  determined  that  Dr. 
D.  had  been  convicted  in  the  Wake  County  Super- 
ior Court  of  felonies  and  criminal  offenses  involving- 
moral  turpitude,  within  the  provisions  of  General 
Statutes  90-14,  and  as  alleged  in  the  charges  and 
accusations  made  and  filed  by  the  board  here:  and 

"At  said  meeting  the  Board  of  Medical  Exam- 
iners of  the  State  of  North  Carolina  resolved  that 
the  medical  license  of  Dr.  D.  be  suspended  and  re- 
voked for  an  indefinite  period,  and  that  in  the 
event  Dr.  D.  failed  to  surrender  his  medical  license 
to  the  board  on  or  before  August  12th.  1949,  as 
ordered  by  the  said  judgment  of  the  Wake  County 
Superior  Court,  then  the  medical  license  of  Dr.  D. 
should   stand  revoked   as   of  August   13th,   1949.  _ 

"It  is,  therefore,  pursuant  to  foregoing  action 
and  resolution  of  the  Board  of  Medical  Examiners 
of  the  State  of  North  Carolina,  ordered  and  de- 
creed that  Dr.  D.  be  and  he  is  hereby  directed  to 
surrender  to  the  secretary  of  the  Board  of  Medical 
Examiners  his  medical  license  heretofore  issued  by 
the  board  on  or  before  August  12,  1949.  and  upon 
failure  to  comply  with  this  order  the  medical  license 
of  Dr.  D.  is  revoked  as  of  August  13,  1949." 

Dr.  D.  surrendered  his  medical  license  as  directed 
and  the  same  is  on  file  in  the  office  of  the  secretary 
of  the  Board  of  Medical  Examiners. 
Dr.  J.  H.  Crawford  vs  Colliers  Publishing  Comoany 
in  the  Federal  Court,  Asheville,  North  Carolina 
The  books  of  the  Board  of  Medical  Examiners 
were  subpoenaed  in  this  case  and  the  same  wer° 
presented  by  the  assistant  secretary.  Dr.  Crawford 
was  83  years  of  age.  Dr.  Crawford  had  been  grant- 
ed limited  license  to  practice  only  in  a  townshin 
in  Cherokee  County  in  1923,  but  at  the_  time  suit 
was  instituted  he  was  practicing  in  Swain  County. 
Attorneys  for  Colliers  showed  that  Dr.  Crawford 
had  been  allowed  in  1929  to  register  in  several 
western  counties  under  the  Grandfather  Clause. 
The  judge  ruled  that  Dr.  Crawford  was  not  a  dulv 
licensed  physician  due  to  the  fact  that  an  act 
passed  in  1921  prohibited  any  further  registration 
under  the  Grandfather  Clause  and  dismissed  the 
case    against    Colliers    Publishing    Company. 

The  board  has  co-operated  with  the   State   Med- 
ical Society  in  every  practical  manner  including  the 
payment    of    counsel    fees    for    legislative    services 
during  the  1949  session  of  the  General  Assembly. 
The  members  of  your  board   are: 
Dr.  Charles  W.  Armstrong,  Salisbury — Examiner 

in    Pharmacology,    Pediatrics,    Public    Health 
Dr.    M.    D.    Bonner,    Jamestown  —  Examiner    in 
Chemistry    and    Physiology,    alternating    with 
Dr.  Paul' G.  Parker 
Dr.    Thomas    Leslie    Lee,     (deceased),    Kinston — 
Examiner   in    Bacteriology    and    Pathology,    al- 
ternating  with    Dr.    Ivan   Procter 
Dr.    James    B.    Bullitt,    Chapel    Hill— Elected    to 
fill   the  unexpired  term   of  Dr.   Thomas   Leslie 
Lee — Examiner  in  Bacteriology  and  Pathology 
Dr.    R.    B.    McKnight,    Charlotte  —  Examiner    in 

Surgery 
Dr.   Paul   G.   Parker,   Erwin — Examiner   in   Prac- 
tice of  Medicine   and  Therapeutics,   alternating 
with  Dr.   M.   D.   Bonner 
Dr.    Mallory    A.    Pittman.    Wilson — Examiner    in 

Anatomy,    Histology,    Embryology 
Dr.    Ivan    Procter,    Raleigh  —  Examiner    in    Ob- 
stetrics  and   Gynecology,    alternating   with    Dr. 
Thomas  Leslie  Lee 
To    summarize,    the    board    has    assembled    five 
times  in  the  past  twelve  months  in  order  to  expe- 
dite  licensure   of   physicians    and   to   conduct   other 
business.  All  members  have  attended  all  meetings. 
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Total  number  applicants  granted  license 221 

By  reciprocity   _ 133 

By   written    examination    88 

Written    examination   failure    - 0 

Applicants   rejected   licensure   by   endorsement....     7 

Narcotic  addiction  — 1 

Foreign    graduate    — 1 

Grade    B    graduate    1 

Applicant  not  ready  to  move  to 

North  Carolina 2 

(Advised  reapply  at  that  time) 

For   resort   practice    - 1 

For  practice  in  North  Carolina  prior  to 

receiving   license 1 

(Later  reconsidered  and 
granted  license) 
Applicants    refused   permission    to    take    written 

examination 4 

Grade   B   graduate 

Limited   license   granted   — 5 

Residents     borderline     states     desiring 

practice   in   limited   area 4 

Glade  B  graduate,  practice  limited  State 
Mental  Institutions  under  direction 
Dr.  David  A.  Young,  General  Super- 
intendent      1 

Physicians   allowed   public   health   internship   un- 
der Dr.  J.  W.  R.  Norton,  State  Health  Officer, 

for  a  period  of  one  year 2 

Grade  B  graduate  (degree  Public  health 
from    University   of    North    Carolina)      1 

Foreign   graduate    - 1 

Hearings 5 

Narcotic    addiction 4 

Physician    convicted    in    Superior    Court 

of    felony —     1 

(Criminal  abortion  and 
manslaughter) 
Investigation   by   State   Bureau   of   Investigation     1 
(Physician   practicing   medicine 
without   license) 

License    restored    r 1 

License  revoked  for  3  years  for  con- 
viction of  felony  in  Federal  Court  for 
violation  Federal  Narcotic  Act — re- 
stored after  1  year,  last  2  years  sus- 
pended, to  remain  on  probation  for 
that  period 

License  revoked 1 

Physician  convicted  of  felony  in  Super- 
ior Court  (criminal  abortion  and 
manslaughter) 

M.   D.    BONNER.    M.D..   President 
IVAN    PROCTER,    M.D., 

Secretary-Treasurer 

The  report  accepted  bv  the  House  of  Delegates, 
May  1,  1950. 

Audit    Report    of   the   North    Carolina 

Board   of   Medical   Examiners 

JOHN  F.  PRESCOTT  COMPANY 

CERTIFIED   PUBLIC   ACCOUNTANTS 

RALEIGH  BUILDING 

RALEIGH,  N.  C. 

January  10,  1950. 
To  The  Board  of  Medical  Examiners 
of  the  State  of  North   Carolina 
Raleigh,  N.  C. 

As  requested,  we  have  examined  the  books  and 
records  of  the  Board  of  Medical  Examiners  of  the 
State  of  North  Carolina  for  the  fiscal  year  ended 
November  30,  1949.  and  submit  herewith  our  report, 
together  with  the  following   exhibits: 

Exhibit 
Statement   of   Cash   Receipts   and  f    (j 

Disbursements     "A 


Balance  Sheet  as  at  November  30,  1949  "B" 

Statement   of   Income   and   Expenses  for  the 

fiscal  year  ended  November  30,   1949   "C" 

Statement     of     Furniture     and     Fixtures     at 

November    30,    1949 "D" 

Financial   Condition 

A  summary  of  Cash  Receipts  and  Disbursements 
for  the  fiscal  year  ended  November  30,  1949,  is 
presented  in  Exhibit  "A."  All  recorded  receipts 
have  been  deposited  in  Wachovia  Bank  and  Trust 
Company,  Raleigh,  North  Carolina.  All  disburse- 
ments were  made  by  checks  which  were  examined 
for  proper  signature,  endorsements,  etc.  Invoices 
and  other  data  supporting  disbursements  were  also 
examined. 

In  order  to  fully  protect  the  funds  on  denos.it 
under  the  Federal  Deposit  Insurance  Act  $5,000.00 
was  transferred  from  Wachovia  Bank  and  Trust 
Company  to  Security  National  Bank.  Raleigh.  North 
Carolina,  in  December.  1948.  Of  this  amounf 
S2.500.00  was  on  deposit  with  Security  National 
Bank  at  November  30,  1949.  the  balance  having 
been  transferred  back  to  Wachovia  Bank  and  Trust 
Company  in  November,  1949.  as  funds  were  needed 
in   the   active   checking   account. 

Cash    in   Banks — $4,724.05 

Cash  on  deposit  with  Wachovia  Bank  and  Trust 
Conmanv.  Raleigh,  North  Carolina,  in  the  amount 
of  $2,224.05,  and  with  Security  National  Bank, 
Raleigh,  North  Carolina,  in  the  amount  of  $2,500.00, 
was  satisfactorily  reconciled  with  the  balances 
shown  on  the  bank  statements  at  November  30. 
1949,  which  balances  have  been  confirmed  by  direct 
communication  with  the  banks. 

Furniture   and    Fixtures— $789.00 

A  detailed  statement  of  furniture  and  fixtures 
is  shown  on  Exhibit  "D."  No  additional  eauipmont 
was  acauired  during  the  year  under  review.  No 
recognition  has  been  given  to  denreciation  on  furm- 
ture  and  fixtures  due  to  the  comnaratively  small 
amount  involved  and  to  the  nature  of  th°  Board. 
Any  loss  sustained  in  the  disposition  of  the  pron- 
erty  will  be  reflected  at  the  time  of  such  disposi- 
tion. 

Unearned  Fees— $537.50 

This  item  represented  fees  received  from  the  fol- 
lowing applicants  for  licenses  (a)  bv  reciprocity, 
whose  credentials  had  not  been  satisfactorily  com- 
pleted or  who  had  failed  to  anpear  at  Board  meet- 
ings prior  to  November  30,  1949: 

Applicant                    Fees  Deposited  Amount 
or   Received 

D.  G.  Dickerson  4-27-48  $50.00 
F.   A.    Smith                      6-8-48  50.00 

E.  L.  Waterhouse  6-16-48  50.00 
C.  A.  Harkness  4-13-49  50.00 
S.  A.  Ginn  7-20-49  50.00 
H.  M.  Yonge                   10-4-49  50.00 

(b)  by  reciprocity,  whose  credentials  were  re- 
ceived subsequent  to  the  October  meeting  of  the 
Board: 

Applicant                    Fees  Deposited  Amount 
or   Received 

W.   E.   Mitchell              10-31-49  $50.00 

H.   M.   Gradis                11-18-49  50.00 

J.  J.  McDonald             11-22-49  50.00 

T.   E.   Andes                  11-23-49  50.00 

(c)  by  examination,  who  were  unable  to  take  the 
examination  in  June.  1949,  and  have  requested  that 
the  fees  be  held  until  the  June,  1950,  examination: 
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Applicant 

Fees  Deposited 
or    Received 

Amount 

Andre    Callot 

5-11-49 

$15.00 

L.    H.   Downs 

6-8-49 

15.00 

J.   F.   Newsome 

6-13-49 

7.50 

Net    Worth— $4,894.01 

The   decrease   in   Net   Worth   for  the   fiscal   year 
ended  November  30,  1949,  is  accounted  as  follows: 

Net  Worth — November  30,  1948   $7,444.32 

Deduct — Net  Loss  for  Fiscal  Year  Ended 

November  30,  1949    (Exhibit  "C")    2,550.31 


Net  Worth— November  30,  1949  $4,894.01 

Results  of   Operations 

Exhibit  "C"  shows  in  summary  form  the  results 
of  operations  for  the  fiscal  vear  ended  November 
30,  1949,  reflecting  a  net  loss'  of  $2,550.31,  as  com- 
pared with  a  net  loss  of  81,270.45  for  the  fiscal 
year  ended  November  30,  1948,  and  a  net  loss  of 
$30.00  for  the  fiscal  year  ended  November  30,  1947. 
The  increase  in  the  loss  of  $1,279.86  for  the  year 
ended  November  30,  1949,  as  compared  with  pre- 
vious year,  is  accounted  for  principally  by  the 
following  items: 

Decrease   in    Fees    _ $1,302.50 

Increase     in     compensation     of 

officers   _ 180.00 

Increase  in  meeting  expenses  ....  755.03 

Increase   in   rent   - 200.00 


Increase  in   telephone   and   tele- 
graph     

Increase  in   legislative   expenses 

Increase  in  other  expenses  
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139.99 
894.08 
215.66 


$3,687.26 
Less: 

Decrease   in   salaries $    155.00 

Decrease   in   legal   services    ....  1,977.25 
Decrease   in   printing,    station- 
ery and   office   supplies   275.15       2,407.40 


$1,279.86 

The  assets  and  liabilities  shown  in  Exhibit  "B" 
and  the  items  of  income  and  expenses  shown  in 
Exhibit  "C"  have  been  verified  to  the  extent  indi- 
cated in  the  comments  set  forth  in  this  repoi't.  Our 
examination  did  not  extend  beyond  the  office  rec- 
ords as  to  verification  of  cash   receipts. 

Fidelity  bonds  on  Dr.  Ivan  M.  Procter  and  Mrs. 
Louise  J.  McNeill,  each  in  the  amount  of  $2,000.00, 
were  in  force  and  were  examined.  Insurance  poli- 
cies in  the  amount  of  $400.00  on  the  audograph 
machine  and  $500.00  on  other  office  equipment  and 
supplies  were  also  in  force  at  November  30,  1949, 
and  were  examined. 

Respectfully    submitted, 
JOHN  F.  PRESCOTT  COMPANY 
(Signed)   John    F.   Prescott 

Certified    Public    Accountant 


EXHIBIT  "A" 

Board   of   Medical   Examiners   of  the   State 

of  North  Carolina 

Statement  of  Cash  Receipts  and  Disbursements 

Fiscal    Year   Ended    November    30,    1949 

Receipts: 

Fees  from   Reciprocity   Certificates — 

From  Other  States  to  North   Carolina 

From  North  Carolina  to  Other  States  _ 

Fees  from   Examinations — 

Parts    I    and    II    __ _ 

Part   I    (by   reciprocity)    - ._ 

Part    I    only   _ 

Part   II   only _ 

Fees  for  Issuance   of  duplicate  Licenses   ... . 

Fees   for   Sample   Examination    Questions   .. ._.. 

Travel   Expenses    (Meetings)    Refunded    _. 

Total    Receipts 

Disbursements: 

Reciprocity  Fees  Returned — 

From   Other   States   to   North   Carolina 

License    Refused    (Less    10%)    $    270.00 

Excess   Deposits — Limited   Licenses   _ 175.00 

Excess    Deposits — Other    _ 5.00 

From  North  Carolina  to   Other  States 

Excess    Deposits    _ - __ 5.00 

Examination  Fees  Returned — 

Parts   I  and  II    (Less   $2.50) 

Accounts    Payable    at    11-30-48 

Collector  of  Internal  Revenue  for 

Income  Taxes  Withheld   on   Salaries 

Compensation   of   Officers 


$6,750.00 
660.00 


435.00 

45.00 

712.50 

472.50 


7,410.00 


1,665.00 

25.00 

30.00 

8.81 

$  9,138.81 


455.00 


12.50 
24.81 

262.80 
1,330.00 
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Salaries 2,400.00 

Less— Income    Taxes    Withheld 262.80       2,137.20 

Board  Meeting  Expenses — 

Per  Diem  Fees  to  Members 970.00 

Hotel    Expenses .._ 1,362.12 

Travel    and    Other    Expenses 1.577.06       3,909.18 

Rent  of  Office  600.00 

Telephone   and   Telegraph 315.11 

Printing,   Stationery  and   Supplies   ~ 343.81 

Postage    _.... 175.00 

Repairs  and   Maintenance — Office   Machines 63.55 

Legal  Services  and  Expenses — 

Smith,   Leach   and   Anderson — Re:Davis   —     $      80.00 

Notary   Fees   and   Certification 10.50 

Notary  Commission  and  Qualifications  ~ 5.75 

Subpoena  and   Summons   Fees 3.00 

Certified   Copy   of  Judgment 1.40  100.65 

Accounting    Services    (Auditing)    _ 175.00 

Insurance  and  Bond  Premiums   37.98 

Legislative   Expenses — 

Smith,   Leach   and   Anderson,   Attys $    780.26 

Board  Members __ - 113.82  894.08 

Completion   of   Certificates    (Licenses)    21.00 

Examination  Expense — 

Preparing  and  Grading  Examinations  420.00 

Multilithing   Questions 45.00 

Examination    Note   Books 6.74     $    471.74 


Dues    and    Subscriptions    28.00 

Bank   Service   Charges   2.35 

Photographs   and   Frames   105.30 

Flowers — Sickness    and    Funeral    116.13     $11,581.19 

Total   Disbursements 

Excess  of  Disbursements  over  Receipts  

Add— Cash  on   Hand   Undeposited   11-30-48   , 


Net  Decrease  in  Bank  Balances  for  the  Year  

Bank   Balance   November  30,   1948   

Bank  Ballances  November  30,  1949   

BANK   RECONCILIATIONS 

Wachovia  Bank  and  Trust  Co. 

Balance  per  Bank  Statement  November  30,  1949  $2,304.05 

Less— Check    Outstanding    #878    80.00 


(•$ 

2,442.38) 
140.00 

(? 

2,302.38) 
7,026.43 

1 

4,724.05 

Balance   Per  Books  November  30,   1949   $  2,224.05 

Security  National  Bank 

Balance  per  Bank  Statement  November  30,  1949  $2,500.00 

Checks  Outstanding — None 

Balance  per  Books  November  30,  1949  $  2,500.00 


Total   Bank   Balances    ?  4,724.05 


EXHIBIT  "B" 


Board   of  Medical   Examiners  of  the 
State  of   North   Carolina 

Balance  Sheet 
At  November   30,   1949 

ASSETS 

Cash  in  Banks: 

Wachovia  Bank  and  Trust  Co.,  Raleigh,  N.  C $2,224.05 

Security  National  Bank,  Raleigh,  N.  C 2,500.00     $  4,724.05 


Furniture  and  Fixtures   $      789.00 


Total   Assets   $  5,513.05 
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HOUSE  OF  DELEGATES 
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LIABILITIES  AND  NET  WORTH 

Accounts    Payable    

Income  Taxes  Withheld  

Unearned  Fees — Fees  on  Pending  Applications  for 

Licenses   by   Reciprocity   and   Examination    

Net  Worth: 

Balance — November  30,   1948   

Deduct — Loss  for  Fiscal  Year  Ended 

November   30,    1949    (Exhibit    "C")    

Balance— November    30,    1949    

Total   Liabilities   and   Net  Worth 


$7,444.32 
2,550.31 


EXHIBIT  "C" 

Board  of  Medical  Examiners  of   the 

State  of  North   Carolina 

Statement   of  Income   and   Expenses 

Fiscal  Year  Ended  November  30,   1949 

Income: 

Fees  from  Reciprocity  Certificates    (Net)    

Fees  from  Examinations   (Net)   

Fees  from  Duplicate  Licenses   

Fees  from  Sample   Examination   Questions   

Total    Income    .■ 

Expenses: 

Compensation  to  Officers 

Dr.  Thomas  Leslie  Lee,  President  3 

Dr.  Ivan  M.  Procter,  Sec'y-Treasurer 

Salaries — 

Mrs.   Louise  J.   McNeill,   Asst.    Sec'y-Treas 

Board  Meeting  Expenses  

Rent   of   Offices 

Telephone   and   Telegraph 

Printing,  Stationery  and  Office   Supplies 

Postage 

Repairs   and  Maintenance — Office   Machines   _' 

Legal    Services   and   Expenses 

Legislative   Services   and   Expenses 

Accounting    Services    (auditing) 

Insurance  and  Bond  Premiums 

Completion   of   Licenses 

Examination  Expenses 

Dues  and   Subscriptions 

Bank   Service   Charges 

Miscellaneous 

Total    Expenses 

Net    Loss    (Exhibit    "B") 


520.00 

810.00     $1,330.00 


$2,400.00 
3,900.37 
600.00 
315.11 
381.55 
175.00 

63.55 
100.65 
894.08 
175.00 

37.98 

21.00 
471.74 

28.00 

2.35 

221.43 


37.74 
43.80 

537.50 


$  4,894.01 
$  5,513.05 


6,890.00 

1,622.50 

25.00 

30.00 

8,567.50 


$11,117.81 
($  2,550.31) 


EXHIBIT  "D" 

Board  of  Medical  Examiners  of  the 

State  of  North  Carolina 

Statement   of  Furniture   and   Fixtures 

November  30,  1949 

Cost 

1   Royal   Typewriter   $      125.90 

1    Typewriter    Desk    103.57 

1  4-drawer  Wood  File  Cabinet— Green   Finish 53.90 

1   Storage  Cabinet 44.04 

1    Secretary's    Chair    28.07 

4  Sets  A-Z  Pressboard  Guides  for  File  Cabinet 6.00 

1   Master  Audograph  #10102 326.27 

1  Leather  Carrying  Case  for  Audograph  '. 30.00 

1   Steel   File   Cabinet— Green   Finish 71.25 

Total    $      789.00 
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On  motion  of  Dr.  Bahnson  Weathers,  duly  sec- 
onded, and  carried,  the  Audit  Report  was  accepted 
by  the  House  of  Delegates,  May  1,  1950. 

Report   of  North   Carolina  Board  of 
Nurse  Examiners 

The  North  Carolina  Board  of  Nurse  Examiners 
conducted  two  examinations  for  professional  nurses 
in   1949. 

1.  April    12    and    13,    1949,    in    Winston  -  Salem, 
North  Carolina 

Reported    for    examination    152 

Passed    examination    146 

Registered    in    recognition    of    their 

registration    in    other    states    190 

2.  October  5  and  6,  1949,  in  Raleigh,  N.  C. 

Reported    for    examination    341 

Passed    examination    301 

Registered    in    recognition    of    their 

registration    in    other    states    135 

Totals  for   1949 

Reported  for  examination   493 

Passed    examination    447 

Registered  in  recognition   of  their 

registration   in  other   states   325 

Total    registered    772 

The  spring  examination  for  professional  nurses 
will  be  held  May  30  and  31,  1950,  at  the  Sir  Waltei 
Hotel,  Raleigh,  N.  C. 

Number    of    professional    nurses    currently 

registered   in    1949   7,295 

Number    of    professional    nurses    currently 

registered  in  1950  to  date  7,685 

Number  of  professional  nurses  whose  regis- 
tration has  been  revoked   1 

The  North  Carolina  Board  of  Nurse  Examiners, 
Enlarged,  conducted  two  examinations  for  licensure 
of  practical  nurses  in  1949. 

June  14,  1949,  in  Raleigh  N.  C. 

Licensed    by    examination    32 

October  3,   1949,  in  Raleigh,   N.   C. 

Licensed  by   examination    8 

Total  licensed  by  examination  in  1949  40 

The  spring  examination  for  licensure  of  practical 
nurses  will  be  held  in  Raleigh,  June  2,   1950. 
Total   licensed   in   recognition   of   their 

licensure   in   other   states   9 

Total   number  licensed  by  waiver  from 

June  1,  1947,  to  July  1,  1949  2,523 

Total  practical  nurses   licensed   since 

June    1,    1947   2,572 

Number   of  practical   nurses   currently 

licensed   in   1949    1,350 

Number  of  practical   nurses   currently 

licensed  in  1950  to  date  1,700 

Number   of   practical    nurses    whose 

licensure    has    been    revoked    1 

LOUTEN   R.   HEDGPETH,   M.D. 

The  report  was  adopted  by  the  House  of  Dele- 
gates, May  1,  1950. 

President  Murphy:  Now  we  come  to  one  mat- 
ter which  has  been  of  tremendous  interest  to  the 
Medical  Society.  It  has  been  considered  and  studied 
by  as  responsible  a  committee  as  we  have  ever  had. 
It  has  been  studied  by  your  Executive  Committee. 
The  Committee  on  Insurance  Program  worked  on 
it  most  of  yesterday  and  most  of  last  night,  and 
the  Executive  Committee  took  action  in  three  parts: 


First,  to  undo  certainly  what  was  done  at  the  spe- 
cial meeting  of  the  House  of  Delegates  in  Raleigh 
on  the  fifth  of  March,  that  is,  to  leave  the  way 
open  for  changes;  secondly  to  reaffirm  its  belief 
in  the  "package"  principle  or  the  over-all  cover- 
age; and  to  press  this  Committee  to  continue  its 
deliberation  and  bring  its  recommendations  to  you 
today. 

Dr.   Hart  has  a   supplement  to   his   report. 

Dr.  V.  K.  Hart:  We  met  Saturday  night  and  we 
met  eight  continous  hours  yesterday.  We  were  in 
consultation  with  insurance  representatives  who 
have  had  extended  experience,  the  Blue  Shield  or- 
ganization, the  representatives  sent  here  by  the 
National  organization  to  confer  with  us,  and  I  think 
out  of  all  this,  we  have  absorbed  a  great  deal  of 
worthwhile  information.  Certainly  the  fact  re- 
mains that  we  cannot  disregard  the  experience  of 
Medical  Society  plans,  I  think  some  sixty  three  of 
them  are  in  this  country.  We  would  be  very  foolish 
not  to  profit  thereby. 

Our  Committee  makes  the  following  recommenda- 
tion as  to  change  since  our  last  meeting.  First, 
they  have  changed  the  medical  coverage,  in  light  of 
actuarial  experience  of  the  plan  in  Michigan.  This 
will  pay  $10  a  day  for  the  first  day,  $4  for  the 
next  three  days  and  $3  for  116  days.  The  actuarial 
experience  in  this,  and  in  the  Michigan  Plan,  is 
that  it  costs  about  20  cents  per  month,  per  person. 

Our  representatives  in  general  practice,  Dr. 
Street  Brewer  and  Dr.  Norris  Smith,  thought  that 
it  would  be  better  than  the  other  plan  that  had 
been  suggested,  that  not  only  would  it  probably  be 
better  financially  but  it  was  much  better  and  more 
simple,  from  the  standpoint  of  administration,  in 
that  it  cut  out  any  controversy  as  to  emergencies 
and   diagnoses. 

All  carriers,  whether  Blue  Cross,  Blue  Shield,  or 
commercial,  are  very  much  afraid  of  the  consulta- 
tion factor.  They  have  had  no  actuarial  experience, 
and  so  the  medical  men  recommended,  for  the  time 
being,   that   that   be   eliminated. 

We  also,  I  think,  have  come  to  a  satisfactory 
situation  so  far  as  the  x-ray  men  go.  Again,  all 
carriers,  whether  commercial  or  Blue  Cross,  are 
very  much  afraid  of  unlimited  x-ray  coverage  from 
the  actuarial  standpoint,  and  they,  from  experience, 
say  it  is  prohibitive  so  far  as  the  premium  goes. 
So,  again,  we  have  been  guided  by  the  experience 
elsewhere  and  we  have  asked  the  x-ray  men  to  sub- 
mit a  schedule.  They  have  cooperated  in  every 
way;  and  said  that  they  would  submit  a  schedule 
which  was  lower  than  the  schedule  we  have  now, 
and  which  the  x-ray  men  themselves  have  said  they 
felt  was  rather  high  for  this  income  group.  We 
will  pay  $15  in  the  office  or  in  the  hospital.  This 
will  be  for  emergencies  or  if  an  x-ray  is  taken 
which  results  in  medical  or  surgical  care  within  a 
period  of  thirty  days,  it  will  be  paid.  But  for 
the  difference  the   patient  will  be  responsible. 

These  men  tell  us  that  we  must,  at  this  time, 
have  some  limitations;  that  if  you  open  this  cover- 
age and  anybody  gets  an  idea  he  wants  his  chest 
x-rayed,  whether  he  has  symptoms  or  not,  it  creates 
a  situation  which  is  not  insurable  from  a  practical 
standpoint. 

We  have  included  pathology  and  anaesthesiology, 
with  surgery,  with  obstetrics,  with  medical  cover- 
age, and  your  Committee  recommends  that  this 
not  be  sold  as  an  optional  thing  but  that  it  be  sold 
as  a  complete  package.  We  feel  that  we  must  say 
to  the  people  of  North  Carolina,  "We  think  that 
you  should  have  something  better  than  you  have 
now  and  we  encourage  you  to  carry  more  compre- 
hensive insurance,"  and  this  is  certainly  a  distinct 
step   forward   from   what   we    have    had    before. 
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Another  thing  that  your  Committee  has  been 
recommending,  in  the  light  of  the  experience  and 
plans  in  other  states,  that  we  as  doctors  must 
maintain  complete  and  total  control  over  the  ques- 
tion of  professional  services.  We  do  not  feel  that 
we  can  afford  to  let  this  lapse  into  lay  hands.  We 
feel  that  it  would  be  to  the  disinterest  of  both  the 
physicians  and  the  public.  We  are,  therefore,  recom- 
mending, as  has  been  done  in  a  number  of  states 
where  these  plans  are  most  successful,  that  this 
Society  set  up  a  separate  corporation  which  will 
handle  these  matters  for  the  Society.  The  details 
we  can  give  you  in  a  resolution  later,  but,  in  es- 
sence, it  is  simply  this,  that  this  House  of  Dele- 
gates will  be  the  incorporators,  that  you  will  elect 
a  Board  of  trustees  two-thirds  of  which  will  be 
doctors.  For  reasons  of  public  relations,  we  feel 
that  lay  people  should  be  on  this  Board;  however, 
since  we  are  dealing  in  professional  services,  not  in 
hospital  services,  we  feel  that  the  majority  of  the 
Board  must  be  doctors  and  representatives  of  this 
Society. 

Therefore,  when  problems  of  administration  come 
up,  we  have  an  organization  already  set  up  to 
take  care  of  it.  This  has  been  eminently  successful 
in  other  states.  Then  you  can  choose  any  organiza- 
tion or  organizations  as  sales  agency  and  let  them 
administer    the    plan    under    your    direction. 

I  believe  sincerely,  having  been  through  this 
thing  for  three  years,  that  this  is  the  solution 
which  is  going  best  to  satisfy  the  doctors,  and  we 
have  had  extensive  advice  and  consultation  with 
the  Blue  Shield  people  on  this  problem. 

In  that  resolution,  we  will  probably  recommend 
that  the  Society  start  by  setting  up  a  fund  of 
$10,000.  We  are  told  by  these  people  who  have  had 
a  lot  of  experience  in  this  thing  that  it  should  not 
be  very  expensive  to  do  it  with  the  setup  already 
in  the  state. 

In  conclusion,  I  would  bespeak  that  you  carry 
this  message  back  to  your  own  doctors.  No  plan  is 
perfect,  but  our  public  relations  urgently  demand 
that  we  come  out  with  a  program  which  we  have 
promised  the  people  of  this  state,  and  I  think,  for 
the  sake  of  better  public  relations,  we  should  sub- 
merge minor  selfish  interests  and  back  this  plan 
and  make  it  a  success,  because  as  I  have  repeatedly 
said,  no  plan  established  by  any  society  can  be  a 
success  unless  at  least  75  per  cent  of  the  doctors 
are  going  to  support  it,  because,  for  people  in  this 
income  group,  if  the  top  limit  of  income  remains, 
as  you  adopted  before,  at  $3,600,  and  if  these  people 
continue  to  be  charged  an  indemnity  charge  over 
and  above  what  your  insurance  provides  for,  you 
are  going  to  have  a  great  deal  of  public  dissatis- 
faction. The  one  exception  to  that,  where  there  will 
be  some  additional  charge,  may  be  for  x-rays  un- 
der certain  circumstances  for  which  the  plan  will 
be  liable  and  in  the  policy  it  will  be  distinctly  and 
clearly  stated  that  the  patient  is  liable  for  the  time 
being  for  medical  consultation.  However,  I  also 
firmly  believe  that,  after  this  plan  has  been  in- 
augurated and  successfully  launched  and  has  a 
backlog  of  experience,  these  benefits  can  be  very 
definitely  improved. 

We  estimate  now  that  this  should  not  be  tremen- 
dously expensive — somewhere  around  $3  or  $3.50 
per  family,  and  it  may  be  even  lower  than  that 
when  we   get  through   estimating. 

President  Murphy:  This  was  not  done  quite  in 
the  way  we  planned.  I  did  not  realize  that  they 
were  going  to  have  a  written  resolution,  which  I 
think  is  very  fine,  and  I  think  I  proceeded  a  little 
too  quickly  but  it  may  be  just  as  well  that  we  have 
given  Dr.  Hart  this  opportunity  to  tell  you  what 
is  in  his  mind  and  that  of  his  Committee,  and  you 
will  have  an   opportunity  to  think   about  it.   When 


they  do  come  with  the  resolution  and  it  is  pre- 
sented for  your  approval  or  rejection,  it  will  not 
be  entirely  unexpected,  and  so,  with  your  permis- 
sion, we  will  leave  discussion  until  we  get  the 
resolution  itself. 

President  Murphy:  Dr.  Hubbard,  will  you  pre- 
sent  Miss    Rickman  ? 

Dr.  F.  C.  Hubbard:  Mr.  President,  Ladies  and 
Gentlemen:  It  now  gives  me  a  great  deal  of  pleasure 
to  present  our  Health  Educator,  Consultant  and  a 
field  worker  in  the  Rural  Health  Program.  Your 
Committee  was  very  anxious  for  you  to  see  and 
hear  a  few  words  from  Miss  Charlotte  Rickman 
today.  She  has  done  a  great  deal  of  foot  work,  she 
has  contacted  thousands  of  people  in  the  communi- 
ties in  which  she  has  worked  already,  in  the  organi- 
zation of  the  Rural  Health  Councils,  and  we  think 
has  done  a  grand  job.  She  has  organized  three 
Rural  Health  Councils  in  the  western  part  of  the 
State,  she  is  now  going  east  to  organize  a  Health 
Council  in  Wayne  County  and  Halifax,  and  perhaps 
Warren,  a  little  bit  later.  It  gives  me  great  pleas- 
ure to  present  Miss   Charlotte   Rickman. 

Miss  Charlotte  Rickman:  Thank  you  very  much. 
I  don't  have  a  speech  because  I  didn't  know  that 
I  was  going  to  be  called  upon,  but  I  would  like  to 
say  a  few  words  so  that  you  may  hear  a  couple  of 
our  ideas. 

We  believe,  in  this  Committee,  and  in  the  work 
that  we  are  doing,  that  we  should  have  proof  of 
the  things  that  we  believe  in  as  far  as  the  demo- 
cratic way  of  solving  problems,  as  well  as  proof 
that  it  doesn't  work,  like  they  have  in  Britain  and 
in  other  places. 

What  we  are  trying  to  do  is  to  prove  that  people 
can  solve  their  own  health  problems,  where  they 
live,  in  their  own  way.  It  has  been  a  very  slow  pro- 
cess. We  could  speed  it  up  a  great  deal.  If  you 
would  like  us  to  do  it  we  could.  We  can  rush  into 
the  county,  we  can  beat  the  drums,  pass  out  a  lot 
of  literature,  and  we  can  organize  a  quick  council, 
because  it  is  the  easiest  thing  in  the  world  to  run 
into  a  county  and  organize  a  new  organization.  It 
doesn't  take  very  much  work,  but  we  believe  that 
if  these  councils  which  we  are  organizing  are  to 
last  and  are  to  stay  on  their  feet  and  to  really 
accomplish  something  so  far  as  real  results  for  the 
people  are  concerned,  it  is  a  long,  slow  educational 
process. 

When  I  go  into  a  county,  I  am  always  asked  if 
I  am  there  to  fight  socialized  medicine.  Many  times 
I  am  asked  that  very  belligerently.  The  second 
question  I  am  asked  is  if  I  am  there  to  sell  Blue 
Cross  insurance.  I  told  them  the  Medical  Society 
of  the  State  of  North  Carolina  has  employed  me 
to  work  for  better  health  and  that  we  believe  that 
health  problems  can  be  solved  by  the  people  where 
they  live.  I  tell  them  that  we  do  not  have  the  an- 
swers, that  we  believe  the  answers  are  there  where 
they  live.  I  hope  that  that  philosophy  is  in  keeping 
with  what  you  believe  in.  If  not,  you  had  better 
tell  us   so. 

It  is  a  pleasure  to  work  for  the  State  Medical 
Society,  but  it  is  a  particular  pleasure  to  work  for 
the  local  county  medical  societies,  because  I  have 
had  such  a  grand  reception  from  them.  No  matter 
where  I  have  been,  I  have  found,  and  sometimes 
very  much  to  my  surprise,  doctors  willing  to  give 
me  their  time  and  to  work  on  health  problems,  so 
when  they  work  with  people  and  get  their  ideas 
as  to  how  they  would  like  to  have  their  problems 
solved,  then  I  think  that  here  in  North  Carolina, 
we  are  making  a  real  attempt  to  prove  that  the 
democratic  way  is  the  best  way,  and  that  this  pro- 
gram is  not  so  much  a  negative  fight  against  some- 
thing as  it  is  fighting  for  something.  Thank  you 
so  much. 
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President  Murphy:  Dr.  Hubbard  asks  that  I  rec- 
ognize Dr.  Ferrell.  I  do  recognize  him,  because  we 
are  cousins.  Dr.  Ferrell,  will  you  stand  up,  please, 
sir?  Dr.  John  A.  Ferrell,  is  the  past  Secretary  of 
the  Medical  Society  of  the  State  of  North  Carolina 
and  is  at  present  the  Executive  Secretary  of  the 
Medical  Care  Commission,  a  very  important  per- 
son. Doctor,  do  vou  have  a  word  for  us  ? 

Dr.  John  A.  Ferrell:  No,  sir,  I  think  Dr.  Hub- 
bard said  all  that  I  would  think  of  to  say  in  this 
report. 

Unless  there  is  some  objection,  we  will  recess 
until  eight  o'clock. 

(The   meeting   recessed   at   five-thirty   o'clock.) 

MONDAY   EVENING    SESSION 
May    1,    1950 

The  recessed  meeting  of  the  House  of  Delegates 
reconvened  at  eight-thirty  o'clock,  President  Mur- 
phy presiding. 

President  Murphy:  Gentlemen,  there  is  one  item 
of  business  brought  up  last  year  to  which  I  call 
your  attention.  There  was  proposed  and  adopted 
at  the  first  meeting  an  amendment  to  the  Consti- 
tution and  By-Laws  providing  for  the  election  of 
an  associate  or  assistant  councilor  in  each  district. 
What  is  your  pleasure  ?  To  become  an  amendment 
to  the  Constitution,  it  must  be  passed  a  year  later. 

On  motion  of  Dr.  James  H.  McNeill,  duly  sec- 
onded and  carried,  the  amendment  to  the  Consti- 
tution to  provide  alternate  (Vice)  Councilors  was 
adopted   on  final  reading. 

President  Murphy:  Because  it  would  seem  highly 
desirable,  if  not  necessary,  to  consider  the  question 
of  the  report  on  the  Constitution  and  By-Laws  be- 
fore the  organization  of  the  Nominating  Commit- 
tee, I  am  going  to  ask  Dr.  McMillan  to  report  for 
that   committee. 

Dr.  Roscoe  D.  McMillan:  Mr.  President,  Members 
of  the  House  of  Delegates:  Your  Committee  on  the 
Revision  of  Constitution  and  By-Laws  has  labored 
long  and  diligently  and  I  am  now,  as  Chairman, 
presenting  this  report.  It  has  been  adopted  by  the 
Executive  Committee,  subject  to  the  approval  of 
the  House  of  Delegates. 

Gentlemen,  this  is  such  an  important  thing  that 
I  feel  you  fellows  should  listen  very  diligently,  and 
tell  me  exactly  what  you  think,  because  we  want 
to  do  what  is  best  for  the  Society. 

The  first  amendment  is  in  Article  IV  of  the 
Constitution.  Article  I,  Title  of  the  Society,  Article 
II,  Purposes  of  the  Society,  and  Article  III,  Com- 
ponent Societies,  are  left  as  they  are.  Article  IV, 
we   are    changing   quite    a    bit. 

The  following  revised  Constitution  and  By-Laws 
was  presented  and  the  revisions  were  approved  by 
Article  and  by  Chapter. 


CONSTITUTION 


Article  I— Title  of  the  Society 

The  name  and  title  of  this  org-anization  shall  be 
"The  Medical  Society  of  the  State  of  North  Carolina." 
The  words  "The  Society"  in  this  Constitution  and 
By-Laws  shall  be  construed  to  mean  the  Medical 
Society  of  the  State  of  North  Carolina. 

Article  II — Purposes  of  the  Society 

The  purpose  of  this  Society  shall  be  to  federate 
and  bring  into  one  compact  organization  the  entire 
medical  profession  of  the  State  of  North  Carolina, 
and  to  unite  with  similar  organizations  in  other 
states  to  form  the  American  Medical  Association, 
with  a  view  to  the  extension  of  medical  knowledge, 
and  to  the  advancement  of  medical  science;  to  the 
elevation  of  the  standard  of  medical  education,  and 
to  the  enactment  and  enforcement  of  just  medical 
laws;  to  the  promotion  of  friendly  intercourse  among 


physicians,  and  to  the  guarding  and  fostering  of  their 
material  interests;  and  to  the  enlightenment  and 
direction  of  public  opinion  in  regard  to  the  great 
problems  of  medical  care  and  public  health,  so  thai 
the  profession  shall  become  more  capable  and  honor- 
able within  itself,  and  more  useful  to  the  public  in 
the  prevention  and  cure  of  disease,  and  in  prolonging 
and  adding  comfort  to  life. 

Article  III — Component  Societies 

Component  societies  shall  consist  of  those  county 
medical  societies  which  shall  hold  charters  from  this 
State  Society. 

Article   IV — Composition   of   the   Society 

Section  1.  This  Society  shall  consist  of  Officers, 
Fellows,  Delegates,  Student  Members,  Affiliate  Mem- 
bers, Honorary  Members,  and  Honorary  Fellows. 

Section  2.  Fellows.  The  Fellows  of  this  Society 
shall  be  the  members  of  the  component  county  medi- 
cal societies,  and  those  who  are  not  members  of  any 
county  society  who  are  recommended  by  the  Execu- 
tive Council. 

Section  3.  Delegates.  Delegates  shall  be  those 
fellows  who  are  elected  in  accordance  with  this 
Constitution  and  By-Laws  to  represent  their  res- 
pective component  county  societies  in  the  House  of 
Delegates  of  this  Society. 

Section  4.  Student  Members.  Any  person  who  is 
regularly  enrolled  as  a  student  and  a  candidate  for 
degree  of  Doctor  of  Medicine  in  an  approved  medical 
school  in  the  state  of  North  Carolina,  after  he  has 
finished  the  first  two  years  of  medical  education, 
shall  be  eligible  to  apply  for  student  membership. 
Also  physicians  not  licensed  to  practice  medicine  in 
North  Carolina  who  are  serving  as  interns  or  resi- 
dents in  hospitals  in  North  Carolina  for  the  purpose 
of  extending  their  education  and  not  primarily  for 
remuneration,  may  become  Student  Members  of  the 
Society.  Such  membership  may  be  obtained  by  ap- 
plying to  the  Executive  Council  of  the  Society  on  a 
form  provided  for  this  purpose  and  election  by  vote 
of  a  majority  of  the  Executive  Council.  They  shall 
pay  annual  clues  of  $3.00.  receive  the  North  Carolina 
Medical  Journal,  and  enjoy  all  the  rights  and  privi- 
leges of  membership  of  the  Society  except  they  shall 
not  be  eligible  to  vote  or  hold  office.  When  such  a 
Student  Member  is  licensed  to  practice  medicine  in 
the  state  of  North  Carolina  and  settled  in  this  state 
in  practice  or  remunerative  employment,  he  shall  be 
eligible  at  once  for  election  to  membership  in  the 
county  in  which  he  resides. 

Section  5.  Affiliate  Members.  Affiliate  Members 
may  be  elected  by  the  Executive  Council  upon  recom- 
mendation of  the  component  society  of  the  county 
in  which  they  are  located.  They-  shall  be  chosen  from 
those  doctors  of  medicine  who  are  citizens  of  the 
United  States  and  engaged  in  teaching,  public  health, 
research  work,  holding  positions  in  the  Federal 
Service,  or  engaged  in  salaried  positions  in  our  state 
hospitals  for  tuberculosis,  mental  diseases,  or  penal 
institutions.  They  shall  be  doctors  of  medicine  who 
have  secured  licenses  to  practice  medicine  in  North 
Carolina,  and  are  to  devote  full  time  employment  to 
the  classification  under  which  they  have  applied  for 
membership.  Their  total  professional  income  is  not 
to  exceed  an  amount  set.  from  time  to  time,  by  the 
Executive  Council  of  the  Society.  They  shall  have 
all  the  rights  and  privileges  as  active  members  and 
shall  receive  the  North  Carolina  Medical  Journal. 
The  annual  dues  of  affiliate  Members  shall  be  one- 
half  of  the  annual  dues  of  active  members. 

Section  6.  The  Honorary  Members  shall  consist  of 
such  regular  physicians  as  have  won  distinction  by 
their  contributions  to  medical  science;  those  eldeidy 
physicians  who,  prior  to  their  retirement  from  prac- 
tice, have  displayed  a  proper  interest  in  the  welfare 
of  the  society,  or  who,  by  their  example,  have  re- 
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fleeted  credit  and  honor  upon  the  profession.  They 
must  be  nominated  by  the  Council  and  receive  a 
two-thirds  vote  of  the  members  of  the  House  of 
Delegates  present  at  the  meeting  at  which  their 
names  are  presented  for  election.  They  shall  be 
exempt  from  all  dues  and  fines,  and  shall  be  entitled 
to  all  the  privileges  of  the  Society,  except  the  right 
to  vote  and  hold  office 

, Section  7.  The  Honorary  Fellows  shall  consist  of 
such  physicians  as  have  been  Fellows  of  the  Society 
continuously  for  thirty  years,  and  whose  dues  have 
been  paid  during  that  time.  They  shall  be  exempt 
from  all  dues  and  fines,  and  shall  be  entitled  to  all 
the  privileges  enjoyed  by  active  Fellows  in  good 
standing.  The  terms  of  members  while  serving  in  the 
Armed  Forces  of  our  Country  shall  be  construed  as 
continuous  membership  in  the  Society. 

Section  8.  All  forms  of  membership  are  automatic- 
ally canceled  upon  conviction  in  the  Courts  or  by  the 
State  Board  of  Medical  Examiners  of  criminal  or  un- 
ethical conduct. 

Article  V — House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
and  business  body  of  the  Society,  and  shall  consist 
of  (1)  delegates  elected  by  the  component  county 
societies,  and  (2)  ex-officio  the  Past  Presidents  and 
Past  Secretaries  and  the  officers  of  the  Society  as 
defined  in  this  Constitution 

Article  VI — Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a  division 
of  the  scientific  work  of  the  Society  into  appropriate 
sections,  and  for  the  organization  of  such  councilor 
district  societies  as  will  promote  the  best  interests 
of  the  profession,  such  societies  to  be  composed  ex- 
clusively of  members  of  component  county  societies. 

Article  VII — Meetings   and   Sessions 

Section  1.  The  Society  shall  hold  an  annual  meet- 
ing, during  which  there  shall  be  held  daily  not  less 
than  one  general  session,  which  shall  be  open  to  all 
registered  Fellows. 

Section  2.  The  time  and  place  for  holding  each 
annual  meeting  shall  be  fixed  by  the  House  of  Dele- 
gates, but  in  case  a  change  of  time  or  place  or  both 
should  be  considered  necessary,  the  Executive  Council 
shall  have  authority  in  the  premises. 

Article  VIII— Officers 

Section  1.  The  officers  of  this  Society  shall  be  a 
President,  a  President-Elect,  two  Vice  Presidents,  a 
Secretary-Treasurer,  ten  Councilors,  ten  Vice  Coun- 
cilors, a  Speaker,  and  a  Vice  Speaker  of  the  House 
of  Delegates.  The  foregoing  shall  constitute  the 
Executive  Council. 

Section  2.  The  President.  President-Elect,  Vice 
Presidents,  and  Speaker  and  Vice  Speaker  of  the 
House  of  Delegates  shall  be  elected  for  a  term  of  one 
year  each.  The  Secretary-Treasurer  and  Councilors 
shall  be  elected  for  a  term  of  three  years  each.  The 
Vice  Councilors  shall  be  appointed  by  the  Councilor 
of  the  respective  Councilor  Districts  and  shall  serve 
during  the  period  for  which  the  Councilor  from  the 
respective  Councilor  District  has  been  elected  and 
shall,  when  serving  in  the  stead  of  the  Councilor  of 
the  district,  have  all  the  rights,  privileges  and  author- 
ity vested  in  the  elected  Councilor  of  the  district. 
The  Speaker  and  Vice  Speaker  shall  be  elected  by 
the  House  of  Delegates  at  the  annual  meeting  and 
shall  serve  for  a  term  of  one  year.  All  of  these  of- 
ficers shall  serve  until  their  successors  are  elected 
and  installed. 

Section  3.  The  officers  of  this  Society,  except  the 
Speaker  and  Vice  Speaker  to  the  House  of  Delegates, 
shall  be  elected  by  ballot,  a  majority  of  the  votes 
cast  being  necessary  to  elect,  by  the  House  of  Dele- 
gates on  the  second  day  of  the  annual  session;  how- 
ever, wThen   the  nominating   committee  presents   its 


recommendations  for  officers  with  only  one  name  for 
each  office  and  there  are  no  other  nominations,  the 
vote  may  be  taken  viva  voce.  No  Delegate  shall  be 
eligible  for  any  office  named  in  the  preceding  sec- 
tion, except  that  of  Councilor,  and  no  person  shall  be 
elected  to  any  such  office  who  is  not  in  attendance 
upon  the  annual  meeting  and  who  has  not  been  a 
member  of  the  Society  for  the  past  three  years.  Any 
nominee  for  the  office  of  President  or  President- 
Elect  shall  have  been  an  active  member  of  the  So- 
ciety for  at  least  five  years,  including  the  year  of  his 
election,  shall  have  attended  two  of  the  three  meet- 
ings immediately  preceding  his  nomination,  includ- 
ing the  meeting  at  which  he  is  nominated,  and  shall 
be  a  Fellow  in  good  standing  at  the  time  of  his 
nomination. 

Article  IX — The  Board  of  Medical  Examiners,  the 
State  Boad  of  Health,  the  State  Board 
of  Nurse  Examiners,  and  the  Editorial 
Board  of  the  North  Carolina  Medical 
Journal. 

Section  1.  The  seven  members  of  the  "Board  of 
Medical  Examiners  of  the  State  of  North  Carolina" 
shall  be  elected  by  ballot  in  general  session  for  a 
term  of  six  years,  a  majority  of  the  votes  cast  being 
necessary  to  a  choice.  The  election  shall  be  held  on 
the  second  day  of  the  annual  meeting,  and  the  ballot- 
ing shall  continue  until  the  entire  number  is  elected. 

Section  2.  The  member  of  the  State  Board  of 
Nurse  Examiners  shall  be  nominated  by  the  Nomi- 
nating Committee  and  elected  by  the  House  of  Dele- 
gates for  a  term  of  three  years. 

Section  3.  The  elected  members  of  the  State  Board 
of  Health  shall  be  nominated  by  the  nominating 
committee  and  elected  by  the  House  of  Delegates  for 
a  term  of  four  years  each  and  until  their  successors 
have  been  duly  elected  and  have  qualified. 

Section  4.  The  seven  elective  members  of  the  "Edi- 
torial Board  of  the  North  Carolina  Medical  Journal" 
shall  be  elected  by  ballot  in  general  session  on  the 
second  day  of  the  annual  meeting  as  follows:  Three 
for  a  period  of  four  years:  two  for  a  period  of  three 
years  and  two  for  a  period  of  two  years.  The  ballot- 
ing shall  continue  until  the  entire  number  is  elected. 
At  the  expiration  of  each  successive  term,  the  va- 
cancies shall  be  filled  by  ballot  in  general  session, 
the  members  being  elected  for  a  term  of  four  years 
each. 

Section  5.  A  vacancy  occurring  from  any  cause 
other  than  expiration  of  term  of  office  shall  be  filled 
by  the  respective  Board  or  a  quorum  thereof:  except 
that  for  the  State  Board  of  Health  the  Medical  So- 
ciety of  the  State  of  North  Carolina  shall  have  the 
right  to  remove  any  member  elected  by  it  for  cause. 
Vacancies  on  said  Board  among  the  membership 
elected  by  the  Medical  Society  of  the  State  of  North 
Carolina  "shall  be  filled  bv  the  Executive  Council  of 
said  Medical  Society  until  the  next  meeting  of  said 
Medical  Society  when  the  said  Medical  Society  shall 
fill  the  vacancy  for  the  unexpired  term  as  provided 
in  Section  3. 

Article  X — Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the  Society 
shall  be  arranged  for  by  the  House  of  Delegates  by 
an  equal  per  capita  assessment  unon  each  county  so- 
ciety, to  be  fixed  by  the  House  of  Delegates,  by  vol- 
untary contribution,  and  from  the  profits  of  its  pub- 
lications. Funds  may  be  appropi-iated  bv  the  House 
of  Delegates  to  defray  the  expenses  of  the  annual 
meeting,  for  publication,  and  for  such  other  purposes 
as  will  promote  the  welfare  of  the  Society,  the  pro- 
fession, and  the  people  of  the  State. 

Article    XI — Referendum 

The  general  session  of  the  Society  may,  by  a  two- 
thirds  vote,   order  a   general   referendum  upon  any 
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question  pending  before  the  House  of  Delegates,  and 
the  House  of  Delegates  may,  by  a  similar  vote  of  its 
own  members,  or  after  a  like  vote  of  the  general 
session,  submit  any  such  question  to  the  membership 
of  the  Society  for  a  final  vote;  and  if  the  persons 
voting  shall  comprise  a  majority  of  all  the  members 
of  the  Society,  a  majority  of  such  votes  shall  de- 
termine the  question,  and  be  binding  upon  the  House 
of  Delegates.  The  House  of  Delegates  may  refer  a 
matter  to  the  general  session,  in  which  case  a  ma- 
jority vote  of  those  present  and  voting  shall  de- 
termine the  question. 

Article  XII— The  Seal 

The  Society  shall  have  a  common  seal,  with  power 
to  break,  change  or  renew  the  same  at  pleasure. 

Article  XIII — Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a  two-thirds  vote  of  the  dele- 
gates registered  at  that  annual  meeting,  provided 
that  such  amendment  shall  have  been  presented  in 
open  meeting  at  the  previous  annual  meeting,  and 
that  it  shall  have  been  sent  officially  to  each  com- 
ponent county  society  or  printed  in  the  official  pub- 
lication of  the  Society  at  least  two  months  before  the 
session  at  which  final  action  is  to  be  taken. 

BY-LAWS 

Chapter    I — Fellowship 

Section  1.  All  members  of  the  component  county 
medical  societies,  all  Fellows  of  this  Society  who  have 
been  made  Fellows  by  the  Council,  and  all  affiliate 
members,  who  have  paid  their  annual  dues  for  the 
current  year,  shall  be  privileged  to  attend  all  ses- 
sions and  take  part  in  all  the  proceedings  of  the 
annual  meeting,  and  shall  be  eligible  to  any  office 
within  the  gift  of  the  Society. 

Section  2.  The  name  of  a  physician  upon  the  prop- 
erly certified  roster  of  Fellows  of  this  Society,  as 
reported  by  the  component  medical  society,  or  the 
name  of  a  physician  enrolled  on  the  record  of  the 
Secretary  of  this  Society,  and  all  affiliate  and  stu- 
dent members  after  having  been  admitted  by  the 
Council,  and  whose  annual  assessments  have  been 
paid  for  the  current  year,  shall  be  prima  facie  evi- 
dence of  his  right  to  register. 

Section  3.  No  person  who  is  under  sentence  of 
suspension  or  expulsion  from  this  Societv  or  from 
any  component  society  of  this  Society,  or  whose  name 
has  been  dropped  from  its  roll  of  members,  shall  be 
entitled  to  any  of  the  rights  or  benefits  of  this  So- 
ciety, nor  shall  he  be  permitted  to  take  anv  part 
in  any  of  its  proceeding's  until  such  time  as  he  has 
been  relieved  of  such  disability.  Provided,  however, 
that  the  Honorary  Fellows  of  this  Society  shall  con- 
tinue as  such  notwithstanding  they  are  dropped 
from  the  roll  of  the  component  society  for  failure  to 
pay  dues. 

Section  4.  Each  member  in  attendance  at  the 
annual  meeting  shall  enter  his  name  on  the  registra- 
tion book.  When  his  right  to  fellowship  has  been 
verified  by  reference  to  the  record  of  the  Secretary 
of  this  Societv.  he  shall  receive  a  badge,  which  shall 
be  evidence  of  his  right  to  all  the  priileges  of  fellow- 
ship at  that  meeting.  No  Fellow  or  delegate  shall 
take  part  in  any  of  the  proceedings  of  an  annual 
meeting  who  has  not  complied  with  the  provisions 
of  this  section. 

Chapter  II — Annual  and  Special  Meetings  of  the 
Society 

Section  1.  The  Society  shall  hold  an  annual  meet- 
ing at  such  time  and  nlaee  as  has  been  fixed  at  a 
preceding  annual  meeting,  but  in  case  a  change  of 
time  or  place  or  both  should  be  considered  necessary, 
the  executive  council  shall  have  authority  in  the 
premises. 


Section  2.  Special  sessions  of  either  the  Society  or 
House  of  Delegates  shall  be  called  by  the  President 
at  his  discretion,  or  upon  petition  of  twenty  delegates, 
or  upon  request  of  the  executive  council. 

Chapter  III — General  Sessions 

Section  1.  The  general  sessions  shall  include  all 
registered  Fellows,  affiliate  members,  student  mem- 
bers, delegates,  members,  and  guests,  who  shall  have 
equal  rights  to  participate  in  the  proceedings  and 
discussions;  and,  except  guests,  student  members  and 
honorary  members,  to  vote  on  pending  questions. 
Each  general  session  shall  be  presided  over  by  the 
President,  or  in  his  absence  or  disability,  or  by  his 
request,  by  one  of  the  Vice  Presidents.  Before  it,  or 
at  such  other  time  and  place  as  may  have  been  ar- 
ranged, shall  be  delivered  the  annual  address  of  the 
President,  and  the  entire  time  of  the  session,  so  far 
as  may  be,  shall  be  devoted  to  papers  and  discussions 
relating  to  scientific  medicine. 

Section  2.  The  general  session,  the  House  of  Dele- 
gates and  ad  interim  the  executive  council  shall  have 
authority  to  create  committees  or  commissions  for 
scientific  investigations  and  for  other  purposes  of 
special  interest  and  importance  to  the  profession  and 
public,  and  to  receive  and  dispose  of  reports  of  the 
same;  but  any  expense  in  connection  therewith  must 
first  be  approved  by  the  House  of  Delegates,  or  by 
the    Executive    Council. 

Section  3.  Except  bv  special  vote,  the  order  of 
exercises,  papers  and  discussions  as  set  forth  in  the 
official  program  shall  be  followed  from  day  to  day 
until  it  has  been  completed. 

Section  4.  No  address  or  paner  before  the  Society, 
except  that  of  the  President,  shall  occupv  more  than 
fifteen  minutes  in  its  delivery;  and  no  Fellow  shall 
speak  longer  than  five  minutes,  nor  more  than  once 
on  any  one  subject  except  by  unanimous  consent: 
Provided,  that  the  terms  of  this  section  shall  not 
apnly  to  invited  guests. 

Section  5.  All  papers  read  before  the  Society  shall 
be  its  property.  Each  paper  shall  be  deposited  with 
the  Secretary-Treasurer  when  read,  and  if  this  is 
not  done  it  shall  not  be  published. 

Chapter  IV — House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  meet  an- 
nually at  the  time  and  place  of  the  annual  meeting 
of  the  Society.  The  sessions  of  the  House  of  Dele- 
gates shall  be  held  at  a  time  to  be  designated  bv  th° 
Executive  Council  and  to  be  nublished  in  the  North 
Carolina  Medical  Journal  at  least  two  months  before 
the  meeting.  The  Executive  Council  or  the  President, 
in  their  iudgment,  may  call  a  special  meeting  of  the 
House  of  Delegates  at  any  time.  The  election  of  th" 
Nominating-  Committee  shall  take  pla^e  at  the  first 
meeting  of  the  House  of  Delegates. 

Section  2.  Each  and  every  comnonent  medical 
society  that  has  been  chartered  bv  this  Societv,  and 
is  free  from  indebtedness  to  this  Societv  and  i<= 
otherwise  in  good  standing  as  a  component  medical 
societv,  shall  be  entitled  to  one  delegate  to  the  House 
of  Delegates  for  the  first  twenty-five  members  or 
less,  and  an  additional  delegate  for  evevv  additional 
twenty-five  members  or  any  additional  major  frac- 
tion of  twenty-five  members.  In  the  case  of  com- 
ponent societies  com  nosed  of  members  from  more 
than  one  county,  each  component  countv  will  be  en- 
titled to  at  least  one  delegate:  provided,  that  such 
delegate  shall  be  officially  certified  bv  the  secretary 
of  the  component  county  medical  societv  on  forms 
furnished  by  the  secretary  of  the  State  Medical  So- 
ciety. In  the  event  that  the  regular  delegate  is  un^We 
to  attend  he  shall  endorse  his  certificate  of  creden- 
tials in  favor  of  his  alternate  delegate.  In  the  event 
that  neither  the  delegate  nor  his  regular  alternate- 
delegate  are  able  to  attend,  the  delegate  may  desig- 
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nate  some  member  from  his  hyphenated-group  so- 
ciety to  act  as  delegate  in  his  stead. 

Section  3.  A  majority  of  the  registered  delegates 
shall  constitute  a  quorum,  and  all  of  the  sessions  of 
the  House  of  Delegates  shall  be  open  to  Fellows  and 
Affiliate  Members  of  the   Society. 

Section  4.  It  shall,  thsough  its  offiiers,  Ex- 
ecutive Council  and  otherwise,  give  diligent  atten- 
tion to  and  foster  the  scientific  work  end  spirit  of 
the  Society,  and  shall  constantly  study  and  strive  to 
make  each  annual  session  a  stepping-stone  to  future 
ones  of  higher  interest. 

Section  5.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  it  is  dependent 
upon  the  profession,  and  shall  use  its  influence  to 
secure  and  enforce  all  proper  medical  and  public 
health  legislation,  and  to  diffuse  popular  information 
in  relation  thereto. 

Section  6.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up  and 
increasing  the  interest  in  such  county  societies  as 
already  exist,  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  es- 
pecially and  systematically  endeavor  to  promote 
friendly  intercourse  between  physicians  of  the  same 
locality,  and  shall  continue  these  efforts  until  every 
physician  in  every  county  of  the  State  who  can  be 
made  reputable  has  been  brought  under  medical 
society  influences. 

Section  7.  It  shall  encourage  post-graduate  work 
in  medical  centers,  as  well  as  home  study  and  re- 
search, and  shall  endeavor  to  have  the  results  of  the 
same  utilized  and  intelligently  discussed  in  the 
county  societies,  and  in  this  Society. 

Section  8.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation in  accordance  with  the  Constitution  and  By- 
Laws  of  that  body,  in  such  a  manner  that  not  more 
than  one-half  of  the  delegates  shall  be  elected  in  any 
one  year. 

Section  9.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  to  con- 
form to  the  letter  and  spirit  of  this  Constitution 
and  By-Laws. 

Section  10.  In  sparsely  settled  sections,  it  shall 
have  authority  to  organize  the  physicians  of  two  or 
more  counties  into  societies,  to  be  designated  by 
hyphenating  the  names  of  two  or  more  counties,  so 
as  to  distinguish  them  from  districts  and  other 
classes  of  societies;  and  these  societies,  when  organ- 
ized and  chartered,  shall  be  entitled  to  all  the  privi- 
leges and  representation  provided  herein  for  county 
societies,  until  such  counties  may  be  organized 
separately.  Upon  written  request  of  two-thirds  of  the 
physicians  residing  in  the  county  wishing  to  with- 
draw, the  Executive  Council  may  grant  or  refuse  the 
formation  of  a  new  society  by  being  presented  with 
such  petition  through  the  Councilor  of  that  district. 
In  such  instances  the  Executive  Council  would  then 
authorize  the  councilor  to  grant  or  refuse  a  charter 
to  his  individual  county  society. 

Section  11.  It  shall  have  authority  through  the 
Executive  Council,  by  majority  vote  of  the  Executive 
Council,  a  quorum  being  present,  to  elect  any  physi- 
cian who  applies  directly  to  said  Executive  Council 
for  fellowship;  but  not  unless  he  has  been  definitely 
refused  admittance  to  a  local  society  and  the  case 
has  been  appealed  to  the  Executive  Council  and  only 
then  after  the  Executive  Council  has  given  his  case 
a  hearing  and  is  convinced  that  he  has  been  unjustly 
kept  out  of  the  local  society  and  that  it  is  impossible 
to  reconcile  the  local  society  to  admitting  him;  and 
the  Executive  Council  shall  certify  such  election  to 
the  Secretary.  A  member  so  elected  shall  on  pay- 
ment of  annual  assessments  for  the  current  year  be 


entitled  to  all  the  rights  and  privileges  of  Fellows 
of  this  Society. 

Section  12.  It  shall  have  authority  through  or  by 
its  Executive  Council  to  discipline,  suspend  or  expel 
any  Fellow  of  this  Society  provided  it  has  received 
recommendations  for  such  discipline  from  the  Griev- 
ance Committee.  And  the  Executive  Council  shall 
have  the  same  authority  as  to  summoning  witnesses, 
taking  testimony,  etc.,  in  investigating  conduct  of 
Fellows  and  Affiliate  Members  as  is  provided  in 
hearings  on  appeal. 

Section  13.  It  may  divide  the  counties  of  the 
State  into  ten  councilor  districts,  and,  when  the  best 
interest  of  the  Society  and  profession  will  be  pro- 
moted thereby,  organize  in  each  a  district  medical  so- 
ciety; and  members  of  the  chartered  county  societies, 
and  none  others,  shal  be  members  in  such  district  so- 
cieties. Any  county  society  wishing  to  transfer  from 
one  district  to  another  may  do  so  by  securing  a 
written  petition  signed  by  two-thirds  of  the  members 
of  the  society  in  that  county,  and  upon  the  presen- 
tation of  this  petition  by  the  councilor  of  that  district 
to  the  Executive  Council,  the  said  councilor  would 
be  authorized  to  grant  or  refuse  the  request. 

Section  14.  It  shall  have  authority  to  appoint 
committees  for  special  purposes  from  among  Fellows 
of  the  Society  who  are  not  members  of  the  House  of 
Delegates,  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate 
in  the  debate  thereon. 

Section  15.  It  shall  present  a  summary  of  its 
proceedings  to  the  last  general  meeting  of  each  an- 
nual session,  and  the  same  shall  be  published  in  the 
official  publication  of  the  Society. 

Section  16.  There  shall  be  made  to  the  House  of 
Delegates  an  annual  report  of  the  financial  condition 
and  of  the  management  of  the  North  Carolina  Medi- 
cal Journal.  This  report  does  not  relieve  the  manage- 
ment of  the  Journal  of  its  responsibility  to  the  Exec- 
utive Council  of  the  Society  in  its  advisory  capacity. 

Chapter  V — Election  of  Officers 

Section  1.  All  elections  shall  be  bv  secret  ballot, 
and  a  majority  of  the  votes  cast  shall  be  necessary 
to  elect:  provided,  that  when  only  one  name  is  to 
be  balloted  for,  vote  may  be  taken  viva  voce. 

Section  2.  The  House  of  Delegates,  at  its  first 
session,  shall  select  a  Committee  on  Nominations, 
consisting  of  ten  delegates,  no  two  of  whom  shall 
be  from  the  same  councilor  district.  No  member  of 
this  committee  at  the  time  of  his  election  shall  hold 
any  elective  office  in  the  Society,  and  it  shall  nomi- 
nate for  office  no  member  of  its  committee  for  any 
office  in  the  Society.  As  soon  as  it  is  practicable  the 
nominating  committee  shall  be  called  together  by 
the  Secretary  of  the  Society,  its  duties  outlined  and 
a  chairman  elected  It  shall  make  its  report  at  the 
next  annual  meeting  of  the  Society.  In  case  of  va- 
cancies occurring  in  this  committee,  nr  the  discovery 
of  any  member  being  ineligible,  the  Executive  Coun- 
cil shall  have  the  power  to  fill  such  vacancies.  It 
shall  be  the  dutv  of  this  committee  to  consult  with 
the  Fellows  of  the  Society,  and  to  hold  one  or  more 
sessions,  at  which  the  best  interests  of  the  Societv 
and  of  the  profession  of  the  State  shall  be  carefullv 
considered.  The  committee  shall  report  the  result  of 
its  deliberations  to  the  House  of  Delegates  in  the 
shape  of  a  ticket  containing  the  names  of  one  member 
for  the  office  of  President-Elect  and  one  member 
for  each  of  the  other  offices  to  be  filled  at  the  annua] 
meeting. 

Section  3.  The  report  of  the  Nominating  Com- 
mittee and  the  election  of  officers  shall  take  place 
at  the  session  of  the  House  of  Delegates  on  the  sec- 
ond day  of  the  meeting 

Section  4.  Nothing  in  this  article  shall  be  con- 
strued to  prevent  additional  nominations  being  made 
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by  members  of  the  House  of  Delegates. 

Section  5.  Any  person  known  to  have  solicited 
votes  for  or  sought  any  office  within  the  gift  of 
this  Society  shall  be  ineligible  for  any  office  for 
two  years. 

Chapter  VI — Duties   of   Officers 

Section  1.  The  President  of  the  Society  shall  act 
as  President  of  the  Executive  Council  and  shall 
preside  at  all  General  Sessions  of  the  Society; 
shall  appoint  all  committees  not  otherwise  provided 
for;  shall  deliver  an  annual  address  at  such  time 
as  may  be  arranged;  shall  give  a  deciding  vote  in 
case  of  a  tie,  and  shall  perform  such  other  duties 
as  custom  and  parliamentary  usage  may  require. 
He  shall  be  the  real  head  of  the  profession  of  the 
State  during  his  term  of  office,  and,  as  far  as 
practicable,  shall  visit  by  appointment  the  various 
sections  of  the  State  and  assist  the  councilors  in 
building  up  the  county  societies,  and  in  making 
their  work  more  practical  and  useful. 

Section  2.  The  President-Elect  shall  assist  the 
President  in  the  performance  of  his  duties  as  may 
be  requested  by  him  and  otherwise  prepare  himself 
for  assuming  the  duties  of  President.  The  Presi- 
dent-Elect shall  be  a  member  of  the  Executive 
Council  ex-officio.  In  case  the  office  of  President- 
Elect  should  become  vacant,  the  Executive  Council 
shall  fill  the  vacancy,  but  no  member  of  said  Exec- 
utive  Council   shall   be   eligible. 

Section  3.  Vice  Presidents.  The  Vice  Presidents 
shall  be  ex-officio  members  of  the  Executive  Coun- 
cil. They  shall  assist  the  President  as  he  may  re- 
quest and  shall  preside  in  his  stead  during  his 
absence  or  upon  his  request.  Upon  the  death  or 
removal  of  the  President,  the  First  Vice  President 
shall  assume  the  office  of  President.  In  case  of  the 
death  or  removal  of  the  First  Vice  President,  the 
Second  Vice  President  shall  assume  the  office  of 
President. 

Section  4.  The  Secretary-Treasurer  shall  give 
bond  for  the  trust  reposed  in  him  whenever  the 
House  of  Delegates  shall  deem  it  requisite.  He  shall 
demand  and  receive  all  funds  due  the  Society,  to- 
gether with  the  bequests  and  donations.  He  shall, 
under  the  direction  of  the  House  of  Delegates  or 
Executive  Council,  sell  or  lease  any  estate  belong- 
ing to  the  Society,  and  execute  the  necessary  papers; 
and  shall,  in  general,  subject  to  such  direction, 
have  the  care  and  management  of  the  fiscal 
affairs  of  the  Society.  He  shall  subject  his  ac- 
counts to  such  examination  as  the  House  of  Dele- 
gates may  order,  and  he  shall  annually  render  an 
account  of  his  doings  and  of  the  state  of  the  funds 
in  his  hands.  He  shall  charge  upon  his  books  the 
assessments  against  each  component  county  society 
at  the  end  of  the  fiscal  year;  he  shall  collect  and 
make  proper  credits  for  the  same,  and  perform 
such  other  duties  as  may  be  assigned  to  him. 

Section  5.  The  Secretary-Treasurer,  acting  with 
the  Committee  on  Scientific  Work,  shall  prepare 
and  issue  the  programs  for  and  attend  all  meetings 
of  the  Society,  and  of  the  House  of  Delegates,  and 
of  the  Executive  Council,  and  he  shall  keep  min- 
utes of  their  respective  proceedings.  He  shall  be 
custodian  of  all  record  books  and  papers  belonging 
to  the  Society.  He  shall  provide  for  the  registra- 
tion of  the  members  and  delegates  at  the  annual 
meeting.  He  shall  keep  a  card-index  register  of  all 
the  legal  practitioners  of  the  State  by  counties, 
noting  on  each  his  status  in  relation  to  his  county 
society.  In  so  far  as  it  is  in  his  power  he  shall  use 
the  printed  matter,  correspondence  and  influence 
of  his  office  to  aid  the  councilors  in  the  organiza- 
tion and  improvement  of  the  county  societies,  and 
in  the  extension  of  the  power  and  usefulness  of  the 
Society.  He  shall  conduct  the  official  correspond- 
ence,   notifying   members    of   meetings,    officers    of 


their  election,  and  committees  of  their  appointment 
and  duties.  He  shall  act  as  chairman  of  the  com- 
mittees on  Scientific  Work  and  on  Publication.  He 
may  also  serve  as  Business  Manager  of  the  official 
publication  of  the  Society.  He  shall  employ  such 
assistants  as  may  be  ordered  by  the  Executive 
Council  or  the  House  of  Delegates;  Provided,  that 
any  of  the  duties  enumerated  above  can  be  assigned 
by  the  Executive  Council  or  Secretary  to  the  Ex- 
ecutive   Secretary. 

In  order  that  the  Secretary-Treasurer  may  be 
enabled  to  give  that  amount  of  time  to  his  duties 
which  will  permit  of  his  becoming  proficient,  it  is 
desirable  that  he  should  receive  some  compensa- 
1ion.  The  amount  of  his  salary  shall  be  fixed  by 
the  House  of  Delegates,  on  recommendation  of  the 
Finance   Committee. 

Chapter   VII — Councilor    Districts 

Section  1.  To  facilitate  the  more  perfect  organ- 
ization of  the  medical  profession,  the  State  of 
North  Carolina  is  hereby  divided  by  counties  into 
ten   councilor  districts  as  follows: 

First  District  —  Bertie,  Chowan-Perquimans, 
Gates,  Hertford  and  Pasquotank-Camden-Currituck- 
Dare. 

Second  District  —  Beaufort,  Carteret,  Craven, 
Hyde,  Jones,  Lenoir,  Martin-Washington-Tyrrell, 
Pamlico  and  Pitt. 

Third  District  —  Bladen,  Brunswick,  Columbus, 
Duplin,  New  Hanover,  Onslow,  Pender,  and  Samp- 
son. 

Fourth  District — Edgecombe-Nash,  Greene,  Hali- 
fax, Johnston,  Northampton,  Warren,  Wayne  and 
Wilson. 

Fifth  District  —  Chatham,  Cumberland,  Harnett, 
Hoke,  Lee,  Moore,  Richmond,  Robeson  and  Scot- 
land. 

Sixth  District  —  Alamance-Caswell,  Durham-Or- 
ange, Franklin,  Granville,  Person,  Vance,  and 
Wake. 

Seventh  District  —  Anson,  Cabarrus,  Cleveland, 
Gaston,  Lincoln,  Mecklenburg,  Montgomery,  Ruther- 
ford,  Stanly  and  Union. 

Eighth  District — Ashe-Watauga,  Forsyth-Stokes, 
Guilford,  Randolph,  Rockingham,  Surry- Yadkin  and 
Wilkes- Alleghany. 

Ninth  District — Avery,  Burke,  Caldwell.  Catawba. 
Davidson,   Ii-edell-Alexander  and   Rowan-Davie. 

Tenth  District — Buncombe,  Cherokee,  Graham, 
Haywood,  Henderson,  Jackson-Swain,  McDowell, 
Macon-Clay,  Madison,  Mitchell-Yancey,  Polk,  and 
Transylvania. 

Chapter    VIII — Councilors 

Section  1.  Each  Councilor  shall  be  organizer, 
peace-maker,  and  censor  for  his  district.  He  shall 
visit  each  county  in  his  district  at  least  once  a  year 
for  the  purpose  of  organizing  component  societies 
where  none  exists,  for  inquiring  into  the  condition 
of  the  profession,  and  for  improving  and  increas- 
ing the  zeal  of  the  county  societies  and  their  mem- 
bers. He  shall  make  an  annual  report  of  his  3oings 
and  of  the  condition  of  the  profession  of  each  coun- 
tv  in  his  district  to  the  annual  meeting  of  the 
House  of  Delegates  and  to  the  secretary  at  least 
quarterly  and  more  often  if  he  has  knowledge  of 
anything  in  any  county  society  in  his  district  about 
which  the  President  or  th?  Secretarv  ought  to  be 
informed.  A  sum  will  be  allowed  each  year  by  the 
House  of  Delegates  to  cover  the  necessary  expenses 
incurred  by  such  Councilor  in  the  line  of  "duty  with- 
in his  district. 

Chapter    IX — The    Executive    Council 

Section  1.  The  officers  of  this  Society  (See  Arti- 
cle VIII,  Section  1,  Constitution),  as  follows:  Pres- 
ident. President-Elect,  Vice  Presidents,  Secretary- 
Treasurer,  Speaker,  and  Vice  Speaker  to  the  House 
of  Delegates  and  ten  Councilors  shall  constitute  the 
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Executive  Council  of  which  the  President  of  this 
Society  shall  be  President  and  the  Secretary-Treas- 
urer shall  be  Secretary. 

Section  2.  The  Executive  Council  shall  meet  up- 
on the  call  of  the  President  or  upon  the  call  of 
four   other   members. 

Section  3.  The  Executive  Council  through  its 
President  and  Secretary,  or  through  other  members 
appointed  by  the  President,  shall  have  authority, 
and  is  hereby  instructed  to  act  as  liaison  officer 
between  this  Society  and  any  and  all  other  organ- 
izations in  this  State,  whether  scientific,  political, 
social  or  what  not,  to  the  end  that  such  organiza- 
tions may  have  the  viewpoint  of  the  Society,  and 
such  help  and  assistance,  scientific  and  otherwise, 
as  this  Society  might  be  able  to  render. 

Section  4.  The  Executive  Council  shall  have  su- 
preme charge  of  all  questions  of  ethics  and  dis- 
cipline of  members.  It  shall  decide  for  this  Society 
all  questions  of  ethics,  discipline,  or  right  to  mem- 
bership submitted  to  it  by  the  Grievance  Commit- 
tee. The  Executive  Council  shall  interpret  the  Con- 
stitution and  By-Laws  of  the  Society  and  shall 
have  power  to  establish  rules  of  procedure  to 
govern  all  cases  within  its  jurisdiction.  An  appeal 
from  the  Executive  Council  may  be  submitted  only 
to  the  Judicial  Council  of  the  American  Medical 
Association  in  matters  over  which  that  body  has 
jurisdiction. 

Section  5.  The  Executive  Council,  ad  interim, 
shall  have  the  right  to  communicate  the  views  of 
the  Society  and  the  profession  on  health,  sanitation, 
legislation  and  on  any  other  subject  of  apparent 
interest  to  the  people  or  the  profession  and  it  shall 
have  the  right  to  speak  for  the  Society  in  matters 
regarding  the  conduct  of  affairs  of  the  Society  and 
its  relation  to  the  public  generally,  provided  that 
such  subject  has  not  previously  been  acted  upon  by 
the  Society.  All  actions  of  the  Executive  Council 
shall  be  subject  to  review  by  the  House  of  Dele- 
gates  in  regular   session. 

Section   6.    The   Executive   Council    shall   make   a 
full  report  of  its  doings  to  the  annual  meeting  of 
the   House   of   Delegates   through   its   Secretary. 
Chapter   X — Committees 

Section  1.  The  standing  committees  shall  be  as 
follows: 

A   Committee  on   Scientific  Work. 

A   Committee   on  Legislation. 

A   Committee  on   Publication. 

A   Committee  on  Nominations. 

A  Committee  on  Finance. 

A    Committee    on   Necrology. 

A   Committee   on   Arrangements. 

A  Reference  Committee  on  Credentials  of  Dele- 
gates to  the  House  of  Delegates  of  the  State 
Society. 

A   Committee   on   Grievances. 

A  Reference  Committee  on  Resolutions. 

A  Reference  Committee  on  reports  of  officers  and 
committees,  and  such  other  reference  committees 
as  the  Speaker  of  the  House  of  Delegates  may 
deem  necessary. 

A   Committee   on   Public   Relations. 

A   Committee   on    Maternal   Welfare. 

A  Committee  on  Hospital  and  Professional  Re- 
lations. 

And  such  other  committees  as  may  be  neces- 
sary. 

Section  2.  The  Committee  on  Scientific  Work 
shall  consist  of  three  members,  of  which  the  Sec- 
retary shall  be  one  and  chairman,  and  it  shall  de- 
termine the  character  and  scope  of  the  scientific 
proceedings  of  the  Society  for  each  session,  sub- 
ject to  the  instructions  of  the  House  of  Delegates 
or  the  Executive  Council,  or  to  the  provisions  of 
the  Constitution  and  By-Laws.  Thirty  days  previous 


to  the  annual  meeting  it  shall  prepare  and  issue  a 
program  announcing  the  order  in  which  papers, 
discussions  and  other  business  shall  be  presented, 
which  shall  be  adhered  to  by  the  Society  as  nearly 
as   practicable. 

Section  3.  The  Committee  on  Legislation  shall 
consist  of  three  members  and  the  President  and 
Secretary-Treasurer.  Under  the  direction  of  the 
House  of  Delegates  or  the  Executive  Council  it 
shall  represent  the  Society  in  securing  and  enforc- 
ing legislation  in  the  interest  of  the  public  health 
and  of  the  science  of  medicine.  It  shall  keep  in 
touch  with  professional  and  public  opinion,  shall 
endeavor  to  shape  legislation  so  as  to  secure  the 
best  results  for  the  whole  people,  and  shall  utilize 
every  organized  influence  of  the  profession  to  pro- 
mote the  general  interest  in  local,  state  and  na- 
tional affairs  and  elections.  Its  work  shall  be  done 
with  the  dignity  becoming  a  great  profession,  and 
with  that  wisdom  which  will  make  effective  its 
power  and  influence.  It  shall  have  authority  to  be 
heard  before  the  entire  Society  upon  questions  of 
great  concern  at  such  time  as  may  be  arranged 
during   the   annual   meeting. 

Section  4.  The  Committee  on  Publication  shall 
consist  of  the  Editorial  Board  of  the  NORTH 
CAROLINA  MEDICAL  JOURNAL.  The  Secretary- 
Treasurer  of  the  Society  shall  be  a  member  of  its 
chairman.  The  editor  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL  shall  be  a  member  and  its 
secretary.  This  Committee  shall  have  referred  to 
it  all  reports  and  all  scientific  papers  and  discus- 
sions heard  before  the  Society.  It  shall  be  em- 
powered to  curtail  or  abstract  papers  and  discus- 
sions, and  any  paper  referred  to  it  which  may  not 
be  suitable  for  publication  in  the  official  publica- 
tion of  the  Society  may  be  returned  to  the  author. 
All  papers  read  before  the  Society  shall  be  the 
property  of  the   Society. 

Section  5.  The  Committee  on  Nominations  shall 
be  appointed  and  perform  its  duties  in  accordance 
with  the  provisions  of  Chapter  5,  Section  2,  of 
these  By-Laws.  They  shall  also  nominate  Delegates 
to  the  American  Medical  Association,  and  to  such 
other  bodies  as  the  Executive  Council  may  deter- 
mine. They  shall  also  each  third  year  nominate  a 
Board  of  ten  Councilors  and  a  Secretary-Treasurer. 

Section  6.  The  Committee  on  Finance,  to  con- 
sist of  three  members,  shall  authorize  an  annual 
audit  of  the  receipts  and  disbursements  of  the  Soci- 
ety and  shall  embody  the  same  in  its  report  to  the 
House  of  Delegates.  This  Committee  shall  also  pre- 
pare a  budget  allocating  specific  amounts  for  the 
several  purposes  of  the  Society  as  a  guide  to  the 
Secretary-Treasurer  in  the  disbursement  of  the 
Society  and  shall  submit  it  for  approval  or  dis- 
approval to  the  House  of  Delegates,  or  in  cases  of 
emergency,  to  the  Executive  Council.  In  the  event 
that  the  total  allocation  exceeds  the  expected  in- 
come of  the  Society,  the  Committee  shall  make 
recommendations  for  an  increase  in  the  assess- 
ments for  the  coming  year.  It  may  also  make  rec- 
ommendations concerning  the  remuneration  of  the 
Secretary-Treasurer  and  such  other  suggestions 
concerning  the  finances  of  the  Society  as  it  may 
deem   proper. 

Section  7.  The  Committee  on  Necrology,  to  con- 
sist of  three  members,  shall  report  to  the  general 
session  of  the  Society  the  names  of  all  members 
of  the  profession  dying  during  the  past  year, 
with  other  data  appropriate  for-  memorial  publi- 
cation. 

Section  8.  The  Committee  on  Arrangements  shall 
consist  of  one  member  who  shall  be  Chairman,  ap- 
pointed by  the  President  of  the  Society  each  year, 
and  two  or  more  members  elected  by  the  county 
society  in  the  territory  in  which  the  annual  meet- 
ing  is   to   be   held.    It   shall,   by   committees   of   its 


460 


NORTH   CAROLINA   MEDICAL  JOURNAL 


August,  1950 


own  selection,  provide  suitable  accommodations  for 
the  meeting  places  of  the  Society  and  of  the  House 
of  Delegates  and  of  the  respective  committees,  and 
shall  have  general  charge  of  all  the  arrangements. 
Its  chairman  shall  report  an  outline  of  the  ar- 
rangements to  the  Secretary-Treasurer  for  publi- 
cation in  the  program,  and  shall  make  additional 
announcements  during  the  meeting  as  occasion  may 
require. 

Section  9.  A  Reference  Committee  on  Credentials 
of  Delegates  to  the  House  of  Delegates,  consisting 
of  three  members,  who  shall  be  delegates,  appointed 
by  the  president  of  the  State  Society  and  whose 
duties  shall  be  (1)  to  receive  and  review  certified 
credentials  and  delegate  lists  executed  by  the 
county  society  secretaries  on  forms  provided  by 
the  secretary  of  the  State  Society  and  (2)  to  deter- 
mine all  questions  regarding  the  registration,  cre- 
dentials and  the  seating  of  delegates  to  the  House 
of  Delegates.  It  shall  report  its  recommendations 
to  the  Speaker  of  the  House  of  Delegates  for  his 
presentation  to  the  House  of  Delegates  for  final 
action. 

Section  10.  A  Committee  on  Grievances,  to  con- 
sist of  the  five  most  recent  available  past  presi- 
dents of  the  State  Medical  Society,  with  such  addi- 
tions as  the  Executive  Council  may  determine  ad- 
visable, shall  be  appointed  by  the  president  of  the 
State  Society.  The  oldest  member,  in  point  of  pres- 
idential service,  shall  serve  as  chairman  of  the 
Committee;  a  vice  chairman  and  a  secretary  shall 
be  elected  from  its  members. 

a.  The  Committee  shall  have  power  to  formulate 
rules  to  govern  matters  within  its  jurisdiction. 
After  approval  by  the  Executive  Council,  such  rules 
shall  be  published  in  the  NORTH  CAROLINA 
MEDICAL  JOURNAL,  and  shall  be  binding  upon 
all  members  within  ten  days  after  publication. 

b.  The  current  edition  of  the  "Principles  of  Med- 
ical Ethics  of  the  American  Medical  Association," 
as  interpreted  by  the  Executive  Council  of  the 
State  Medical  Society,  shall  be  the  final  standard 
by  which   all   professional  conduct  is   determined. 

c.  The  Committee  on  Grievances  shall  supervise 
the  ethical  deportment  of  the  membership  of  the 
Society,  shall  make  periodic  recommendations  for 
the  improvement  of  professional  conduct,  and  shall 
receive  and  investigate  complaints  against  any  phy- 
sician that  may  be  preferred  in  writing  and  signed 
by  any  person,  lay  or  professional.  It  may  at  any 
time  advise  any  member  of  the  Society  on  any 
matter   pertaining   to    professional    conduct. 

d.  The  Committee  will  receive  evidence  and  pass 
its  own  judgment  upon  it,  and  will,  if  possible,  en- 
deavor to  settle  complaints  amicably,  but  it  will 
not  assume  authority  to  discipline  any  physician. 
It  shall  file  charges  against  any  physician  deemed 
by  the  Committee  guilty  of  unethical  conduct. 

These  charges  may,  in  the  discretion  of  the  Com- 
mittee, be  filed  direct  with  the  Executive  Council 
of  the  State  Society. 

e.  No  member  of  the  Committee  on  Grievances 
may  participate  in  the  deliberation  of  questions 
concerning  the  conduct  of  a  physician  living  in  the 
jurisdiction  of  that  member's  county.  The  vice 
chairman  shall  preside  in  all  eases  involving  a 
member  of  the  chairman's  county,  and  shall  act  as 
secretary  in  all  cases  involving  the  secretary's 
county.  Any  member  against  whom  an  accusation 
is  made  will  be  informed  that  the  member  of  the 
Committee  living  in  his  county  will  not  be  present 
during  the  hearing  of  his  case.  If  the  accused  phy- 
sician is  willing,  however,  the  acting  chairman,  in 
order  to  expedite  jjroceedings,  may  instruct  the 
Committee  member  living  nearest  the  accused  to 
undertake  preliminary  investigation,  obtain  infor- 
mation,  and   report   to   the    Committee. 


f.  The  Committee  on  Grievances  shall  have  the 
authority  to  summon  members  of  the  Society  to 
appear  before  it,  either  in  answer  to  complaints 
or  as  witnesses  in  cases  involving  other  members. 
Any  member  failing  to  respond  to  such  summons 
may  be  cited  before  the  Executive  Council  for  con- 
tempt proceedings. 

g.  Unless  in  a  given  case  the  Committee  deter- 
mines that  verbatim  testimony  should  be  taken,  no 
person  other  than  Committee  members  and  any 
witness  then  being  heard  shall  be  admitted  to  any 
part  of  its  proceedings  when  a  complaint  is  being 
considered.  Should  the  Committee  deem  it  necessary 
to  take  verbatim  testimony,  it  may  employ  a  com- 
petent shorthand '  reporter  who  shall  be  sworn  to 
tecrecy.  No  regular  employee  of  the  Society  may 
be  permitted  to  take  notes  or  minutes  in  such 
matters. 

h.  The  Committee  shall  keep  all  complaints  in 
professional  confidence.  Any  complainant  unwilling 
to  appear  personally  before  the  Committee,  how- 
ever, may  be  told  that  such  unwillingness  handi- 
caps the  Committee  in  its  investigation.  Every 
complainant  invited  to  appear  before  the  Commit- 
tee shall  be  assured  that  his  appearance  and  the 
origin  of  his  complaint  will  be  kept  confidential; 
provided,  however,  that  should  any  form  of  prose- 
cution result,  the  Committee  must  of  necessity 
reveal  the  names  of  essential  witnesses,  even 
though  the  name   of  the   complainant   is   included. 

i.  The  Secretary  of  the  Committee  shall  ac- 
knowledge receipt  of  all  complaints  in  writing.  In 
consultation  with  the  chairman,  he  shall  arrange 
for  meetings  of  the  Committee  as  often  as  neces- 
sary, and  shall  notify  all  persons  concerned  of 
meeting  places  and  dates.  He  shall  keep  the  chair- 
man informed  as  to  the  progress  of  investigations 
conducted   between   meetings   of  the   Committee. 

j.  When  the  chairman  is  informed  by  the  sec- 
retary of  a  new  complaint,  he  shall  decide  whether 
it  should  be  investigated  by  the  whole  Committee 
or  by  one  or  more  individual  members.  In  most 
eases  he  may  designate  one  or  two  members  to 
undertake    a   preliminary   informal    investigation. 

k.  When  such  an  informal  investigation  has 
convinced  the  chairman  and  at  least  one  other 
member  of  the  Committee  that  no  disciplinary  ac- 
tion is  indicated  and  both  the  complainant  and  the 
physician  involved  agree  to  accept  the  advice  of 
the  appointed  group,  their  advice  and  suggestions 
shall  be  reduced  to  writing,  and  copies,  signed  by 
the  acting  chairman,  shall  be  furnished  both  the 
complainant    and    the    physician    concerned. 

1.  When  such  an  informal  investigation  con- 
vinces any  disinterested  member  of  the  Committee 
that  disciplinary  action  is  indicated,  the  entire 
Committee,  except  the  member  whose  county  is  in- 
volved, shall  meet  to  consider  the  matter  formally, 
and  further  action  shall  be  determined  by  the  ma- 
jority vote   of  those   present. 

m.  When,  after  investigation  and  attempts  to 
effect  amicable  settlement,  the  Committee  is  unable 
to  reconcile  differences  over  fees  charged  by  a 
member  of  the  Society,  the  Committee  shall  by  a 
majority  vote  determine  the  fee  which  it  deems 
fair  and  proper.  If  the  Society  member  shall  agree 
to  the  amount  so  fixed  and  fail  to  abide  by  his 
agreement,  the  Committee  shall  cite  him  before 
the  Executive  Council  for  contempt  proceedings. 
Failure  of  the  member  to  agree  to  the  fixed  fee 
by  the  Committee  shall  constitute  grounds  for  pre- 
ferring charges   of   unprofessional    conduct. 

n.  When  the  Committee  determines  to  file 
charges  against  a  member  of  the  Society  with  the 
Executive  Council,  the  charges  shall  be  reduced  to 
writing  and  filed  over  the  handwritten  signatures 
of  all   other  members  of  the   Committee   who   have 
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taken  part  in  the  proceedings.  If  it  is  determined 
that  disciplinary  charges  should  be  filed  against  a 
physician  who  is  not  a  member  of  the  State  Soci- 
ety, but  that  the  evidence  does  not  justify  proceed- 
ings before  the  State  Board  of  Medical  Examiners, 
the  Committee  shall  reduce  its  findings  to  writing 
and,  subject  to  advice  of  legal  counsel,  shall  notify 
the  physician  concerned  of  its  findings.  A  copy  of 
the  notice  shall  be  filed  with  the  executive  office 
of  the  State  Society. 

o.  Both  the  original  complainant  and  the  ac- 
cused physician  shall  be  furnished  with  a  written 
statement  of  the  final  decision  of  the  Committee 
as  soon  as  possible  after  the  completion  of  an  in- 
vestigation, whether  (1)  the  Committee  considers 
the  case  closed  or  (2)  decides  to  file  charges  with 
a  judicial  body. 

p.  Immediately  after  each  meeting  of  the  whole 
Committee,  its  officers  shall  prepare  and  deliver  to 
the  executive  office  of  the  State  Society  a  brief 
memorandum,  suitable  for  publication  in  the 
NORTH  CAROLINA  MEDICAL  JOURNAL,  con- 
cerning any  non-secret  action  taken  or  general 
conclusions  reached  concerning  ethical  deportment 
within  the   Society. 

q.  Officers  of  the  Committee  shall  keep  appro- 
priate and  sufficient  records  of  all  its  final  actions, 
other  than  confidential  matters,  and  shall  make 
an  annual  report  and  recommendations  to  the  House 
of  Delegates  of  the   State   Society. 

r.  The  expenses  of  the  Committee  on  Griev- 
ances shall  be  provided  for  by  the  Executive  Coun- 
cil. Its  members  shall  be  reimbursed  for  traveling 
and  living  expenses  incurred  in  fulfilling  their 
duties  as   members   of  the   Committee. 

s.  The  Committee  shall  hold  meetings  as  often 
as  necessary,  and  at  a  place  most  convenient  for 
the  members. 

t.  The  establishment  of  the  Committee  on 
Grievances  shall  be  given  full  publicity,  so  that 
the  people  of  the  State  may  be  made  aware  of  its 
existence   and   of   its   functions. 

Section  11.  A  Reference  Committee  on  Resolu- 
tions to  consist  of  three  members  appointed  by  the 
Speaker  of  the  House  of  Delegates,  shall  study 
each  resolution  and  make  recommendations  as  to 
its  approval,  disapproval  or  modification.  All  reso- 
lutions shall  be  introduced  during  the  first  meet- 
ing of  the  House  of  Delegates  and  referred  to  the 
Reference  Committee  on  Resolutions. 

Section  12.  A  Reference  Committee  on  Reports 
of  Officers  and  Committees,  to  consist  of  three 
members  appointed  by  the  Speaker  of  the  House 
of  Delegates,  shall  study  reports  of  officers  and 
committees  and  shall  make  such  report  back  to 
the  House  of  Delegates  as  it  deems  fitting  in  re- 
gard to  the  respective  reports  of  the  Officers  and 
Committees  for  final  action  by  the  House  of  Dele- 
gates. 

Section  13.  A  Committee  on  Public  Relations,  to 
consist  of  not  less  than  three  and  not  more  than 
five  members,  the  exact  number  to  be  determined 
from  time  to  time  by  the  Executive  Council,  shall 
be  appointed  by  the  president  of  the  Society.  The 
Committee  shall  determine  the  character  and  the 
scope  of  the  public  relations  activities  of  the  Soci- 
ety, and  shall  report  its  activities  and  recommenda- 
tions to  the  Executive  Council  for  its  approval  at 
least  cnce  annually. 

There  shall  be  an  office  of  public  relations  under 
the  direction  of  a  public  relations  director,  which 
director  shall  be  nominated  and  recommended  to 
the  Executive  Council  by  the  Public  Relations  Com- 
mittee, and  whose  term  of  office  shall  be  for  a 
period  of  three  years.  The  appointment  of  the  pub- 
lic relations  director  shall  be  by  the  authority  of 
the  Executive  Council  and  he  shall  work  under  the 
direction    of    the    Committee    on    Public    Relations, 


subject  to  the  approval  of  the  Executive  Council. 

Section  14.  A  Committee  on  Maternal  Welfare, 
to  consist  of  nine  members,  shall  be  appointed  by 
the  president  of  the  State  Society  for  a  period  of 
six  years,  which  members  shall  include  the  Direc- 
tor of  the  Maternal  Health  Division  of  the  State 
Board  of  Health.  The  tenure  of  office  of  each  mem- 
ber shall  be  staggered  so  as  to  provide  for  the 
termination  of  the  term  of  one  member  each  year. 

It  shall  be  the  duty  of  the  Committee  to  promote 
the  highest  standards  of  obstetric  care  for  the 
State  of  North  Carolina;  to  educate  the  people  of 
the  State  to  seek  adequate  maternal  care  by  what- 
ever means  possible;  to  prepare  and  provide  for 
the  physicians  of  the  State  an  educational  and  con- 
sultative maternal  care  program  in  so  far  as  pos- 
sible; to  conduct  a  survey  of  maternal  deaths  in  the 
State  in  an  effort  to  determine  the  needed  facilities 
to  reduce  the  current  maternal  death  rate;  to  em- 
ploy such  procedures  as  deemed  necessary  to  fur- 
ther the  progress  of  obstetrical  care,  and;  to  con- 
tinue investigation  of  existing  problems  as  shown 
by  the  mortality  survey. 

Section  15.  A  Committee  on  Hospitals  and  Pro- 
fessional Relations,  to  consist  of  ten  members, 
shall  be  appointed  by  the  president  of  the  State 
Society,  one  from  each  Councilor  District  of  the 
Society. 

In  general,  the  Committee  will  stimulate  and  en- 
courage the  medical  profession  to  maintain  an  in- 
terest and  participation  in  activities  related  to 
hospitals  and  to  represent  the  medical  profession 
in  counseling  on  trends  which  hinder  the  proper 
balance  of  professional  relationship  to  hospitals  and 
professional  functions  within  hospital  operations. 
The  specific  functions  of  the  Committee  will  be 
to  hear  and  investigate  complaints  of  hospital  pro- 
fessional staff,  individually  or  collectively,  against 
a  hospital;  to  hear  and  investigate  complaints  of 
hospitals  against  any  member  of  a  hospital  staff; 
to  attempt  to  settle  such  complaints  on  the  local 
level  in  accordance  with  clearly  established  policy 
of  the  State  Society  and  of  the  American  Medical 
Association;  to  be  available  to  receive,  hear  and 
investigate  complaints  from  any  physician,  hospital, 
medical  school  or  lay  group,  with  reference  to  pro- 
fessional or  economic  relations  existing  between 
these  sources,  and;  to  make  an  effort  to  satisfac- 
torily adjudicate  the  differences  existing  between 
hospitals  and  lay  corporations.  In  the  event  that 
any  such  differences  cannot  be  satisfactorily  adju- 
dicated, it  shall  be  the  duty  of  the  Committee, 
through  a  recommendation  to  the  Executive  Coun- 
cil, to  refer  such  complaints  to  the  Judicial  Coun- 
cil of  the  American  Medical  Association.  In  the 
event  the  Judicial  Council  should  find  that  ethical 
and  legal  compromise  is  impossible,  suitable  puni- 
tive action  against  the  physician  or  the  institution 
found  guilty  should  then  be  enforced  by  the  Soci- 
ety. 

Section  16.  All  committees  not  provided  for  in 
Section  5  of  the  foregoing  Chapter  shall  be  ap- 
pointed by  the  President  of  the  Society. 

Chapter    XI — Sections    and    Voluntary 
Communications 

Section  1.  The  following  Sections  shall  consti- 
tute the  regular  scientific  program:  Surgery,  Prac- 
tice of  Medicine,  Gynecology  and  Obstetrics,  Public 
Health  and  Education,  Pediatrics,  Ophthalmology 
and  Otolaryngology,  General  Practice  of  Medicine 
and  Surgery,  Neurology  and  Psychiatry,  Radiology, 
Pathology,  and;  such  other  Sections  as  recommended 
by  the  Executive  Council  and  approved  by  the 
House  of  Delegates.  During  the  meeting  of  each 
Section  a  Chairman  and  a  Secretary  for  the  follow- 
ing year  shall  be  elected  either  in  open  session  or 
through  a  Committee  appointed  for  the  purpose  by 
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the  Chairman  of  the   Section. 

Section  2.  The  chairman  of  sections  shall  send 
in  to  the  Secretary-Treasurer,  not  later  than  thirty 
days  previous  to  each  meeting  of  the  Society,  the 
titles  of  papers  to  be  presented  by  themselves  and 
their  assistants,  to  be  used  by  the  Committee  on 
Scientific  Work  in  making  a  program  for  the  meet- 
ing. 

Section  3.  No  paper  shall  be  read  before  the 
Society  unless  the  author  be  present,  unless  his 
absence  be  due  to  some  unavoidable  circumstance. 
A  paper  presented  by  proxy  may  be  referred  to  the 
Committee  on  Publication. 

Section  4.  No  paper  shall  be  received  by  or  read 
before  this  Society  that  has  been  presented  to  any 
ether  society,  excepting  only  a  component  society 
or  District  Society  of  this  State;  or  that  has  been 
offered  for  publication  in  any  journal.  In  the  case 
of  any  paper  accepted,  the  author  shall  invest  with 
the  Society  all  rights  to  its  ownership. 

Section  5.  No  paper  shall  be  published  in  the 
official  publication  of  the  Society  unless  approved 
by  the  Committee  on  Publication;  and  any  paper 
rejected  by  said  committee  shall  be  returned  to  the 
author  through  the  Secretary  of  the  Committee  on 
Publication. 

Section  6.  It  is  to  be  understood  that  the  Society 
is  not  to  be  considered  as  endorsing  all  the  views 
and  opinions  advanced  by  the  authors  of  papers 
published  in  the  official  publication  of  the  Society. 

Chapter    XII — Assessments    and    Expenditures 

Section  1.  An  assessment  determined  by  the  Ex- 
ecutive Council  and  approved  by  the  House  of  Dele- 
gates on  the  per  capita  membership  of  the  com- 
ponent societies  is  hereby  made  the  annual  dues 
of  the  Society;  provided  the  Executive  Council  does 
not  lower  same  for  the  next  succeeding  year  on  or 
before  October  15  of  the  current  year.  Any  new 
member,  other  than  by  transfer  from  another  state 
association,  who  joins  the  Society  on  or  after  July 
1  will  pay  one-half  of  the  dues  levied  for  that  year. 
This  amount  shall  be  collected  by  the  secretary  of 
each  county  society  from  each  of  its  members  on 
or  before  the  first  day  of  February  and  forwarded 
to  the  Secretary-Treasurer  of  the  State  Society  be- 
fore the  first  day  of  March  in  each  year.  The  sec- 
retary of  each  county  society  shall  forward  a  state- 
ment of  its  assessments,  together  with  its  roster 
of  all  officers  and  members,  a  list  of  delegates,  and 
a  list  of  non-affiliated  physicians  of  the  county,  to 
the  Secretary-Treasurer  before  the  first  day  of 
March  each  year.  Fifteen  dollars  of  the  dues  levied 
for  each  year  on  and  after  January  1,  1950,  shall 
be  earmarked  and  allocated  in  the  annual  budget 
for  the  support  of  a  public  relations  program;  pro- 
vided that  the  ratio  of  allocation  of  dues  for  said 
purpose  may  be  diminished  in  any  succeeding  year 
in  the  discretion  of  the  Executive  Council  with  the 
approval  of  the  House  of  Delegates,  and;  provided, 
further,  that  any  balance  accruing  from  said  allo- 
cation at  the  end  of  each  fiscal  year  shall  revert 
to   the   general  fund. 

Section  2.  Any  county  society  which  fails  to  pay 
its  assessment,  or  make  the  reports  required,  on 
or  before  the  date  above  stated,  shall  be  held  as 
suspended,  and  none  of  its  members  or  delegates 
shall  be  permitted  to  participate  in  any  of  the 
business  or  proceedings  of  the  State  Society  or  of 
the  House  of  Delegates,  or  receive  the  NORTH 
CAROLINA  MEDICAL  JOURNAL  until  such  re- 
quirements have  been  met.  However,  when  a  com- 
ponent society  is  not  functioning,  any  physician  in 
good  standing  of  such  county  may  send  his  yearly 
dues  to  the  Secretary-Treasurer  of  the  Medical 
Society  of  the  State  of  North  Carolina  direct,  and 
in  this  way  keep  himself  in  good  standing  in  the 
state  and  national  organizations. 


Section  3.  All  motions  or  resolutions  appropriat- 
ing money  shall  specify  a  definite  amount,  or  so 
much  thereof,  as  may  be  necessary  for  the  purpose 
indicated,  and  must  be  approved  by  the  House  of 
Delegates,   or   by   the    Executive    Council. 

Chapter    XIII— Rules    of    Conduct 

The  principles  set  forth  in  the  Declaration  of 
Principles  of  Medical  Ethics  of  the  American  Med- 
ical Association  shall  govern  the  conduct  of  mem- 
bers in  their  relations  to  each  other  and  to  the 
public. 

Chapter   XIV— Rules    of   Order 

The  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in  Rob- 
erts' Rules  of  Order,  unless  otherwise  determined 
by  a  vote   of  its   House   of   Delegates. 

Chapter   XV — County    Societies 

Section  1.  All  county  societies  now  in  affiliation 
with  the  State  Society,  or  those  that  may  here- 
after be  organized  in  this  State  shall  adopt  prin- 
ciples of  organization  not  in  conflict  with  this  Con- 
stitution and  By-Laws,  and  shall,  upon  application 
to  the  House  of  Delegates,  receive  a  charter  from 
and  become  a  component  part  of  this  Society  and 
shall   be   known   as   component    medical    societies. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  By-Laws,  a  med- 
ical society  shall  be  organized  in  every  county  in 
the  State  in  which  no  component  society  exists, 
and   charters   shall   be   issued   thereto. 

Section  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delegates,  and  shall  be 
dgned  by  the  President  and  Secretary-Treasurer 
of  this  Society.  The  House  of  Delegates  reserves 
to  itself  the  authority  to  revoke  the  charter  of  any 
component  county  society  whose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution 
and  By-Laws,  but  the  same  must  be  done  by  a  spe- 
cific resolution  naming  the  Society  whose  charter 
it  is  desired  to  revoke  and  the  cause  therefor,  and 
when  said  specific  resolution  is  passed  by  a  two- 
thirds  majority  roll  call  vote,  it  shall  be  the  duty 
of  the  Secretary-Treasurer  to  call  in  the  said  char- 
ter. And  the  members  of  said  society  heretofore 
existing  shall  cease  to  be  members  of  a  component 
county  medical  society  and  cease  to  be  Fellows  of 
this  Society,  until  such  time  as  another  society  may 
be  organized  in  the  county  or  the  said  county  soci- 
ety reorganized,  all  of  which  must  be  done  under 
the  direction  of  and  approved  by  this  House  of 
Delegates,  before  it  shall  be  effective.  However, 
(he  minority  of  said  society,  who  voted  to  uphold 
the  Constitution  and  By-Laws  and  dignity  of  this 
Society  or  the  order  of  this  Society  through  its 
Council,  shall  automatically  continue  as  Fellows  of 
this  Society,  so  long  as  they  keep  themselves  in 
good  standing  by  payment  of  annual  dues  to  the 
Secretary-Treasurer  of  this  Society  and  otherwise, 
pending  the  organization  of  another  society  in  said 
county. 

Section  4.  Only  one  component  medical  society 
shall  be  chartered  in  any  county.  Where  more  than 
one  county  society  exists,  friendly  overtures  and 
concessions  shall  be  made  with  the  aid  of  the  coun- 
cilor for  the  district,  if  necessary,  and  all  of  the 
members  brought  into  one  organization.  In  case 
of  failure  to  unite,  an  appeal  may  be  made  to  the 
Executive  Council  which  shall  decide  what  action 
shall  be  taken. 

Section  5.  Each  county  society  shall  judge  of 
the  qualifications  of  its  own  members,  but  as  such 
societies  are  the  portals  to  this  Society  and  to  the 
American  Medical  Association,  every  reputable  and 
legally  registered  white  physician  who  is  practic- 
ing, or  who  will  agree  to  practice,  non-sectarian 
medicine,   shall   be   entitled   to   membership.    Before 
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a  charter  is  issued  to  any  county  society,  full  and 
ample  notice  and  opportunity  shall  be  given  to 
every  such  physician  in  the  county  to  become  a 
member. 

Section  6.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  his  county 
in  refusing  him  membership,  or  in  suspending  or 
expelling  him,  shall  have  the  right  of  appeal  to 
the  Councilor;  from  his  decision  either  party  may 
appeal  to  the  Grievance  Committee  whose  decision 
shall  be  final,  unless  appeal  is  taken  to  the  Exec- 
utive  Council   of  the    State    Medical    Society. 

Section  7.  In  hearing  appeals,  the  Grievance 
Committee  and/or  the  Executive  Council  may  ad- 
mit oral  or  written  evidence,  as  in  its  judgment 
will  best  and  most  fairly  present  the  facts;  but  in 
case  of  every  appeal,  both  to  the  Executive  Coun- 
cil and  to  individual  Councilors  in  district  and 
county  work,  efforts  at  conciliation  and  compro- 
mise   shall    precede    all    such    hearings. 

Section  8.  When  a  member  in  good  standing  in 
a  component  society  moves  to  another  county  in 
this  State,  his  name,  upon  request,  shall  be  trans- 
ferred without  cost  to  the  roster  of  the  county  into 
whose  jurisdiction  he  moves. 

Section  9.  A  physician  living  on  or  near  a  county 
line  may  hold  his  membership  in  that  county  most 
convenient  for  him  to  attend,  on  permission  of  the 
society  in  whose  jurisdiction  he  resides. 

Section  10.  Each  county  society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  scientific,  moral  and  ma- 
terial condition  of  every  physician  in  the  county; 
and  systematic  efforts  shall  be  made  by  each  mem- 
ber, and  by  the  society  as  a  whole,  to  increase  the 
membership  until  it  embraces  every  qualified  phy- 
sician in  the  county. 

Section  11.  Frequent  meetings  shall  be  encour- 
aged, and  the  most  attractive  programs  arranged 
that  are  possible.  The  members  shall  be  especially 
encouraged  to  do  post-graduate  and  original  re- 
search work  and  to  give  the  Society  the  first  bene- 
fit  of   such   labors. 

Section  12.  The  regular  annual  meeting  of  each 
county  society  shall  be  held  at  the  regular  meeting 
in  December  of  each  and  every  year,  and  if  any 
society  shall  hold  more  than  one  meeting  in  a 
month,  then  at  the  first  meeting  in  December,  at 
which  time  the  officers  for  the  ensuing  year  and 
a  delegate  or  delegates  and  alternate  or  alternates 
to  the  House  of  Delegates  of  the  Medical  Societv 
of  the  State  of  North  Carolina  shall  be  elected, 
reports  of  officers  heard  and  such  other  business 
transacted  as  might  properly  come  before  an  an- 
nual meeting,  provided  any  Component  Society 
may  install  these  officers  and  delegates  not  later 
lhan  May  1  succeeding  the  date  of  their  election. 
The  number  of  delegates  are  provided  for  in 
Chapter   IV,   Section   2,   By-Laws. 

Section  13.  The  secretary  of  each  and  every 
component  medical  society  shall,  within  one  week 
following  the  annual  meeting,  transmit  to  the 
Secretary-Treasurer  a  roster  of  the  officers  and 
delegates,  and  if  possible,  a  roster  of  members 
with  a  check  covering  annual  dues  for  each,  other 
than  Honorary  Fellows.  In  any  event  such  last 
mentioned  roster  of  members  and  check  for  annual 
dues  for  each  shall  be  mailed  to  the  Secretarv- 
Trea surer  on  or  before  March  1.  Any  society  fail- 
ing to  make  such  report  as  specified  above,  shall 
with  all  its  members  automatically  be  suspended, 
and  cannot  be  retained  until  all  reports  as  men- 
tioned above  are  in  the  hands  of  the  Secretary- 
Treasurer  of  the  Medical  Society  of  the  State  _  of 
North  Carolina.  Any  member  or  Fellow  not  being 
reported  with  a  check  for  annual  dues  by  March  1 


shall  be  and  is  thereby  suspended  from  Fellowship 
in  the  Medical  Society  of  the  State  of  North  Caro- 
lina and  can  only  be  reinstated  when  all  indebted- 
ness to  this  Soci'ety  has  been  paid.  In  making  his 
annual  report,  the  secretary  of  the  component  so- 
ciety shall  give  for  all  new  members  the  college 
and'  date  of  graduation,  date  of  license  in  this 
State  and  such  other  information  as  may  be  re- 
quested by  the  Secretary-Treasurer.  For  new  mem- 
bers by  transfer,  he  shall  in  addition  give  the 
name  of  county  from  which  transfer  was  made,  and 
for  transfer  of  members  to  other  counties  or  state, 
the  name  of  the  county  or  state  to  which  transfer 
was  made.  He  shall  also  give  the  names  of  all 
physicians  in  the  county  who  are  not  members  of 
the  local  society,  and  names  of  such  as  may  have 
died  during  the  year  just  closing,  and  such  other 
facts  as  mil  show  an  accounting  of  every  physician 
who  has  resided  in  the  county  during  the  year  just 
closing.  All  of  which  must  be  in  the  hands  of  the 
Secretary-Treasurer  on  or  before  March  1  of  the 
current  year. 

Chapter  XVI — Order   of   Business 
Section  1.    The  order  of  business  shall  be  as  ar- 
ranged in  the  official  program,   subject  to   change 
by  a   majority  vote   of  the   House   of   Delegates. 

"Section  2.  The  House  of  Delegates.  The  Speaker, 
or  in  his  absence,  the  Vice  Speaker,  shall  call  the 
House  to  order,  or,  in  the  absence  of '  both  of  these 
officers,  a  presiding  officer  shall  be  chosen  by  a 
majority  of  the  delegates   present. 

Chapter   XVII — Amendments 
These  By-Laws  may  be   amended  at   any  annual 
session   by  the   majority  vote   of   all   the   delegates 
present   at  that   session,   after  the   amendment   has 
lain  upon  the  table  for  one  day. 

Respectfully   submitted, 

ROSCOE   D.   McMILLAN,  M.D.,   Chairman 

WINGATE   M.   JOHNSON.   M.D. 

L.  A.   CROWELL,   Sr.,  M.D. 

DONNELL  B.   COBB,   M.D. 

HUBERT  B.   HAYWOOD,  M.D. 

WILLIAM    M.    COPPRIDGE,   M.D. 

On  motion  of  Dr.  K.  B.  Geddie,  seconded  by  Dr. 
C.  B.  Squires,  and  carried,  the  Constitution  and 
Bv-Laws  as  amended  was  adopted. 

President  Murphy:  We  now  come  to  the  moment 
of  the  organization  of  the  Nominating  Committee. 

As  soon  as  you  have  chosen  your  members,  will 
you  please  report  to  the   Secretary. 

(Recess,  during  which  the  delegates  met  by  dis- 
tricts and  elected  the  members  of  the  Nominating 
Committee.) 

Following  the  recess  the  Nominating   Commit- 
tee elected  was  announced  as  follows: 

1st    District— John    A.    Payne,    III,    Sunbury. 

2nd  District — James   S.  Rhodes,   Sr.,  Williamston. 

3rd  District — Graham   Barefoot,  Wilmington. 

4th   District — W.   Ghio    Suiter,   Weldon. 

5th   District— Hugh   A.   McAllister,   Lumberton. 

6th  District — W.  B.   MeCutcheon,   Durham. 

7th   District — Claude    Squires,   Charlotte. 

8th  District — Harry  L.   Johnson,   Elkin. 

9th  District— T.   W.   Seay.   Salisbury. 

10th  District — Julian  A.  Moore,  Asheville. 

President  Murphy:  I  will  ask  Dr.  Moore  to 
serve   as  temporary  chairman. 

Now  we  have  come  to  that  last  or-der  of  business 
and  that  is  to  hear  the  final  report  of  the  commit- 
tee and  the  resolution  from  Dr.  Hart,  who  is  the 
head  of  the  committee  on  Prepaid  Medical  Service 
Insurance. 

Dr.  V.  K.  Hart:  Mr.  President  and  Members  of 
the  House  of  Delegates:  I  hope  you  will  listen  at- 
tentively  to    this,    because    it    is    important    and    it 
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vitally  concerns  you.  This  is  the  final   proposal  by 
our  committee. 

"The  Medical  Society  of  the  State  of  North  Caro- 
lina, after  long  study,  does  hereby  resolve  that  it 
is  considered  desirable  in  the  best  public  interests 
that  a  prepayment  medical  service  plan  be  inaugu- 
rated through  a  corporation  to  be  incorporated 
under  General  Statutes  of  North  Carolina,  Chap- 
ter 57,  for  the  purpose  of  furnishing  medical  serv- 
ice to  the  lower-income  groups  through  a  voluntary 
nonprofit  organization  under  the  following  general 
principles: 

"1.  That  the  membership  of  such  a  Medical 
Service  Corporation  should  consist  of  those  persons 
who  are  members  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  North  Carolina, 
together  with  such  other  persons  as  may  be  elected 
to  membership  on   the   Board   of   Trustees. 

"2.  That  the  governing  body  of  such  corpora- 
tion shall  be  composed  of  a  Board  of  Trustees  con- 
sisting of  not  less  than  7  persons  and  not  more 
than  21  persons,  all  of  whom  shall  be  elected  by 
the  membership  of  the  Corporation;  that  the  terms 
of  office  of  the  members  of  the  Board  of  Trustees 
shall  be  staggered  so  that  the  terms  of  office  of 
approximately  one-third  of  the  Board  would  expire 
each  year. 

"3.  That  the  first  Board  of  Trustees  of  said  Cor- 
poration shall  consist  of  the  incorporators  plus  such 
other  persons  as  they  shall  elect  who  shall  serve 
until  the  next  annual  meeting  of  the  membership 
of  the   corporation. 

"4.  That  the  Corporation  shall  be  nonstock  and 
nonprofit,  and  the  charter  shall  provide,  in  accord- 
ance with  the  statutes  of  North  Carolina,  that  no 
pecuniary  benefit  from  the  Corporation  shall  inure 
to  any  person. 

"5.  That  at  all  times  two-thirds  of  the  Board 
of  Trustees  of  such  Corporations  shall  be  composed 
of  doctors  of  medicine,  it  being  desirable  that  the 
remainder  of  the  Board  of  Trustees  should  be  com- 
posed  of   representative   lay   persons. 

"6.  That  in  lieu  of  the  incorporation  of  a  new 
company,  as  herein  suggested,  it  would  be  desirable 
that  such  a  plan  as  herein  referred  to  be  inaugu- 
rated and  carried  on  by  and  through  the  Medical 
Service  Association,  Inc.,  which  is  an  existing  cor- 
poration, organized  under  General  Statutes  of  North 
Carolina,  Chapter  57,  and  which  has  ceased  to  do 
business." 

I  believe  I  ought  to  explain  that  a  little  bit.  If 
Dr.  Arthur  London  is  in  the  audience,  he  can  prob- 
ably give  you  more  information.  It  means  simply 
this,  that  there  is  a  corporation  now  which  has 
some  $9,000,  which  we  believe,  with  the  approval 
of  the  Attorney  General,  can  be  turned  over  to  the 
Medical  Society,  this  corporation,  with  no  strings 
attached.  When  I  get  through  reading  this,  I 
think  it  is  only  right  that  you  should  have  more 
information  about  it.  I  see  Dr.  London  back  there 
now,  and  I  am  sure  he  can  tell  us  more  about  it, 
and    Mr.    Herndon. 

"7.  That  the  Corporation  through  which  such 
plan  would  be  carried  out  enter  into  a  contract  or 
contracts  with  such  persons,  associations,  or  cor- 
porations as  the  Board  of  Trustees  may  deem  de- 
sirable, to  act  as  agents  of  the  corporation  for 
the  handling  of  or  assistance  in  the  conduct  of  any 
part  of  the  business  of  the  corporation,  including  the 
selling  of  policies  and  the  administration  and  hand- 
ling of  claims. 

"8.  That  the  Medical  Service  Corporation  enter 
into  participating  agreements  with  physicians  in 
North  Carolina  providing  substantially  the  fol- 
lowing: 

"a.  That  the  participating  physician  agrees 
to  furnish  professional  services  to  the  members  of 
policy   holders   of   the    Medical    Service    Corporation 


who  are  accepted  by  him  for  treatment,  in  accord- 
ance  with   the   terms   of  the   certificate. 

"b.  That  the  participating  physician  agrees  to 
accept  as  full  compensation  for  his  services  to  per- 
sons within  the  specified  income  group  the  amount 
specified  in  the  schedule  of  surgical  and  medical 
fees  as  approved  by  the  Medical  Society  of  the 
State  of  North  Carolina,  or  which  may  hereafter 
be  approved  by  the  Board  of  Trustees  of  Medical 
Service    Corporation. 

"c.  That  the  participating  physician  agrees  to 
accept  a  lesser  amount  for  his  services  than  those 
fees  specified  in  such  schedule  or  fees  if  it  be- 
comes necessary  for  all  such  participating  physi- 
cians to  accept  such  reduction  of  fees  in  order  to 
maintain  the  financial  integrity  of  the  corporation, 
as  determined  by  the  Board  of  Trustees  of  the 
Medical  Service  Corporation  and  the  Commission  of 
Insurance    of    North    Carolina. 

"d.  That  the  participating  physician  agrees  to 
submit  to  the  Medical  Service  Corporation  informa- 
tion concerning  the  services  furnished  by  filling 
out  the  forms  specified  by  the  Corporation  as  may 
be  necessary  for  the  proper  functioning  of  that 
plan   as  determined   by  the   Board  of  Trustees. 

"e.  That  such  agreement  shall  be  subject  to 
cancellation  by  either  party  upon  90  days'  written 
notice. 

"9.  That  the  President  and  Treasurer  of  the 
Medical  Society  of  the  State  of  North  Carolina  be 
authorized  and  directed  to  lend  to  the  Medical 
Service  Corporation  for  initial  working  capital  a 
sum  not  to  exceed  $10,000.00,  to  be  repaid  to  the 
Medical  Society  without  interest  four  years  from 
date  of  the  loan.  (Under  the  Statutes  of  North 
Carolina,  such  a  corporation,  before  it  can  begin 
business,  must  be  provided  with  such  working  cap- 
ital to  cover  acquisition  costs  and  operation  ex- 
penses for  a  reasonable  length  of  time,  as  may  be 
determined  by  the  Commissioner  of  Insurance  upon 
consideration  of  the  financial  condition  of  the  Cor- 
poration. While  the  terms  of  the  loan  should  pro- 
vide a  definite  repayment  date,  this  would  be  lim- 
ited, necessarily,  by  the  terms  of  the   Statute.) 

"10.  That  the  President  be  authorized  and  di- 
rected to  appoint  seven  or  more  members  of  the 
Society  with  authority  and  directions  to  forthwith 
incorporate  such  a  Medical  Service  Corporation  as 
herein  referred  to,  or  to  reactivate  the  existing 
Corporation,  Medical  Service  Association,  Inc.,  as 
they  may  determine,  and  to  inaugurate  and  put 
into  operation  a  plan  for  the  furnishing  of  medical 
services  to  the  low  income  groups  in  accordance 
with  the  general  principles  herein  outlined,  and  in 
accordance  with  the  schedule  of  fees  adopted  or  to 
be  approved  by  the  House  of  Delegates  of  the  Soci- 
ety. That  such  Incorporators  shall  be  authorized  to 
employ  such  assistance  as  they  may  find  necessary 
and  desirable  for  accomplishing  such  purpose." 

Before  I  read  the  resolution  I  should  like  to  give 
you  the  privilege   of  asking  questions   about   this. 

Considerable  clarifying  discussion  ensued  and 
was  participated  in  by  the  Committee  members 
and  Chairman,  delegates,  members,  insurance  con- 
sultants, and  by  Dr.  Owens  of  the  Louisiana  State 
Medical  Society,  after  which  there  was  a  call  for 
the  reading  of  the  resolution. 

Dr.  Hart:  "RESOLVED,  That  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  North 
Carolina  hereby  adopts  the  recommendations  and 
report  of  the  Committee  on  Prepaid  Medical  Serv- 
ice and  authorizes  and  directs  the  President  to  ef- 
fectuate the  plan  for  voluntary  prepaid  medical 
service  as  outlined  in  the  report  of  the  committee 
in  substantial  accordance  with  the  principles  set 
forth  in  such  report. 

"RESOLVED  further,  That  this  action  of  the 
House  of  Delegates  is  not  intended  as  nor  shall  it 
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constitute  any  restriction  of  the  free  choice,  right 
and  privilege  of  any  individual  member  of  the 
Society  to  enter  into  participation  with  such  plan 
with  the  Medical  Service  Corporation  referred  to 
in  such  report  or  to  decline  to  so  participate,  or 
to  enter  into  agreement  or  agreements  with  any 
other  association  or  company  to  furnish  service  to 
any  individuals  in  accordance  with  a  fee  schedule 
or  to  participate  in  any  similar  prepaid  medical 
service  plan  with  any  Other  association  or  com- 
pany.^ 

Mr.  Anderson  drew  this  up  and  it  is  simply  to 
protect  the  Society  from  a  legal  standpoint  and  to 
protect  your  rights.  It  simply  does  three  things: 
(1)  It  does  not  compel  anybody  to  participate.  (2) 
Whether  they  enter  into  this  agreement  is  up  to 
the  individual  doctor.  (3)  They  can  enter  into  any 
similar   agreement   with    any    company   they   wish. 

Mr.  President,  I  would  like  to  move  the  adoption 
of  this   resolution. 

President  Murphy:  The  motion  is  made  by  Dr. 
Hart   and   seconded    by   Dr.    Strosnider. 

There  being  no  discussion  on  the  motion,  the 
question  was   called   and   the   motion   carried. 

(Upon  motion  regularly  made,  seconded  and  car- 
ried,  the   meeting   adjourned   at   eleven   o'clock.) 

WEDNESDAY   AFTERNOON   SESSION 
May   3,   1950 

The  second  session  of  the  House  of  Delegates 
convened  at  two  forty-five  o'clock,  Dr.  G.  West- 
brook    Murphy    presiding. 

President  Murphy:  Dr.  Hill  has  something  to 
bring    up. 

Secretary  Hill  discussed  with  the  delegates  the 
problem  of  accommodations  for  the  members  and 
meetings  at  the  Annual  Sessions  and  particularly 
stressed  the  importance  of  members  following 
through  on  room  reservations  rather  than  resort- 
ing to  late  cancellations  or  early  checkouts  making 
for  poor  room  utilization  related  to  unmet  needs 
of  members  desiring  to  attend.  After  much  dis- 
cussion, and  on  motion,  duly  seconded  and  carried 
unanimously,  the  Hotel  management  was  authorized 
to   require  a  deposit  on  reservations  by  members. 

President  Murphy:  We  have  three  items  of  busi- 
ness. The  House  adopted  some  amendments  to 
the  By-Laws  and  it  is  necessary  for  them  to  lie  on 
the  table  for  24  hours.  In  order  for  them  to  become 
effective,  it  will  be  necessary  to  pass  a  motion 
again    passing   those    By-Laws. 

Dr.  W.  A.  Sams:  I  move  you,  Mr.  President, 
that  the  amendments  to  the  By-Laws  of  this  State 
Medical  Society  as  approved  at  the  former  meeting 
be  now  approved  and  made  final. 

The  motion  was  seconded  by  Dr.  Weathers  and 
was  carried. 

On  motion,  duly  seconded  and  carried,  the  Com- 
mittee on  Medical  Society  Home  was  authorized  to 
act  in  the  establishment  of  a  medical  library  for 
the  State  of  North  Carolina. 

On  motion,  duly  seconded  and  carried,  the  Med- 
ical Service  Insurance  Corporation  Board  of  Direc- 
tors was  authorized  to  assume  the  duty  of  working 
out  a  voluntary  insurance  plan  for  indigents  in 
cooperation    with   the    State    Welfare    Department. 

President  Murphy:  We  will  have  the  report  of 
the  Committee  to  Review  President's  Recommenda- 
tions.  Dr.    Hart. 

Dr.  V.  K.  Hart:  (Chairman,  Committee  to  Re- 
view President's  Recommendations):  Your  Commit- 
tee has  reviewed  the  President's  report  to  the 
House  of  Delegates.  In  this  report,  he  made  cer- 
tain  specific   recommendations. 

Certain  of  these  recommendations  are  already  in 
effect,  or  have  since  been  passed  by  the  House  of 
Delegates.   These   are: 


1.  A  change  in  the  Constitution  and  By-Laws 
establishing  new  membership  classifications  with 
decreases  in   dues. 

2.  The  maintenance  of  our  present  system  of 
business    management. 

3.  The  continuation  unchanged  of  the  Depart- 
ment  of   Public    Relations. 

4.  The  establishment  of  a  grievance   committee. 

5.  The  use  of  the  full  facilities  of  the  Society 
to   resist   the   evils   of  corporate   practice. 

6.  Basing  a  voluntary  health  insurance  pro- 
gram  on  three   principles   as   discussed. 

The  remaining  recommendations  we,  as  a  Com- 
mittee, endorse  and  recommend  to  the  Society  for 
further   consideration.    They    are: 

1.  The  gathering  and  dissemination  of  perti- 
nent political  information  by  the  Committee  on 
Legislation  and  the  Department  of  Public  Rela- 
tions  and   a  campaign  to   "get   out  the  vote." 

2.  Replacing  the  President  by  the  President- 
Elect  on  the  "Board  of  Trustees  of  the  Hospital 
Saving  Association. 

3.  Maintaining  two  committees  to  deal  with  the 
Industrial   Commission. 

4.  Investigating  the  publication  of  an  average 
medical  fee  schedule. 

5.  Give  consideration  to  establishing  limited 
membership   for   Negro   physicians. 

We  commend  the  President  for  his  fine,  philoso- 
phical address  at  his  President's  Dinner.  Although 
no  specific  recommendations  were  made  in  this 
address,  we  feel  it  worthy  of  reading  by  every 
member  who  did  not  hear  it.  We,  therefore,  rec- 
ommend that  it  be   published   in   the  Journal. 

Respectfully    submitted. 

Mr.  President,  I  move  the  acceptance  of  this 
report. 

(The  motion  was  severally  seconded,  was  put  to 
a  vote  and  was  carried.) 

President  Murphy:  We  will  have  the  report  of 
the  Nominating  Committee.  Dr.   Moore. 

Dr.  Julian  A.  Moore  (Chairman,  Nominating 
Committee):  Mr.  Chairman,  before  I  make  this 
report,  I  understand  that  the  Committee  is  to  func- 
tion for  one  more  full  year? 

President   Murphy:      That   is   right. 

Dr.  Moore:  This  Committee  consists  of:  Julian 
A.  Moore,  Tenth  District;  John  A.  Payne,  III,  First 
District;  James  S.  Rhodes,  Si'.,  Second  District; 
Graham  Barefoot,  Third  District;  W.  Ghio  Suiter, 
Fourth  District;  Hugh  McAllister,  (resigned),  Fifth 
District;  W.  B.  McCutcheon,  Sixth  District;  Claude 
Squires,  Seventh  District;  Harry  L.  Johnson. 
Eighth  District;  and  T.  W.  Seay,  Ninth  District. 

We  beg  to  submit  the  following  report: 

We  nominate  for  President-Elect  Dr.  Fred  C. 
Hubbard,   of   North   Wilkesboro. 

For  First  Vice-President,  Dr.  Joseph  Elliott,  of 
Charlotte. 

"For  Second  Vice-President,  Dr.  Henderson  Irwin, 
Eureka,   North   Carolina. 

Trustee  for  the  Hospital  Savings  Association, 
Dr.   L.   R.   Hedgpeth. 

Delegates  to  the  Virginia  State  Medical  Meeting: 
Dr  Powell  G.  Fox,  of  Raleigh;  Dr.  W.  H.  Holhster, 
of  Pinehurst;   Dr.   Moir   S.   Martin,   of   Mt.  Airy. 

Delegates  to  the  Tennessee  Medical  Association: 
Dr  F  L.  Knight,  of  Sanford;  Dr.  B.  E.  Morgan, 
of  Asheville;  and  Dr.  W.  A.  Sams,  of  Marshall. 

To  the  Georgia  State  Medical  Association:  Dr. 
E  J  Cathell,  of  Lexington;  Dr.  Claude  Milham, 
of   Hamlet;    and    Dr.    Ed    Angel,    of    Franklin. 

To  the  South  Carolina  State  Medical  Associa- 
tion- Dr  J  I.  Biggs,  of  Lumberton;  Dr.  Zachary 
Long,  of  Rockingham;  and  Dr.  W.  D.  Hall,  of  Roan- 
oke  Rapids. 
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The  delegate  to  the  Dental  Society  for  1951,  Dr. 
Reece   Berryhill,   of   Chapel   Hill. 

The  place  of  the  meeting  for  next  year  is  the 
Carolina  Hotel,  Pinehurst. 

Mr.  President,  I  move  the  acceptance  of  this 
report. 

President  Murphy:  You  have  heard  the  report 
of  the  Nominating  Committee.  This  motion  will  be 
interpreted   as   an   election. 


(The  motion  was  duly  seconded,  was  put  to  a 
vote  and  was  carried.) 

Under  new  business  there  were  brief  discussions 
of  two  minor  matters,  but  no  action  was  taken. 

Dr.  Shafer:  I  move  that  we  stand  and  give  a 
rising  vote  of  thanks  to  our  President  for  expedit- 
ing the  work  and  for  a  very  fine  organization. 

(A  rising  vote  of  thanks  was  taken,  and  the 
meeting   adjourned   at  three-thirty   o'clock.) 
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FIRST  GENERAL   SESSION 
Tuesday,   May    2.    1950 

The  First  General  Session  of  the  Ninety-Sixth 
Annual  Session  of  the  Medical  Society  of  the  State 
of  North  Carolina  convened  in  the  ballroom  of  the 
Carolina  Hotel  at  9:00  o'clock  A.M.  and  was  called 
to  order  by  Dr.  Millard  D.  Hill.  The  invocation  was 
rendered  by  the  Reverend  R.  L.  Prince.  Dr.  Hill 
then  presented  Dr.  G.  Westbrook  Murphy,  presi- 
dent  of   the   Society,   who    presided. 

Presentation    of    the    Moore    County 
Medical    Society    Medal 

President  Murphy  recognized  Dr.  Rowland  T.  Bel- 
lows of  Charlotte  for  a  report  of  the  Committee 
on  the  Award  of  the  Moore  County  Medal.  Dr. 
Bellows  presented  the  medal  to  Dr.  George  Baylin, 
of  Duke  University  Medical  School,  for  the  paper 
entitled,  "The  Roentgen  Aspects  of  the  Non-Opague 
Pulmonary  Foreign  Bodies,"  which  he  and  Dr. 
S.  P.  Martin  had  presented  at  the  Ninety-fifth 
Annual  Sessions. 

Report  of  the  Obituary  Committee 

It  is  with  regret  and  sorrow  that  we  learn  that 
forty-one  members  of  our  profession  have  passed 
on  in  the  last  year.  It  seems  impossible  to  extend 
the  sympathy  we  sense  to  their  families  and  yet 
there  is  so  little  that  can  be  done  to  help  in  these 
instances  of  the  death  of  a  loved  one,  that  even 
though  we  should  like  to  do  a  great  deal  more, 
these  few  moments  of  tribute  which  we  pay  here 
emanates  from  the  heart  of  each  and  everyone  of 
us.  May  I  offer  the  following  tribute  as  befitting 
the  lives  they  led: 

Each  life  a  victory  not  for  today,  not  for  our  own 
time, 

But  for  another  age  and  all  time;  Not  for  one 
nation, 

But  for  all  nations,  from  generation  to  genera- 
tion, as  long  as  the  world  shall  last. 

The   following   obituary   list   was   read: 

OBITUARY   LIST    1949-50 

Campbell    A.    Baird    Mt.    Airy 

Archibald    Alexander   Barron    Charlotte 

Joseph    Franklin    Belton    Winston-Salem 

Robert   Knox   Bingham   —   Boone 

Joseph    Franklin    Blake      Chadbourne 

Harlev    Ga.skill    Brookshire,    Jr Asheville 

Issae   Erastus    Bin-ham    Mars   Hill 

Robert   Sproul    Carroll    Asherille 

Grady    M.    Colson    Black    Mountain 

James  Lee  Doughton   Sparta 

Fred    Henrv    Fleming    Coats 

Wm.    Maurice    Fresh    Hickory 

Dennis    Luther    Fox    Randleman 

John    W.    Gainev    Fayetteville 

James    Calhoun    Grady    Kenly 

Joseph   Berry    Greene    .Asheville 

Lucy    Hale    Holmes    Weavernlle 

Christopher   Johnston    Durham 

John    Franklin    Jonas    Marion 

Richard    Kehrmann    Black    Mountain 

Paul    B.    Killian    Hayesville 

Thomas    Leslie    Lee    Kinston 


Albert    K.    McAnally    Reidsville 

Thomas    Womack    McBane    Pittsboro 

John    Rufus    McCracken    ...Waynesyille 

A.    Wylie    Moore    Charlotte 

William    Dexter    Moser   Burlington 

Joseph    Hunter    Norman,    Jr. Bath 

James  J.    Parker   Elizabeth    City 

William    La   Cland    Peters   ___Hendersonville 

John    Remer    Charlotte 

Robert    Edgar    Rhyne    Gastonia 

Sarah    Elizabeth    Slagle   Charlotte 

Frank    Griffith    Smith    Wilson 

Joseph    Thornton    Stewart    Summerfield 

Junius    Boyette   Surles   Four   Oaks 

Robert    T.    Upchurch    Henderson 

John    Waddell    Warren    Edenton 

Albert    Franklin    Williams    Wilson 

Charles    W.    Woodson    ..Salisbury 

Hubert  Lee  Wyatt  China   Grove 

ROBERT    M.    McMILLAN,    M.D., 
Chairman  Committee  on  Obituary 

President  Murphy:  May  we  stand  a  moment? 
(The  audience  arose  and  observed  a  moment  of 
silent    tribute    to    the    deceased    members.) 

President-Elect  C.  L.  Harrell  of  the  Medical  So- 
ciety of  Virginia  was  recognized  and  made  fraternal 
remarks. 

The  President  introduced  Dr.  W.  R.  Pitts  of 
Charlotte  who  read  a  paper  on  "Surgical  Manage- 
ment  of   Intractible   Pain   from    Carcinoma." 

The  President  presented  Dr.  George  D.  Wilson 
of  Asheville  who  read  a  paper,  "Treatment  of  Fi- 
brositis  of  Neck  and  Shoulder  with  Microthermy." 

(Vice  President  Ben  F.  Royal  took  the  chair.) 

Vice  President  Royal  presented  Dr.  Violet  H. 
Turner  of  Durham  who  read  a  paper  on  "Opera- 
tive Aspects  of  Female  Sterility." 

President  Murphy:  (Referring  to  Dr.  George  F. 
Lull):  With  all  of  his  vast  experience  and  his 
knowledge  of  doctors  and  his  administrative  ca- 
pacity, it  would  seem  that  those  responsible  for 
choosing  a  secretary  for  the  National  Association 
made  an  excellent  choice.  Surely,  up  until  now,  he 
has  given  us  every  reason  to  believe  that  the  af- 
fairs of  the  Association  are  in  good  hands,  and 
we  trust  him.  We  are  honored  at  his  presence.  He 
will  speak  to  us  now  on  the  affairs  of  the  Ameri- 
can Medical  Association.  Dr.  Lull.  (There  was 
rising    applause.) 

Dr.  George  F.  Lull:  Dr.  Murphy,  Distinguished 
Guests,  Ladies  and  Gentlemen:  I  appreciate  the 
introduction  given  me  by  Dr.  Murphy.  I  might  say 
that  when  I  got  to  be  a  Major  General,  I  signed 
only  letters  to  congressmen.   I  am   still   doing  it. 

I  come  before  you  today  to  report  informally 
on  the  affairs  of  your  Association.  You  are  co- 
owners  and  partners,  and  there  are  only  140.000 
of  you,  in  an  endeavor  that  does  a  five-million 
dollar  business  annually.  You  may  own  stock  in 
General  Motors  or  some  other  big  concern,  but 
don't  forget  that  you  own  1 /140,000th  of  a  busi- 
ness doing  five  million  dollars  annually  which  is 
quite  a  business.  If  this  business  should  fail,  and  if 
the  Government  should  take  over  your  business,  it 
will  be  your  fault.   If  every  doctor  who  belongs  to 
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the  American  Medical  Association  will  put  his 
shoulder  to  the  wheel  and  do  a  minimum  amount  of 
effort,  there  will  be  no  fear  of  the  Government's 
taking  over  the  practice  of  medicine.  However,  it  is 
disheartening,  gentlemen,  to  go  about  the  country 
and  find  how  few  medical  men  take  an  active  part 
hi  their  professional  duties  other  than  the  practice 
of  medicine.  They  say,  "We  have  no  time."  Well, 
you  may  have  less  time  if  the  Government  takes 
over. 

There  are  a  considerable  number  of  men  who 
are  extremely  active  in  the  protection  of  the  pro- 
fession. For  instance,  the  Chairman  of  the  Board 
of  Trustees  of  the  American  Medical  Association 
last  year  spent  one-third  of  his  time  away  from 
his  practice,  working  for  the  rest  of  us.  That  is 
a  considerable  amount  of  time  to  spend  away,  and 
you  can  go  right  down  through  the  state  and  coun- 
ty societies  and  you  will  find  in  each  a  small  group 
who  devote  a  large  amount  of  time  to  working  for 
your  best  interest. 

Sometimes  I  say  it  is  discouraging  when  you  go 
around  the  country  and  you  talk  to  people  like  a 
friend  of  mine  who  came  to  me  and  said,  "You 
know,  I  wish  you  would  tell  me  something  about 
this  prepaid  medical  insurance."  I  said,  "Sure,  I 
will  be  glad  to  tell  you  about  it  and  I  will  get  you 
some  literature.  Why  don't  you  ask  your  doctor?" 

He  said,  "I  did  ask  my  doctor  and  he  said,  'I 
don't  know  anything  about  it.  I  hear  they  do  have 
it.'  " 

Of  course,  that  isn't  promoting  voluntary  insur- 
ance very  well. 

Then,  one  of  the  men  from  headquarters  went 
to  a  large  medical  dinner,  attended  by  about  150 
doctors.  He  was  the  principal  speaker  and  he  sat 
at  the  head  table  next  to  the  Chairman,  who  was 
President  of  the  Society,  and  the  Chairman  leaned 
over  to  him  and  said,  "Doctor,  out  in  the  cocktail 
room  they  were  talking  about  a  fellow  by  the  name 
of   Ewing.    Who   is   he?"     (Laughter) 

That  won't  win  anything,  gentlemen,  and  we 
have  to   do  just   a  little  more  than  that. 

The  people  in  this  country  have  the  utmost  con- 
fidence in  their  family  doctor.  In  you,  individually, 
they  have  the  utmost  confidence,  but  a  large  seg- 
ment of  the  population  has  absolutely  no  confi- 
dence in  you  collectively.  That  is  a  paradox  that 
exists  and  it  has  been  brought  about  by  a  type  of 
propaganda  that  has  led  the  public  to  believe  that 
the  doctors  are  a  self-seeking  group  of  individuals. 
The  individual  will  not  believe  that  about  his  or 
her  doctor,  but  they  believe  it  about  us  collectively, 
and  that  is  something  that  we  must  correct  by  our 
public  relations. 

We  must  educate  the  public.  As  you  know,  I 
have  used  those  two  terms.  When  any  one  carries 
on  an  educational  campaign  against  you,  it  is 
propaganda;  when  you  carry  it  on,  it  is  education. 
We  have  followed  that  line  in  the  state  and  na- 
tional associations. 

The  question  has  arisen  all  over  the  country  as 
to  why  the  American  Medical  Association  started 
to  charge  dues.  This  is  the  first  time  that  dues 
have  ever  been  levied  on  individual  members  of 
the  American  Medical  Association.  When  you  carry 
on  a  five-million-dollar  business,  you  have  to  get 
money  some  place  with  which  to  carry  it  on.  Here- 
tofore, your  business  has  made  enough  profit  to 
carry  on  all  the  affairs  of  your  national  associa- 
tion without  charging  any  dues.  We  charge  Fel- 
lows of  the  Scientific  Assembly  $12  a  year,  but 
with  the  $12  a  year,  they  got  a  subscription  to 
the  Journal  or  any  other  one  of  the  periodicals 
published  by  the  American  Medical  Association; 
and  if  they  were  not  Fellows,  if  they  wanted  to 
subscribe  to  the  Journal,  it  cost  the  same  amount 
of  money.   So  that  while  we  had  seventy  thousand 


individuals  who  were  Fellows  of  the  Scientific  As- 
sembly, and  thereby  got  the  Journal  as  the  Fel- 
lows, we  also  had  seventy  thousand  more  individ- 
uals, hospitals,  medical  schools,  libraries,  and  so 
forth,  who  sent  in  subscriptions  to  the  Journal  so 
that    they   were    about    equally   divided. 

The  prices  of  material  and  personnel  services  have 
advanced  so  during  the  past  ten  or  twelve  years, 
they  have  advanced  to  such  a  point  that  the  profit 
will  no  longer  carry  on  the  work  of  the  Associa- 
tion, provided  we  want  to  do  the  things  we  do  for 
the  profession  and  for  the  public.  Therefore,  we 
have  to   charge  dues. 

It  might  be  interesting  for  you  to  know  that  our 
paper  bill  alone  comes  to  well  over  a  half-million 
dollars  a  year.  We  used  to  hire  printers  for  $58  a 
week.  We  now  pay  them  $95  a  week.  At  the  end 
of  World  War  I,  the  Secretary  of  the  Association 
placed  in  his  report  to  the  Board  of  Trustees  a 
paragraph  in  which  he  said  that  he  didn't  know 
how  the  affairs  of  the  Association  were  going  to 
be  carried  on  because  he  was  obliged  to  pay  $18 
a  week  for  ordinary  clerical  office  help.  Now  we 
pay  office  boys  twice  that  much,  because  the  labor 
market  in   Chicago   is  quite   high. 

We  operate  certain  bureaus  and  councils  of  the 
Association  carrying  out  the  wishes  of  the  House 
of  Delegates,  and  the  House  of  Delegates,  in  turn, 
reflects  the  wishes  of  you  members,  so  that  every 
time  the  House  of  Delegates  creates  a  council  or  a 
committee,  it  means  an  additional  expenditure  of 
funds.  The  budget,  for  instance,  for  our  Council  on 
Medical  Education  and  Hospitals  is  over  $100,000 
a  year.  That  does  not  include  the  survey  of  medical 
schools  that  is  being  made  at  the  present  time,  and 
which  will  last  for  a  period  of  about  three  years. 
This  will  cost  us  between  one  hundred  fifty  and 
two   hundred   thousand   dollars. 

The  Bureau  of  Medical  Economic  Research  (and 
this  Bureau  has  done  some  very  fine  work  in  the 
last  year  or  two)  consisted  of  one  stenographer  at 
the  end  of  World  War  I.  It  now  consists  of  a  Direc- 
tor, and  Assistant  Director,  and  a  considerable 
group  of  employees,  and  the  budget  is  in  the  neigh- 
borhood  of  $100,000   a  year. 

The  Council  on  Medical  Service  has  an  enormous 
number  of  duties  in  connection  with  the  practice 
of  medicine  in  the  United  States  and  in  their  ad- 
vancement of  voluntary  health  insurance  and  their 
work  with  cooperative  plans,  for  instance,  veter- 
ans affairs.  They  have  a  budget  of  well  over  $100,- 
000.  But  the  Trustees  and  the  Delegates  think  that 
this  work  is  well  worth  while,  because  it  is  ac- 
complishing something. 

The  Committee  on  Rural  Health  has  done  won- 
ders, not  only  to  educate  the  people  in  rural  areas 
and  the  farm  groups  about  what  American  medi- 
cine is  trying  to  do,  but  also  to  improve  the  public 
relations  of  the  Association. 

We  do  other  things;  a  multitude  of  things  are 
done  by  our  Association  which  all  cost  money.  For 
instance,  we  publish  the  Quarterly  Cumulative  In- 
dex Medicus.  We  have  lost  from  twenty  to  seventy 
thousand  dollars  a  year  on  this  publication  each 
year,  but  it  is  our  opinion  that  this  work  must  go 
on,  because  we  need  the  Quarterly  Cumulative  In- 
dex Medicus  and  research  workers,  men  preparing 
scientific  papers,  libraries  and  medical  schools  are 
in  dire  need  of  this  and  we  have  to  carry  on  the 
work,  no  matter  if  we  do  lose  that  sum  of  money. 
The  work  itself  is  well  worth  while.  We  have  de- 
vised a  new  system  of  printing  it  which  may  save 
us  a  few  thousand  dollars,  but  it  will  not  pay  for 
itself  by  any  means. 

I  am  going  to  say  a  word  about  the  collection 
of  dues.  We  have  so  far  had  one  resignation  as  a 
member  of  the  American  Medical  Association.  That 
is  the  only  resignation  that  we  have  had — one.  You 
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will  all  be  pleased  to  hear  this,  because  it  is  Dr. 
Channing  Frothingham,  and  we  accepted  it  by  re- 
turn mail.  No  doubt  there  will  be  quite  a  few  peo- 
ple who  will  be  dropped  from  membership  at  the 
end  of  the  year  for  nonpayment  of  dues.  The  dues, 
as  you  know,  were  instituted  at  the  December  meet- 
ing" of  the  House  of  Delegates,  the  last  meeting  of 
the  House  of  Delegates.  It  was  realized  that  we 
must  levy  dues  on  the  membership.  The  details, 
however,  of  the  collection  of  these  dues  was  left 
very  much  up  in  the  air  because  it  had  not  been 
thought  out.  The  dues  are  coming  in  very,  very 
well.  However,  the  Board  of  Trustees  are  recom- 
mending to  the  House  of  Delegates  that  the  clues 
for  1951  be  established  at  the  June  meeting  of  the 
House  of  Delegates,  so  that  the  various  state  and 
county  secretaries  will  know  months  in  advance  as 
to  just  what  the  dues  are  to  be  for  the  next  year. 
As  you  know,  the  House  of  Delegates  sets  the  dues 
for  the  coming  year.  Therefore,  they  can  send  out 
their  bills  when  they  send  out  the  ordinary  bills, 
because  every  state  has  a  different  way  of  collect- 
ing its  dues.  In  one  state,  they  collect  the  dues  in 
the  month  of  December,  and  in  advance,  and  if  they 
are  not  paid  by  the  first  day  of  January,  the  man 
is  dropped  from  membership  in  the  state  associa- 
tion. I  suppose  we  would  call  that  the  hardest- 
boiled  way  of  collecting  dues  among  the  fifty-three 
constituent  societies.  But  that  is  their  method  of 
collecting  them. 

As  to  who  may  be  exempt  from  the  payment  of 
dues,  we  are  bound  down  at  the  present  time  by 
the  action  of  the  House  to  a  certain  extent,  because, 
while  there  was  certain  leeway  given  to  the  Board 
of  Trustees,  the  House  of  Delegates  passed  certain 
rules  from  the  floor  during  this  meeting.  One  of 
them  was  that  every  member  engaged  in  the  active 
practice  of  medicine  should  pay  dues.  If  he  had  re- 
tired from  the  practice  of  medicine,  he  would  be 
exempt.  If  he  were  an  intern,  he  would  be  exempt. 
And  there  was  another  resolution  passed  that  said 
every  man  who  paid  dues  to  a  county  and  state 
society  would  be  eligible  to  pay  dues  to  the  na- 
tional  association. 

The  Board  of  Trustees  have  decided  that  any 
person,  upon  whom  it  would  work  a  financial 
hardship  as  determined  by  the  county  society,  will 
be  exempt  from  payment  of  dues.  You  know,  there 
are  some  of  the  older  men  whose  practices  have 
fallen  off,  and  every  dollar  counts,  and  if  the 
county  society  reports,  through  the  state  Secre- 
tary, that  it  would  work  a  financial  hardship  on 
this  individual  to  pay  $25,  he  wilt  be  exempt  from 
the  payment  of  dues. 

Another  class  of  individuals  will  be  exempt  from 
the  payment  of  national  dues.  The  Board  of  Trus- 
tees stated  that  there  were  residents  who  were  out 
of  college  five  years  or  less,  or  who  were  in  train- 
ing under  a  general  practice  or  specialty  residency. 
Some  of  these  men  do  pay  partial  dues  to  state 
and  county  societies,  but  you  see,  we  think  that 
that  can  all  be  ironed  out  at  the  annual  meeting 
in  June,  and  that  some  arrangement  will  be  made 
whereby  these  men  will  be  exempt  from  the  pay- 
ment of  dues  to  the  national  organization.  The 
Board  of  Trustees  and  the  House  of  Delegates  do 
not  want  to  work  a  financial  hardship  on  anyone 
in  the  payment  of  these  dues,  because  we  would 
just  have  to  cut  our  cloth  according  to  the  amount 
of  money  we  receive  in  dues. 

There'  is  another  activity  that  is  going  to  be 
brought  up  before  the  House  of  Delegates  by  their 
mandate.  They  asked  the  Trustees  to  form  a  com- 
mittee and  report  back  in  June,  and  I  think  this 
is  a  thing  that  most  of  you  are  interested  in,  and 
that  is,  some  type  of  junior  American  Medical  As- 
sociation. I  believe  you  have  recommended  here  in 
the  State  of  North  Carolina  that  you  allow  medical 


students  membership,  or  that  you  consider  it  at 
least.  It  is  felt  that  we  should  have  some  type  of 
junior  membership  in  the  American  Medical  Asso- 
ciation. There  is  an  association  of  interns  and  med- 
ical students  now  that  is  so  pink  that — well  it  is 
just  approaching  the  crimson,  it  is  so  pink,  and 
some  boys  who  have  been  led  into  this  haven't 
realized  what  they  are  getting  into.  They  are  in 
there,  and  the  leaders  of  this  organization  believe 
in  everything  for  free.  I  heard  them  some  years 
ago.  It  is  not  a  new  organization.  They  appeared 
before  a  Senate  Committee  and  their  spokesman 
said  that  every  medical  student  should  be  given  a 
free  education,  at  the  cost  of  the  Federal  Govern- 
ment; that  they  thought  they  had  that  coming  to 
them.  They  were  devoting  their  lives  to  medicine 
and  the  Federal  Government  should  educate  them 
and   let   them   go   out   and    practice    medicine. 

You  can  look  at  them;  most  of  the  group  who 
appeared  didn't  look  very  prepossessing,  but  still 
the  legislators  took  them  to  represent  a  cross-sec- 
tion of  medical  students — the  uninformed  legisla- 
tors. However,  they  did  not  represent  a  ei'oss- 
section  of  the  medical  students,  because  the  cross- 
section  medical  student  is  on  a  much  higher  plane 
than    the    individuals    I    saw    testifying. 

We  feel  that  we  can  help  educate  these  boys  and 
girls  to  a  point  where  they  will  have  some  under- 
standing of  two  things  especially:  Medical  ethics 
and  medical  economics.  They  are  two  things  that 
the  medical  students  hear  very  little  about.  Look- 
ing back  over  my  career  in  school  (and  you  prob- 
ably can  look  back  the  same  way)  we  didn't  find 
out  anything  about  how  to  charge  a  patient,  what 
cur  fee  schedule  might  be.  No  one  told  us  that. 
Back  in  my  day,  we  used  to  have  preceptors  and 
we  learned  from  them,  but  now  the  average  indi- 
vidual who  goes  to  medical  school  comes  out  and 
he  is  thrown  out  in  the  world  and  he  has  to  learn 
it   all   for   himself  the  hard   way. 

In  the  matter  of  medical  ethics,  they  don't  real- 
ize what  medical  ethics  are.  They  go  into  this  as 
a  science,  and  many  of  them,  I  am  sorry  to  say, 
go  into  it  to  earn  a  lot  of  money,  which  is  not  the 
attitude   that   any  medical   student   should   have. 

You  will  note  that  in  the  Journal,  in  footnotes 
and  in  various  places  scattered  about  the  Journal, 
there  are  certain  excerpts  from  Medical  Ethics. 
This  has  occurred  recently  because  we  believe  the 
leaders  of  the  Journal  should  have  constantly  be- 
fore them  some  of  these  things  from  Medical  Ethics 
that  will  just  refresh  their  memories,  and  eome 
people  who  do  not  know  about  the  principles  of 
Medical  Ethics  will  learn  that  such  things  do  exist. 

This  was  introduced  after  giving  much  thought 
to  it.  A  doctor  in  Philadelphia,  an  old  gentleman 
and  one  of  the  leaders  of  our  profession,  a  fine 
old  gentleman,  wrote  to  the  Editor  and  wrote  to 
me  and  asked  if  we  couldn't  box  in  on  the  editorial 
page  the  introductory  paragraph  from  the  Prin- 
ciples of  Medical  Ethics  each  week,  he  said  just 
to  impress  upon  the  profession  and  upon  medical 
students  (and  being  a  teacher,  he  was  interested 
primarily  in  medical  students)  how  important  these 
principles  of  medical  ethics  were. 

The  Editor  did  not  think  that  would  be  a  partic- 
ularly good  thing  to  do,  but  he  did  think  that  we 
should  "print  excerpts  from  Medical  Ethics  fre- 
quently in  the  Journal  as  what  the  printers  call 
fillers,"  so  that  they  would  be  constantly  in  front 
of  the  profession  and  in  front  of  medical  students. 
We  hear  about  a  lot  of  things  that  probably  are 
not  true.  We  hear  about  the  influence  of  this  pink 
organization  upon  medicine,  but  I  have  been  around 
to  medical  schools  recently  and  I  have  talked  to 
many  medical  students,  and  it  is  refreshing  to  talk 
to  a  great  many  of  them.  They  are  really  wonder- 
ful   young    people,    on    the    average,    and    they    are 


August,  1950 


GENERAL  SESSIONS 


460 


going  to  be  a  distinct  credit  to  the  profession  when 
they  get  their  training  and  start  to  practice.  We 
are  damned  frequently  by  the  actions  of  a  few 
members  of  our  profession.  I  hear  a  great  deal 
more  about  it  than  any  of  you  people,  I  imagine, 
because  I  get  the  letters  of  complaint.  A  doctor 
overcharges;  therefore,  that  is  bad  public  relations 
for  every  doctor.  Only  a  few  doctors  overcharge 
people. 

Then,  they  refuse  to  go  out  at  night.  They  may 
have  a  reason  for  refusing  to  go  out  at  night,  but 
the  machinery  has  not  been  set  up  to  take  care  of 
night  calls  in  many  places.  This  is  being  corrected 
rapidly. 

There  are  many  things  like  that  and  I  could 
cite  a  lot  of  instances.  Of  course,  we  get  a  lot  of 
letters  from  cranks,  and  you  can  tell  when  you 
read  the  first  paragraph  of  the  letter  that  you 
might  as  well  throw  it  into  the  wastebasket  be- 
cause this  is  just  someone  writing  in  a  complaint; 
but  we  do  get  letters  from  intelligent  individuals 
who  have  legitimate  complaints.  For  instance,  I 
will  give  you  one  that  came  in  just  the  other  day 
from  a  very  intelligent  woman  who  wrote  in  and 
said  she  carried  medical  and  surgical  insurance  and 
she  said,  "I  have  carried  it  for  a  considerable  period 
of  time.  We  are  people  in  modest  circumstances. 
I  realize  that  the  fee  schedule  allowed  by  this  in- 
surance (it  is  indemnity  type  of  insurance)  might 
not  be  quite  large  enough  for  people  in  our  salary 
brackets  and  the  doctor  might  charge  me  a  small 
percentage  more,  but  I  had  an  accident,  I  hurt  my 
Enkle,  it  was  treated  by  a  doctor  and  the  fee  sched- 
ule called  for  $75.  He  sent  me  an  additional  bill 
for   $425   and  I   don't  believe   it   was   just." 

One  of  our  officers  happened  to  live  in  this  town 
and  I  said,  "If  I  refer  this  down  to  the  state  and 
county  medical  society  channels  and  they  all  read 
it,  it  may  be  months  before  you  get  this  complaint. 
Do  you  know  this  fellow?" 

He  said,  "I  don't  know  him  but  I  would  be  will- 
ing to  call  him  up  and  talk  to  him,"  and  he  called 
him  and  the  fellow  said,  "You  know,  that  occurred 
in  a  bus  accident  and  I  supposed  eventually  she 
would  get  a  settlement  and  I  might  just  as  well  get 
a  big  slice  of  the  indemnity." 

Well,  that  was  quite  a  big  slice.  I  followed  up 
the  case  and  eventually  she  did  not  get  any  big 
amount  of  indemnity  at  all.  It  was  not  the  fault 
of  the  bus  company. 

My  time  is  up.  I  could  go  on  and  talk  about  your 
Association  and  what  it  is  trying  to  do,  for  a  long- 
time because  I  am  pretty  well  mixed  up  in  it,  as 
you  know.  We  want  to  do  the  things  that  you  want 
us  to  do.  We  are  a  democratic  organization  and 
you  do  act  through  your  House  of  Delegates  to 
tell  us  what  you  want,  and  we  welcome  individual 
letters  from  you.  You  can  be  assured  that  they  will 
be  read  and  attention  paid  to  them,  and,  further- 
more, we  would  welcome  a  visit  from  each  one  of 
you.  It  takes  some  time  to  go  through  the  plant 
but  remember,  we  have  eight  hundred  employees 
at  headquarters.  It  is  a  big  business  and  we  would 
like  to  see  you  stockholders  come  around  and  pay 
us  a  visit,  because  we  really  don't  have  an  annual 
meeting  of  stockholders  in  the  American  Medical 
Association.     Thank    you    very    much.     (Applause) 

President  Murphy:  Thank  you,  Dr.  Lull.  Surely 
we  may  feel  more  confidence,  even,  in  the  man- 
agement of  our  national   organization. 

President  Murphy  then  introduced  Dr.  Leslie  B. 
Hohman,  from  the  Section  on  Neurology  and  Psy- 
chiatry, who  presented  a  paper  entitled,  "Medical 
Education  in  Psychiatry;  A  Proposal  to  Raise  the 
Standards  of  Patient  Care  and  Psychiatric  Treat- 
ment in  the  State  of  North  Carolina." 

President  Murphy  made  several  announcements 
of   general   interest. 


President  Murphy  presented  Dr.  Elmer  Hess, 
Erie,  Pa.,  member  of  the  Council  on  Medical  Serv- 
ice of  the  American  Medical  Association  and  author 
of  the  Hess  Report  related  to  ethics. 

Dr.  Hess  read  a  paper  entitled,  "The  Corporate 
Practice  of  Medicine  in  the  Relationship  of  Hos- 
pitals  and   the   Profession." 

The   meeting   adjourned   at   twelve   o'clock. 


BANQUET   SESSION 
Tuesday,   May   2,   1950 

The  annual  banquet  of  the  Society  was  held  in 
the  dining  room  of  the  Carolina  Hotel  with  Dr. 
V.   K.   Hart  acting   as   toastmaster. 

Invocation  was  rendered  by  Bishop  Vincent  S. 
Waters  of  the  Catholic  Diocese  of  North  Carolina. 
Following  the  invocation,  Dr.  Hart  introduced  the 
distinguished    guests   of   the    Society. 

Toastmaster  Hart  then  introduced  President  G. 
Westbrook  Murphy,  who  delivered  his  President's 
Address.  (Published  in  the  North  Carolina  Medical 
Journal.) 

Toastmaster  Hart  next  introduced  the  guest 
speaker,  Mr.  John  W.  McPherrin  of  New  York 
City  and  Editor  of  The  American  Druggist,  who 
spoke  of  his  observations  on  the  British  Health 
Scheme  as  he  reviewed  it  with  British  subjects  and 
officials  on  a  visit  to  England  during  1949. 

Following  the  address  of  Mr.  McPherrin,  the 
Banquet  Session  was  adjourned  with  an  announce- 
ment of  the  President's  Ball  of  the  evening  in  the 
ballroom. 


SECOND    GENERAL    SESSION 
Wednesday,   May   3,   1950 

The  second  general  session  convened  in  the  ball- 
room at  9:30  A.M.,  President  G.  Westbrook  Murphy 
presiding. 

President  Murphy  presented  Dr.  Cecil  G.  Sheps 
who  read  a  paper  on  "The  Concept  of  Multiphasic 
Screening  for  Chronic   Diseases." 

Dr.  J.  Warrick  Thomas  of  the  Medical  College  of 
Virginia,  Richmond,  introduced  by  President  Mur- 
phy, read  his  paper  on  "Gastrointestinal  and  Food 
Allergy;  Diagnosis  and  Treatment,"  as  a  guest  of 
the   Section  on  Practice  of   Medicine  and   Surgery. 

President  Murphy  introduced  Dr.  Frank  Howard 
Richardson  who  presented  a  paper,  "Laissez-faire 
to  Regimentation  and  Back  Again:  The  Pediatric 
Pendulum."   from    the    Section    on    Pediatrics. 

Dr.  G.  B.  Ferguson  from  the  Section  on  Ophthal- 
mology and  Otolaryngology  was  next  presented 
and  read  a  paper  entitled,  "Recent  Trends  in  the 
Treatment    of    Carcinoma   of   the    Larynx." 

President  Murphy:  Our  next  speaker  is  Dr. 
Frank  E.  Wilson,  a  North  Carolinian,  one  of  our 
distinguished  citizens,  and  Associate  Director  of 
the  Bureau  of  the  American  Medical  Association 
in    Washington. 

Dr.  Wilson  read  a  paper  on  "A  Washington 
Viewpoint    on    Health    and    Legislation." 

President  Murphy  recognized  Dr.  Hamilton  W. 
McKay,  president  of  the  Southern  Medical  Asso- 
ciation  and   a   conferee   of   the    State    Society. 

Dr.  Hubert  A.  Royster  of  Raleigh  and  Dr.  George 
T.  Harrell  of  Winston-Salem  were  duly  nominated 
and  unanimously  elected  to  the  Editorial  Board  of 
the  North  Carolina  Medical  Journal  (terms  expir- 
ing  1952). 

President  Murphy:  The  Constitution  provides 
that  the  seven  members  of  the  State  Board  of  Med- 
ical Examiners  shall  be  elected  at  a  general  session 
on  the  second  day  of  the  meeting,  which  is  now. 
They  must  be  nominated  from  the  floor  and  they 
are  elected  by  a  majority  vote  of  the  members,  by 
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a   majority  of  the  ballots  cast  by  the  members. 

We  turned  to  the  large  political  conventions,  and 
tried  to  learn  from  their  experience,  so  the  plan 
which  has  been  elaborated  is  this:  that  the  mem- 
bers collect  by  districts.  You  will  notice  there  is  a 
placard  here,  beginning  with  the  First  District 
and  going  around  the  room,  first,  second,  third, 
fourth,  fifth,  and  coming  around  to  the  tenth  dis- 
trict. 

The  members  will  collect  under  those  standards 
by  districts,  and  your  vote  will  not  count  unless 
you  are  there,  and  the  balloting  and  the  tallying 
of  the  vote  from  each  district  will  be  under  the 
direction  of  the  Councilor  or  his  duly  authorized 
representative.  Each  Councilor  will  appoint  one  or 
two  people  to  help  him  tally  the  vote  in  his  district. 

We  have  a  blackboard  on  the  platform  and  as 
these  gentlemen  are  nominated,  their  names  will 
be  put  on  the  blackboard,  and  when  the  nomina- 
tions are  closed,  you  will  be  asked  to  prepare  your 
ballots  for  seven.  When  that  is  done,  the  Councilors 
and  the  Tellers  will  collect  those  ballots  and  they 
have  been  supplied  a  sheet.  We  have  room  for  fif- 
teen nominees.  If  you  nominate  more  than  fifteen, 
we  will  have  to  use  more  than  one  sheet.  The 
names  will  be  put  down  and  you  will  vote  on  a 
ballot  such  as  this,  which  has  seven  places.  Each 
man  will  write  in  the  names  of  the  seven  men  he 
prefers.  The  ballots  will  be  collected  by  the  Coun- 
cilors and  will  be  tallied  very  quickly  for  each  dis- 
trict, put  on  sheets  such  as  this,  and  they  will 
come  up  here  to  a  master  tally  sheet  where  the 
total  number  of  votes  cast  and  the  number  re- 
ceived by  each  candidate  may  be  quickly  compiled. 
If  this  works  (and  we  hope  it  will)  we  may  be 
able  to  reduce  our  procedure  to  a  matter  of  min- 
utes instead  of  hours,  as  it  has  been  over  the  past, 
and  if  there  was  ever  a  time  when  we  needed  to 
save   a   few   minutes,   this    is   it. 

There  is  one  thing  which  we  have  been  unable 
to  solve.  In  order  for  a  candidate  to  be  elected,  he 
must  receive  a  majority  of  the  votes  cast.  It  has 
been  the  habit,  in  times  gone  by,  for  men  inter- 
ested in  perhaps  one  or  two  candidates  to  just  write 
in  the  name  of  those  one  or  two  men.  That  was  the 
vote  cast.  You  will  appreciate  how  difficult  it  be- 
comes then  for  a  man  to  receive  the  majority  of 
all  the  votes  cast  if  a  lot  of  ballots  have  two  or 
three  names  on  them,  and  so,  I  request  a  motion 
from  you,  if  you  see  fit,  that  all  ballots  that  do 
not  have  a  complete  list  of  names  on  them  be  dis- 
qualified. On  the  first  ballot,  with  seven  to  be 
elected,  unless  there  are  seven  names  on  that  bal- 
lot, the  ballot  will  be  disqualified,  if  you  will  pass 
a  motion  to  that  effect.   What   is   your  pleasure  ? 

Upon  motion  made  by  several,  duly  seconded  and 
carried,  it  was  voted  that  ballots  not  containing 
seven  names  would  be  disqualified.  (A  short  recess 
was  taken  while  members  assembled  under  their 
standard.) 

President  Murphy:  The  Chair  is  now  ready  to 
receive  nominations. 

The  following  nominations  of  candidates  for  elec- 
tion to  the  N.  C.  Board  of  Medical  Examiners  were 
made  and  recorded: 

Dr.    Edward    W.    Schoenheit,    Asheville 

Dr.  Amos  N.  Johnson,   Garland 

Dr.  Joseph  J.  Combs,  Raleigh 

Dr.    R.    L.   Pittman,   Fayetteville 

Dr.  Edgar  Angel,  Franklin 

Dr.  Heyward  C.  Thompson,   Shelby 

Dr.  J.  P.  Rousseau,  Winston-Salem 

Dr.  Clyde  Hedrick,  Lenoir 

Dr.  Newsome  P.  Battle,  Rocky  Mount 

Dr.  L.  R.  Doffermyre,  Dunn 

(It  was  regularly  moved,  seconded  and  carried 
that  the  nominations  be  closed.) 


President  Murphy:  (Reiterating  the  list  of  nom- 
inees). You  will  now  prepare  your  ballots  and  vote 
for  seven  of  the  candidates. 

(Balloting   proceeded.) 

President  Murphy:  Our  records  show  there  was 
a  total  of  317  votes  cast.  Of  that,  159  would  be  a 
majority;  and  9  of  the  10  candidates  received  a 
majority.  So  far  as  the  Chair  is  informed,  it  would 
be  legal  for  you  to  pass  a  motion  that  the  seven 
highest,  all  of  whom  have  a  majority,  be  declared 
elected. 

On  motion,  duly  seconded  and  carried,  the  seven 
candidates  of  the  ten  receiving  the  highest  number 
of  ballots  were  declared  elected.  These  were,  in  the 
order   of   the   highest   number   of  ballots   received: 

Dr.  Amos   N.  Johnson,  Garland 

Dr.  J.   P.   Rousseau,    Winston-Salem 

Dr.  N.  P.  Battle,  Rocky  Mount 

Dr.   H.   C.   Thompson,   Shelby 

Dr.  J.  J.   Combs,   Raleigh 

Dr.   Clyde   R.   Hendrick,   Lenoir 

Dr.   L.   R.  Doffermyre,  Dunn 

President  Murphy  presented,  as  the  guest  of  the 
Section  on  Radiology,  Dr.  Eugene  Pendergrass, 
University  of  Pennsylvania,  who  read  a  paper  en- 
titled, "The  Role  of  the  Physician  in  the  Diag- 
nosis of  Breast  Carcinoma." 

Dr.  George  Bond  introduced  Miss  Loy  Malone 
of  Louisburg,  who  read  her  essay  on  "Doctors  I 
Have  Known,"  and  presented  her  with  a  Certifi- 
cate of  Award  which  carries  with  it  a  $600.00  col- 
lege scholarship. 

President  Murphy  then  recognized  Dr.  Lenox 
Baker  who   presented  a  series   of  prize   awards. 

The  meeting  adjourned  at  one  thirty-five  o'clock 
P.M. 


CONJOINT   SESSION 


The  Conjoint  Session  of  the  North  Carolina  State 
Board  of  Health  and  the  Medical  Society  of  the 
State  of  North  Carolina  convened  at  12:00  o'clock, 
Carolina  Hotel,  Pinehurst,  Wednesday,  May  3,  1950, 
Dr.  G.  Grady  Dixon,  President  of  the  State  Board 
of  Health,  presiding. 

(Dr.  J.  W.  R.  Norton,  Secretary  of  the  State 
Board  of  Health  and  State  Health  Officer,  read  his 
prepared  report. ) 

On  motion,  duly  seconded  and  carried,  the  Sec- 
retary's report  was  accepted.  Thereupon,  Chairman 
Dixon  relinquished  the  gavel  to  President  Murphy 
and  the  Conjoint  Session  adjourned  at  12:35  P.M. 

(The  Second  General  Session  continued  with 
President   Murphy  in   the   Chair.) 


THIRD    GENERAL    SESSION 

Wednesday,    May    3,    1950;    5:00    P.M. 

Small   Card    Room 

The  Third  General  Session  of  the  Medical  Society 

of  the   State   of   North   Carolina   met  in   the   Small 

Card  Room,  The  Carolina,  Pinehurst,  N.  C,  at  5:00 

o'clock    P.M.,    Wednesday,    May    3,    1950.    President 

G.  Westbrook  Murphy  called  the  meeting  to  order 

and  presided. 

Dr.  Julian  A.  Moore,  Chairman  of  the  Nominat- 
ing   Committee,    was    recognized    and    presented    a 
report  from  the  House  of  Delegates  on  the  election 
of  officers.   The  following   slate  was   presented: 
President-Elect,     Frederic     C.     Hubbard,     M.D., 

North  Wilkesboro 
First    Vice    President:    Joseph    A.    Elliott,    M.D., 

Charlotte 
Second   Vice    President:    Henderson    Irwin,    M.D., 

Eureka 
Trustee,     N.     C.     Hospital     Saving     Association: 
Louton  R.   Hedgpeth.  M.D.,  Lumberton,   N.   C. 
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Delegates  to  Medical  Society  of  Virginia   (1950): 
Powell  G.   Fox,  M.D.,—  Raleigh 
William   H.    Hollister,   M.D.,—  Pinehurst 
Moir  S.  Martin,  M.D.,— Mt.  Airy 

Delegates  to  Tennessee  State   Medical 
Association    (1951): 

F.   L.   Knight,  M.D.,— Sanford 
B.  E.   Morgan,  M.   D., — Asheville 
Wm.   A.   Sams,   M.D.,— Marshall 

Delegates  to  Georgia   State   Medical 
Association   (1951): 

Claude   C.   Milham,   M.D.,— Hamlet 
E.  J.   Cathell,   M.D.,— Lexington 
Ed  Angel,   M.D.,— Franklin 

Delegates   to   South   Carolina    Medical 
Association    (1951): 
J.   I.   Biggs,   M.D.,— Lumberton,   N.   C. 
Zack   F.   Long,   M.D., — Rockingham 
W.  D.  Hall,  M.D.,— Roanoke  Rapids 

Delegates  to   N.   C.   Dental   Society    (1951): 
W.   R.   Berryhill,   M.D.,— Chapel   Hill 

PLACE    OF   MEETING, 

97th    Annual    Session,    1951: 

THE   CAROLINA  HOTEL,   Pinehurst,   N.   C. 

On  motion  duly  made  and  seconded  the  report 
from  the  House  of  Delegates  was  accepted. 

President  Murphy  commented  upon  the  absence 
of  Dr.  Joseph  A.  Elliott  due  to  illness  in  his  family 
which  made  it  impossible  for  him  to  be  present  at 
this  Annual   Session. 

The  President  stated  that  he  had  come  to  this 
final  action  of  his  term  of  office  with  mixed  emo- 
tions, first  with  a  sense  of  great  relief,  and,  sec- 
ondly with  an  element  of  sadness.  He  expressed 
pride  in  the  "course  of  the  ship  of  state."  He  re- 
marked upon  his  pleasure  that  the  insurance  med- 
ical service  plan  had  been  launched  and  expressed 
the  strongest  sense  of  confidence  in  the  course  of 
the  Medical  Society  in  the  future.  He  observed  that 
there  is  a  greater  sense  of  oneness  of  the  medical 
profession  in  the  state  than  ever  before.  The  Presi- 
dent expressed  his  admiration  of  the  qualities  of 
the  men  to  follow  as  officials  of  the  State  Society 
and  predicted  continued  progress  in  the  profession 
under  their  helm.  At  this  time  President  Murphy 
recognized  Dr.  James  W.  Vernon  and  Dr.  Ben  F. 
Royal  and  requested  that  they  escort  Dr.  Roscoe 
D.    McMillan    to   the    rostrum.    (Dr.    McMillan    was 


escorted  to  the  chair).  Dr.  Vernon  presented  Dr. 
McMillan  to  the  members  in  a  friendly,  personal 
manner   as,   "Roscoe." 

(Dr.  McMillan  assumed  the  Chair  and  President 
Murphy   relinquished   the   gavel   to   him). 

Dr.  McMillan  referred  to  the  expressions  from 
the  members  presenting  him  as  "meaningful  words" 
to  him  and  expressed  his  gratitude  for  the  great 
honor  which  had  been  bestowed  by  his  elevation  to 
the  Presidency  of  the  Society.  He  viewed  this  as 
a  manifestation  of  friendship,  trust  and  fraternal- 
ism,  the  imports  of  which  had  great  significance 
to   him,   and   he   accepted   in    like   spirit. 

President  McMillan  recognized  Dr.  Tom  Seay 
and  requested  that  he  escort  the  President-Elect 
to  the  rostrum. 

Dr.  Seay  presented  Dr.  F.  C.  Hubbard,  North 
Wilkesboro,  N.  C,  as  the  President-Elect  of  the 
Society. 

President-Elect  Hubbard  expressed  his  apprecia- 
tion and  deep  gratitude  for  the  trust  and  honor 
bestowed  upon   him. 

President  McMillan  commented  that  the  Presi- 
dent-Elect  would  have  important  duties  assigned 
him  during  the  year  and  that  he  would  "have  the 
old   ship"   at   his   helm   the  following   year. 

President  McMillan  referred  to  the  absence  of 
First  Vice  President  Joseph  A.  Elliott  and  paid 
tribute  to  his  long,  effective  and  continuing  service 
to  the  Society. 

President  McMillan  recognized  Dr.  Irving  E. 
Shafer  and  requested  that  he  escort  the  Second 
Vice   President   to   the   rostrum. 

Dr.  Shafer  presented  Dr.  Henderson  Irwin,  Eu- 
reka, as  the   Second  Vice   President. 

Vice  President  Irwin  expressed  his  appreciation 
for  the  honor  conferred  by  the  Fellows  and  pledged 
himself  to  uphold  the  tenets  of  the  Society  and 
never  to  shirk  a  duty  assigned  to  him. 

President  McMillan  paid  tribute  to  these  co- 
workers and  referred  to  the  great  assistance  these 
would   offer  him   during   his   term   of   office. 

President  McMillan  pursued  the  agenda.  There 
was  no  old  business,  nor  new  business  offered  for 
consideration. 

There  being  no  further  business,  President  Mc- 
Millan adjourned  the  Ninety-Sixth  Annual  Session 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina,  at   5:30   P.M. 

Sine  die. 
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Department  of  Defense 

Navy  Asks  Inactive  Reserve  Medical,  Dental  and 

Nurse    Corps    Officers    to    Volunteer    for 

Active   Duty 

Because  of  the  shortage  of  physicians,  dentists 
and  nurses  to  meet  the  present  day  obligations, 
the  Surgeon  General  of  the  Navy,  Rear  Admiral 
Clifford  A.  Swanson,  asks  that  these  members  of 
the  inactive  Naval  Reserve  volunteer  immediately 
for  extended  active  duty.  Medical  and  dental  offi- 
cers in  the  ranks  of  commander  and  below,  and 
nurses  in  the  ranks  of  lieutenant  and  below  will  be 
accepted. 

Members  of  the  above  reserve  components  vol- 
unteering for  active  duty  should  apply  to  the 
Chief  of  Naval  Personnel,  Navy  Department,  Wash- 
ington  25,    D.    C. 

Qualified  civilian  physicians,  dentists  and  nurses 
may  apply  for  active  duty  in  the  Medical,  Dental 
and  Nurse  Corps  of  the  U.  S.  Naval  Reserve.  Phy- 
sicians and  dentists  will  be  commissioned  in  ranks 
up  to  and  including  lieutenant  commander  and 
nurses  in  ranks  up  to  and  including  lieutenant, 
depending  upon  age  and  professional   experience. 

Interns  in  civilian  hospitals  are  urged  to  apply 
for  a  commission  in  the  rank  of  lieutenant  (junior 
gi-ade)  in  the  Navy  Medical  Corps  Reserve  and 
have  the  remainder  of  their  intern  training  spon- 
sored by  the  Navy. 

For  additional  information  regarding  commission 
and  appointment,  application  should  be  made  to  the 
nearest   Office   of   Naval    Officer   Procurement. 

Air    Force    Outlines    Program    for    Recall    of 
Medical    Service    Personnel 

The  Air  Force  plans  to  recall  only  those  Reserve 
medical  officers  for  which  a  specific  need  and 
vacancy  exists,  and  will  limit  its  medical  recall 
program  in  order  to  prevent  a  drain  upon  the  med- 
ical  specialists   required  for  civilian   health   needs. 

No  pools  of  Reserve  medical  officers  will  be 
formed,  and  no  officers  wall  be  called  to  duty  in- 
voluntarily until  required  to  fill  a  specific  vacancy. 

Over  75  per  cent  of  the  medical  graduates  who 
interned  in  Army  hospitals  under  the  Military  In- 
tern Training  Program  have  remained  in  the  Army 
longer  than  their  legal  requirement  for  active  duty, 
according  to  figures  released  by  Major  General 
R.    W.    Bliss,   the    Army    Surgeon    General. 

Of  the  311  young  physicians  who  have  passed 
through  the  program,  235  have  elected  to  remain 
on  active  duty  in  the  Army  Medical  Service  as 
either  Regular  or  Reserve  officers.  Of  the  other 
76,  several  have  requested  return  to  active  duty 
after  a  comparatively  brief  period  of  nonmilitary 
practice.  All  but  seven  of  the  76  retained  their 
Reserve  commission. 

Captain  Bartholomew  W.  Hogan,  Medical  Corps, 
USN,  assumed  command  of  the  U.  S.  Naval  Med- 
ical School,  National  Naval  Medical  Center,  Be- 
thesda,  Maryland,  in  a  ceremony  at  the  medical 
center    recently. 

He  is  the  twenty-second  medical  officer  to  com- 
mand the   school   since  its   establishment   in   1902. 


Federal  Security  Agency 

In  a  move  to  facilitate  international  maritime 
and  air  traffic,  the  United  States  and  Canada  have 
eliminated   duplication    of   public    health    quarantine 


inspection  requirements  for  ships  and  aircraft  ar- 
riving from  other  countries.  This  action  follows  an 
extended  period  of  negotiation  between  Canadian 
and   United   States   health   authorities. 

In  a  communication  to  Dr.  G.  D.  W.  Cameron. 
Canadian  Deputy  Minister  of  Health,  Surgeon  Gen- 
eral Scheele  said,  in  referring  to  the  simplified 
requirements  of  quarantine  regulations:  "These 
regulations  are  evidence  of  full  cooperation  be- 
tween our  countries  in  the  facilitation  of  inter- 
national maritime  and  air  traffic  ...  I  am  pleased 
that  the  new  .  .  .  procedure  will,  in  effect,  make 
the  United  States  and  Canada  sister  nations  for 
purposes  of  international  public  health  quaran- 
tine." 


United  States  Atomic  Energy 

Commission 

A  fellowship  program  for  training  a  limited  num- 
ber of  industrial  physicians  will  be  started  by  the 
Atomic  Energy  Commission  this  fall,  if  qualified 
candidates  can  be  obtained. 

During  the  1950-51  academic  year  up  to  four 
qualified  candidates  will  be  selected  for  academic 
training  in  industrial  medicine.  The  stipend  for 
Fellows  will   be  $3,600. 

During  1951-52  an  additional  year  of  on-the-job 
training  at  AEC  installations  will  be  offered  to 
selected  physicians  who  complete  the  first  year  of 
academic  training.  On-the-job  training  would  carry 
a  salary  of  $5,000  per  year. 

Selection  of  candidates  for  the  first-year  Fellow- 
ships will  be  made  by  a  selection  committee,  under 
the  chairmanship  of  Dr.  James  H.  Sterner,  con- 
sultant to  the  Division  of  Biology  and  Medicine, 
AEC.  Prospective  applicants  should  have  completed 
a  medical  course  and  a  satisfactory  internship  plus 
one  year  of  residency  in  internal  medicine  or  its 
equivalent. 

Application  forms  for  AEC  Industrial  Medicine 
Fellowships  may  be  obtained  from  the  AEC  Indus- 
trial Medicine  Fellowship  Committee,  Division  of 
Biology  and  Medicine,  Atomic  Energy  Commission, 
Washington   25,   D.   C. 

Complete    Files   of   Non-Secret    Atomic    Energy 

Reports    to    Be    Made    Available   in    31 

American    Libraries 

Thirty-one  American  libraries  in  all  parts  of  the 
country  have  been  named  as  official  depositories 
for  complete  sets  of  atomic  energy  declassified  and 
unclassified  research  reports.  One  of  these  libraries 
is   the   Duke   University   Library. 


American    Red    Cross    to    Administer    Atomic 
Energy    Blood    Separation    Research 

Improved  methods  for  separating  and  preserving 
blood  components  of  interest  in  atomic  energy  re- 
search will  be  sought  in  a  program  administered 
by  the  American  National  Red  Cross  under  a  con- 
tract  with   the    Atomic    Energy    Commission. 

The  primary  interest  of  the  AEC  in  blood  frac- 
tionation studies  is  the  development  of  means  for 
separation  and  preservation  of  white  blood  cells 
and  platelets,  which  are  two  blood  components  of 
particular  value  in  combating  acute  radiation  ef- 
fects. 

In  its  initial  studies  under  the  contract,  however, 
the  Red  Cross  will  administer  engineering  develop 
ment    of    new    and    quicker    methods    for    obtaining 
and   preserving   plasma    and   red   blood   cells. 

Among   the   technical   personnel   who   will   be    en 
gaged    in   AEC    blood   fractionation    research    under 
the   administration   of  the   Red   Cross   are   Dr.    Ken- 
neth M.  Brinkhous  of  Chapel  Hill,  and  Dr.  Ivan  W 
Brown    of   Durham. 
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A  WASHINGTON  VIEWPOINT  ON  HEALTH  LEGISLATION 

Frank  E.  Wilson,  M.D.* 
Washington,  D.  C. 


It  is  an  honor  and  a  privilege  for  me  to 
have  this  opportunity  to  come  home  again 
to  my  adopted  state  and  enjoy  the  renewal 
of  old  friendships  and  the  forming  of  new 
acquaintances.  Even  though  I  have  left  the 
Old  North  State,  I  am  still  a  Tarheel  to  the 
nth  degree.  My  coming  back  here  to  discuss 
legislation  seems  somewhat  like  bringing 
coals  to  Newcastle  or  beer  to  Milwaukee,  for 
I  am  aware  that  most  of  you  are  well  in- 
formed on  the  major  bills  before  Congress. 

Washington  today  is  the  center  of  contro- 
versy on  many  fronts :  investigations,  econ- 
omy, education,  espionage,  religion,  politics, 
and  medicine.  Although  it  is  the  world's  most 
beautiful  capital,  it  is  a  city  of  contradiction 
— a  metropolis  of  varied  interests  and  con- 
fusing influences.  Into  this  kettle  of  fish  we 
find  our  profession  cast,  its  principles  and 
ethics  dragged  through  the  stench  of  politics. 
Soon  order  must  ensue  out  of  this  chaos, 
because  I  do  not  understand  how  it  can 
longer  keep  pace  with  the  integrity  and  hon- 
esty of  an  intelligent  American  citizenry. 

Should  the  A.M.A.  Enter  Politics? 

The  medical  profession  has  always  in  the 
past  attempted  to  keep  clear  of  politics.  Doc- 
tors generally  have  not  embraced  the  field  of 
politics  as  candidates,  nor  as  supporters  of 
candidates,  for  fear  that  it  would  conflict 
with  the  traditions  of  the  profession.  This 
theory  must  now  be  judiciously  shelved,  or 
the  profession  will  become  a  pawn  in  the 
political  chess  game  and  will  be  stalemated 
by  the  social  planners. 

The  American  Medical  Association  has 
found  it  necessary  to  send  emissaries  into 

Read  before  the  Second  General  Session,  Medical  Society  of 
the  State  of  North  Carolina,  Pinehurst,  May  3,   1950. 
*  Deputy  Director,  Washington   Office  of   the  American   Med- 
ical  Association. 


this  scene  of  strategy.  Our  Washington  Of- 
fice was  started  in  1944,  with  Dr.  Lawrence 
posted  as  a  sentinel  to  watch  the  doings  of 
Congress  and  report  bills  and  other  legisla- 
tive measures  to  the  House  of  Delegates  and 
to  the  constituent  state  societies.  The  office 
has  recently  been  expanded,  so  that  you  now 
have  as  your  A.M.A.  representatives  three 
physicians,  a  legal  adviser,  and  an  editor, 
together  with  necessary  clerical  help.  We 
are  constantly  striving  to  render  a  more 
efficient  service,  a  more  complete  coverage 
of  the  news,  and  a  more  adequate  representa- 
tion for  our  national  fraternity.  We  are 
attempting  to  keep  you  informed  immedi- 
ately on  legislation,  so  that  you  can  take  the 
necessary  action  with  your  congressional 
representatives  to  prevent  government  inter- 
vention and  eventual  political  control  of 
both  your  patients  and  your  careers.  These 
are  our  goals. 

The  American  Medical  Association,  rep- 
resenting the  profession  to  Congress,  is  one 
of  the  few  national  organizations  which  ap- 
proaches the  Congress  without  ulterior  mo- 
tives, and  without  seeking  or  urging  a  pref- 
erential position.  The  Association  has  been 
generally  attacked  as  always  opposing  legis- 
lation and  criticized  for  not  coming  forward 
with  a  positive  program  for  improving  the 
health  of  the  people.  Our  approach  to  federal 
legislation  in  this  respect  has  been  that  we 
have  no  apology  to  make  for  the  progress  of 
American  medicine. 

We  are  surprised  to  learn  in  many  in- 
stances that  intelligent  congressmen  are  un- 
aware of  the  history  of  medicine,  and  of  the 
facilities  and  application  of  research  which 
the  profession  has  been  contributing  to  hu- 
man welfare  all  along.  Medicine  is  no  longer 
in  the  Dark  Ages,  but  we  must  drop  the 
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drawbridge  over  the  moat  of  ignorance,  so 
that  these  men  may  cross  over  and  discover 
for  themselves  what  the  profession  is  ac- 
complishing today.  Our  National  Education 
Campaign  is  bridging  the  gap  between  the 
physician  and  the  laity ;  we  must  fill  the 
chasm  between  our  patients  and  our  con- 
gressmen in  this  respect. 

The  medical  profession  has  many  friends 
in  Congress.  They  are  friends  we  want  to 
keep,  both  as  friends  and  as  representatives. 
To  do  this  we  must  express  to  them  our  ap- 
preciation for  their  support,  and  we  as  indi- 
vidual doctors  must  encourage  them  in  their 
maintenance  of  freedoms  guaranteed  by  the 
Constitution.  There  is  an  obligation  on  our 
parts  as  intelligent  citizens  and  as  leaders 
in  our  communities  to  inform  our  friends 
and  associates  of  the  importance  of  register- 
ing and  voting  for  those  candidates  who  will- 
preserve  our  freedoms,  our  liberties,  and  our 
Constitution.  A  congressman  told  me  the 
other  day  that  he  is  constantly  beset  with 
making  a  choice  among  pink  Communism, 
red  Communism,  and  Socialism.  He  said 
that  the  Socialists  point  an  accusing  finger  at 
the  pink  Communists,  saying,  "See  how  ter- 
rible they  are,"  and  that  the  pink  Commun- 
ists berate  the  red  Communists,  while  the  red 
Communists  slam  the  Socialists.  He  said  that 
too  many  people  forget  that  there  is  an  al- 
ternative— the  American  Way. 

During  the  war,  industry  asked  for,  and 
was  granted,  wartime  contracts  on  a  cost- 
plus  basis.  Labor  unions  and  their  members 
were  profiting  from  the  accelerated  economy, 
while  the  doctors  of  the  nation  offered  their 
services  without  remuneration  to  the  local 
selective  service  boards.  I  do  not  mean  to 
imply  that  industry  and  labor  did  not  play 
their  patriotic  parts  in  the  war  effort;  yet 
the  approach  of  industry  or  industrial  groups 
to  Congress  is  often  clearly  identified  by  the 
dollar  sign.  Labor  unions  have  found  them- 
selves almost  completely  involved  in  log-roll- 
ing, bargaining  with  other  groups  to 
strengthen  their  position  with  Congress,  so 
that  they  may  enjoy  their  place  in  the  sun 
and  control  the  destiny  of  their  members 
and  the  economy  of  the  country. 

Encroachment  of  the  Federal  Government 

on  States'  Rights 

There  are  some  in  Washington  who  argue 

that  we  must  spend  more  to  remain  free. 

Accordingly  the   federal   government  takes 

money  from  the  taxpayers  in  the  states,  to 


"insure  our  liberty."  Then  it  feeds  the  same 
money  back  to  the  states  in  dribbles,  at  the 
price  of  portions  of  that  same  freedom  which 
it  says  we  must  save.  Is  our  present  system 
so  defective  and  so  lacking  in  vision  that  we 
must  sacrifice  shares  of  our  freedom  in  order 
to  set  up  a  government  monopoly  whose 
bureaucracy  would  reach  into  every  district, 
hamlet,  and  home  in  the  country?  Why  should 
we  now  ask  the  federal  government  to  take 
over  activities  for  which  the  community  has 
always  assumed  full  responsibility?  Isn't  it 
because  of  the  money  subsidies  which  the 
federal  government  offers  the  community  in 
exchange  for  a  bit  of  sovereignty? 

How  many  people  have  given  thought  to 
the  manner  in  which  the  federal  government 
obtains  the  money  with  which  it  grants  sub- 
sidies sought  so  eagerly  by  the  states?  A 
study  published  by  the  Tax  Foundation 
(table  l111)  showed  that  in  1932  the  federal 
government  received  24  per  cent  of  the  taxes 
collected  in  the  states,  and  the  state  and 
local  governments  received  76  per  cent  but 
in  1948  these  figures  had  shifted  so  that  the 
federal  government  collected  74  per  cent  of 
the  taxes,  while  the  states'  share  was  only 
26  per  cent.  Is  it  any  wonder  that  the  states 
have  become  beggars  at  the  federal  table? 

For  the  fiscal  year,  1949,  the  federal  gov- 
ernment collected  from  taxpayers  40x/2  bil- 
lion dollars  and  returned  to  the  states  h\'-j. 
billion  dollars — 13.5  per  cent  of  the  take<2). 
The  people  and  corporations  of  North  Caro- 
lina sent  to  the  federal  government  1  2/3 
billions,  and  the  government  gave  back  150 
millions — about  one  eleventh  of  the  amount 
it  collected  from  the  state13'.  Yet  the  federal 
deficit  this  year,  already  5\'->  billions,  is  likely 
to  exceed  6  billion  dollars. 

We  are  all  familiar  with  the  fact  that  the 
astute  framers  of  our  Constitution,  after  de- 
liberation and  prayer,  devised  our  govern- 
ment to  be  truly  representative  of  the 
people's  wishes.  The  basic  structure  was  sep- 
arated into  three  parts — the  executive,  the 
judicial,  and  the  legislative.  The  Congress, 
then,  should  make  the  laws;  the  executive 
branch  should  carry  them  out ;  and  the  courts 
should  see  that  justice  prevails.  The  execu- 
tive branch  now  has  Congress  on  the  defen- 
sive. The  pressures  from  the  executive  branch 
are  more  powerful  than  the  pressures  from 
the  taxpayers.  Bureau  chiefs,  unanswerable 
to  the  voters  and  responsible  only  to  the 
President,  are  now  drafting  too  many  of  the 
bills  on  which  Congress  must  pass.  The  exec- 
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Table  1!1) 

Federal,  State,  and  Local  Tax  Collections  for  Selected  Years 

(in  Millions  of  Dollars) 

Years           1932          Percent          1937           Percent           1942          Percent           1948  Percent 

Federal  .                  $1,790             24.0             4,765               38.8           12,286             59.0             37,632  74.0 

State    1,890             53.4             3,013               24.6             3,939             18.9               6,807  13.3 

Local    4,468             53.4             4,481               36.6             4,589             22.1               6,498  12.7 

$8,148           100.0           12,259             100.0           20,814           100.0             50,937  100.0 
Federal  tax  collections  do  not  include  miscellaneous  receipts  of  the  federal   government,  nor  payments 

to  social  security  trust  funds.  State  collections  include  local  shares  of  state  imposed  taxes.  Local  col- 
lections exclude  shares  of  state  imposed  taxes. 


utive  branch  has  followed  this  theme  so  con- 
sistently that  the  people  are  now  led  to  be- 
lieve that  the  President  has  a  mandate  to 
legislate  and  rule.  No  such  mandate  ever 
existed. 

Compulsory  Health  Insurance 

Proponents  of  Socialism  are  objecting-  to 
our  calling  their  bills  a  plan  for  socialized 
medicine.  Perhaps  they  are  correct,  and  the 
project  would  be  more  accurately  called 
monopolistic  medicine.  Certainly  the  federal 
government  (whether  it  chooses  or  not)  will 
be  obliged  to  exercise  far  reaching  control 
over  the  activities  of  physicians,  hospitals, 
and  patients. 

Compulsory  insurance  is  not  a  new  idea. 
Daniel  Defoe,  in  his  "Essay  on  Projects," 
outlined  a  plan  of  compulsory  insurance  for 
laboring  people.  He  was  confident  that  his 
scheme  would  eliminate  beggars,  parish  poor, 
almshouses,  and  hospitals,  and  that  none 
would  ask  treatment  as  charity,  but  would 
claim  it  as  their  due.  A  few  years  later,  in 
1786,  John  Acland  published  a  pamphlet  on 
compulsory  insurance  which  attracted  con- 
siderable attention,  and  a  bill  based  on  his 
plan  was  introduced  in  the  House  of  Commons 
in  1787.  There  were  other  attempts  at  solv- 
ing the  problem  of  caring  for  the  less  for- 
tunate and  the  indigent  by  means  of  volun- 
tary or  compulsory  contributions.  They  were 
all  short-lived,  however,  until  Bismarck  es- 
tablished his  system  in  Germany.  They  failed 
largely  because  the  compulsion  applied  only 
to  the  payment  of  the  contribution  or  tax. 
Penalties  cannot  be  successfully  imposed  on 
people  for  neglecting  their  health. 

You  are  probably  aware  that  the  adminis- 
tration has  changed  its  strategy  from  a 
frontal  attack  against  the  people's  objection 
to  compulsory  health  insurance  to  the  tactics 
of  flank  and  rear  attacks,  according  to  the 
modus  operandi  devised  by  the  International 
Labour  Organisation.  These  are  the  methods 


we  must  understand  and  oppose.  We  can 
readily  see  that  the  Veterans'  Hospital  bed 
cut-back  advocated  by  the  President  last  year 
was  nothing  more  than  an  attempt  to  drive 
a  wedge  between  the  doctors  and  the  vet- 
erans. Senator  Humphrey's  bill,  S.  1805,  sub- 
sidizing medical  co-ops,  is  an  attempt  to  split 
the  doctors  and  the  farmers.  H.  R.  5182,  the 
United  Medical  Administration  Bill,  is  an 
attempt  on  the  part  of  the  President  and  his 
cohorts  to  put  the  medical  profession  into  a 
vulnerable  position.  The  administration  clev- 
erly maneuvered  it  out  of  the  Hoover  Com- 
mission reports.  It  is  a  move  to  undermine 
the  logic  of  our  opposition  to  the  establish- 
ment of  a  department  of  welfare,  starring 
Oscar  Ewing  in  the  role  of  pied  piper. 

Current  Health  Legislation 
Although  we  have  been  informed  by  the 
Senate  majority  leader,  Scott  Lucas,  that  no 
health  legislation  would  pass  Congress  this 
year,  administration  forces  are  continuing 
their  work.  You  may  rest  assured  that  these 
bills  will  be  re-introduced  into  the  Eighty- 
Second  Congress  beginning  next  January. 
Let  us  examine  these  and  a  few  other  bills 
and  briefly  review  their  anatomy,  physiology, 
and  etiology. 

The  National  Science  Foundation  Bill. 
S.  247,  was  introduced  by  a  group  of  sena- 
tors, both  Republicans  and  Democrats.  The 
idea  of  such  a  foundation  developed  as  an 
outgrowth  of  the  wartime  Office  of  Scientific 
Research  and  Development,  which  supported 
the  scientific  research  for  national  defense 
and  welfare.  It  avoided  duplication  of  re- 
search grants,  and  channeled  activities  from 
research  to  practical  application.  This  bill 
passed  the  Senate  last  year  and  passed  the 
House  this  year,  with  certain  amendments 
differing  from  the  Senate  version.  Last  week 
a  joint  conference  committee  ironed  out  the 
differences.  The  bill  will  probably  be  enacted 
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into  law  this  month.* 

The  A.M. A.  approves  the  objectives  of  this 
bill  because  they  are  worth  while  and  are  in 
keeping  with  the  American  Medical  Associa- 
tion's twelve  point  program,  point  2.  We  will 
be  interested  in  following  the  outcome  of  this 
legislation  to  be  certain  that  federal  domi- 
nation does  not  occur. 

The  Federal  Aid  to  Medical  Education  Bill, 
H.R.  5940,  was  introduced  by  Congressman 
Biemiller  of  Wisconsin.  It  was  probably 
dropped  into  the  hopper  as  the  result  of  pres- 
sure from  several  academic  deans  and  bu- 
reaucrats, because  the  Federal  Security 
Agency  has  sold  the  public  the  idea  that  there 
is  a  shortage  of  doctors.  It  would  subsidize 
medical  schools  with  federal  funds,  thereby 
attempting  to  eliminate  the  so-called  "short- 
age of  doctors."  The  bill  also  includes  direct 
grants  for  schools  of  dentistry,  nursing,  pub- 
lic health,  osteopathy,  and  optometry ;  and  I 
understand  that  chiropractors  are  now  being 
beckoned  into  the  web. 

The  A.M.A.  opposed  this  bill.  No  legisla- 
tion would  correct  a  shortage  of  doctors, 
even  if  such  a  shortage  existed.  A  law  on  the 
statute  books  cannot  force  a  man  to  study 
medicine.  This  bill  does  not  even  create  an 
incentive  for  young  men  and  women  to  enter 
the  medical  field.  According  to  a  Supreme 
Court  decision,  that  which  the  federal  gov- 
ernment subsidizes  it  eventually  controls. 
This  is  "crisis"  legislation. 

At  the  request  of  health  officials  of  rural 
states,  ten  senators  of  both  parties  introduced 
the  Public  Health  Units  Bill,  S.  522.  It  would 
extend  preventive  medicine  and  local  public 
health  facilities  on  a  national  basis  at  the 
approximate  ratio  of  one  federal  dollar  to  two 
local  dollars.  The  bill  passed  the  Senate  last 
year  and  may  soon  be  reported  favorably  out 
of  the  House  committee  for  floor  action.** 

The  A.M.A.  approved  this  bill.  The  Ameri- 
can Medical  Association  has  supported  and 
encouraged  the  development  of  preventive 
medicine  and  public  health  services  since 
1911.  This  bill  is  in  line  with  point  6  of  the 
A.M.A.'s  twelve  point  program. 

The  School  Health  Services  Bill,  S.  1411, 
was  introduced  by  Senator  Thomas  of  Utah, 

*  The  President  signed  the  National  Science  Foun- 
dation Bill  on  May  10,  1950,  enacting  it  into  Public 
Law  507  of  the  Eighty-First  Congress,  Second 
Session. 

*  This  bill  was  reported  out  of  the  House  Interstate 
and  Foreign  Commerce  Committee  on  June  28, 
1950.  The  House  Rules  Committee  heard  testimony 
on  the  bill  July  17  and  18,  but  the  bill  has  not  yet 
been  reported  out  of  this  committee. 


probably  because  the  states  have  failed  to 
face  up  to  their  own  problems  in  providing 
adequate  school  health  services.  The  bill 
would  provide  35  million  dollars  to  be  dis- 
tributed among  the  states  for  this  purpose. 
Senator  Milliken,  during  the  hearings  on  a 
similar  bill,  said,  "If  this  program  is  as  good 
as  the  sponsors  say  it  is,  and  if  the  48  states 
can't  put  together  these  few  million  dollars, 
then  our  state  governments  are  in  a  pretty 
sorry  condition  and  would  be  trading  then- 
sovereignty  for  their  own  money."  His  state- 
ment applies  equally  well  to  this  School 
Health  Services  Bill. 

The  A.M.A.  is  opposed  to  Section  (c).  This 
section  permits  state  programs  to  provide 
individual  treatments  for  all  school  children, 
regardless  of  the  ability  of  their  parents  to 
pay.  It  would  be  socialized  medicine  for  the 
age  group  from  5  to  17  years.  The  A.M.A.  is 
not  opposed  to  the  other  provisions  of  the 
bill,  which  stimulate  the  states  to  provide 
public  health  examinations  of  school  children. 
As  a  matter  of  fact,  the  Association  has  en- 
dorsed this  program  for  many  years. 

S.  1970,  introduced  by  Senators  Flanders 
and  Ives  as  a  substitute  for  the  administra- 
tion's compulsory  health  insurance  bill  (S. 
1679) ,  would  allow  the  free  enterprise  system 
to  do  the  job,  and  it  puts  a  segment  of  the 
Republican  Party  on  record.  The  plan,  as  out- 
lined, would  cost  850  million  dollars  a  year, 
and  the  premiums  from  individuals  would 
be  scaled  to  their  incomes ;  participation 
would  be  voluntary.  The  federal  grants  to 
the  states  would  guarantee  free  medical 
services  to  persons  in  low  income  groups. 

The  A.M.A.  took  no  action  on  this  bill.  It  is 
not  opposed  to  the  objectives  stated  in  this 
bill,  but  believes  that  its  provisions  are  un- 
workable administratively.  There  is  no  ac- 
tuarial experience  to  support  the  estimated 
cost. 

H.  R.  6000  was  introduced  by  North  Caro- 
lina's senior  representative,  Mr.  Doughton, 
at  the  request  of  the  administration.  This  bill 
was  conceived  and  originally  written  by  Fed- 
eral Security  Agency  lawyers  and  econo- 
mists. It  is  a  combination  of  H.  R.  2892  and 
H.  R.  2893,  and  would  amend  the  Social  Se- 
curity Act,  extending  its  coverage  to  an  addi- 
tional 11  million  people.  The  social  security 
theme  had  its  beginning  in  the  Communist- 
dominated  International  Labour  Organisa- 
tion. Social  security  was  introduced  in  this 
country  by  "securocrats"  and  government 
"do-gooders"   who  desire  to  see  a  planned 


September,   1950 


HEALTH  LEGISLATION— WILSON 


477 


existence  for  all  individuals.  It  is  the  basic 
program  upon  which  is  built  the  superstruc- 
ture of  social  insurance  and  welfare-ism. 

The  A.M. A.  is  opposed  to  that  portion 
which  includes  permanent  and  total  disability 
insurance*.  Our  objection  is  limited  to  this 
section  of  the  bill,  because  such  compulsory 
contributions  for  total  and  permanent  dis- 
ability would  be  an  entering  wedge  for  social- 
ized medicine.  We  believe  that  this  section 
would  place  the  physician  in  an  untenable 
position.  Under  the  proposed  plan  of  remote 
control  medicine,  the  doctor  would  be  on  the 
receiving  end  for  all  the  criticism  which  is 
sure  to  come  because  of  the  irrational  admin- 
istrative procedures. 

At  the  request  of  a  majority  of  the  Hoover 
Commission,  Congressman  Hoffman  intro- 
duced H.  R.  5182.  This  bill  would  set  up  a 
United  Medical  Administration,  under  which 
would  be  grouped  all  the  hospital  services  of 
the  government  and  the  entire  Public  Health 
Service.  All  medical  personnel  of  the  armed 
forces  would  be  members  of  this  organiza- 
tion, thus  losing  their  identity  with  Army, 
Navy,  Air  Force,  Veterans  Administration, 
and  so  forth.  Apparently  the  basic  reason 
for  its  introduction  was  the  thought  that  the 
Veterans  Administration  was  wasteful  and 
inefficient,  and  that  such  unification  would 
be  more  economical. 

The  A.M.A.  position  has  not  yet  been  an- 
nounced. This  bill  does  not  attempt  to  correct 
existing  deficiencies,  which  was  the  aim  of 
the  Hoover  Commission.  It  would  be  extreme- 
ly difficult  to  administer,  since  the  doctors 
would  be  subject  to  serve  with  the  various 
branches  of  government  and  would  be  re- 
quired to  know  the  rules  and  regulations  of 
each.  This  bill  is  not  in  agreement  with  point 
1  of  the  A.M.A.'s  twelve  point  program,  in 
that  it  does  not  provide  for  a  doctor  to  head 
the  organization,  nor  does  it  grant  such  a 
director  departmental  status  with  cabinet 
rank. 

S.  1805  was  introduced  by  Senator  Hum- 
phrey, who  is  an  ardent  advocate  of  cooper- 
ative movements.  He  introduced  this  bill  at 
the  suggestion  of  the  Cooperative  Federation. 
The  bill  provides  25  million  dollars  annually 
for  grants  and  loans  to  cooperatives  and  non- 

*  The  Social  Security  Bill  was  passed  by  the  Senate 
on  June  20,  1950,  without  the  permanent  and  total 
disability  insurance  section.  The  conferees  agreed 
to  delete  the  House  bill  provision  for  permanent 
and  total  disability  insurance.  It  became  Public 
Law  No.  734  on  August  28,  1950. 


profit  health  associations.  These  organiza- 
tions must  assure  the  Surgeon  General  that 
premiums  charged  will  be  sufficient  to  main- 
tain and  give  a  minimal  standard  of  care  as 
outlined  by  him.  The  bill  provides  that  the 
Surgeon  General  alone  has  the  authority  to 
make  the  grants.  The  A.M.A.  opposes  this 
bill. 

Senator  Hunt  from  Wyoming,  a  dentist, 
introduced  S.  29k0  as  a  substitute  for  com- 
pulsory health  insurance.  The  bill  is  in  three 
parts  and  provides  for:  (1)  a  department  of 
health  with  a  secretary  of  cabinet  rank  who 
must  be  either  a  doctor  or  a  dentist;  (2)  a 
program  for  shortage  areas;  and  (3)  a  na- 
tional voluntary  health  program.  Partici- 
pants are  limited  to  those  families  whose 
gross  income  does  not  exceed  $5,000. 

The  A.M.A.  believes  that  it  must  oppose 
this  bill  for  the  chief  reason  that  the  senator 
does  not  present  any  details  of  the  plan.  He 
leaves  this  up  to  a  five  man  board,  to  which 
no  doctors  need  be  appointed.  There  is  danger 
in  granting  such  unlimited  authority.  The 
cost  of  the  program  is  not  included  in  the 
bill.  The  sponsor  has  advocated  a  voluntary 
health  insurance  program  without  any  indi- 
cation of  how  it  is  to  be  processed. 

H.  R.  6819  and  thirteen  others.  Several 
congressmen,  including  Mr.  Keating  and 
Mr.  Boggs,  have  introduced  these  similar,  but 
not  identical,  bills,  as  an  incentive  for  people 
to  buy  voluntary  health  insurance  by  grant- 
ing them  income  tax  deductions  in  relation 
to  their  incomes.  The  bills  vary  only  slightly 
in  the  formulas  and  the  amounts  deductible. 
The  A.  M.A.'s  approval  of  this  bill  is  based 
on  the  American  Medical  Association's  belief 
in  any  fair  vehicle  which  will  extend  the 
coverage  of  voluntary  health  insurance  to 
more  people,  as  long  as  high  standards  of 
medical  care  are  maintained. 

I  have  briefly  discussed  here  only  a  few 
of  the  major  controversial  bills.  I  have  not 
mentioned  the  major  omnibus  bill,  S.  1679, 
and  its  identical  twins  in  the  House,  H.  R. 
4312,  and  H.  R.  4313,  because  I  am  certain 
that  you  are  already  familiar  with  their  pro- 
visions for  compulsory  health  insurance.  No 
Congress  ever  had  brought  before  it  so  many 
bills  relating  to  the  health  and  welfare  of  the 
individual  as  the  present  Eighty-First  Con- 
gress. The  Seventy-Ninth  Congress  had 
about  seventy-five  bills,  and  the  Eightieth 
Congress  considered  a  few  more  than  200 
such  bills.  There  are  now  324  bills  and  reso- 
lutions of  this  character  which  the  Washing- 
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ton  Office  is  following  in  the  Eighty-First 
Congress.  Eighty-two  of  them  were  intro- 
duced in  the  Senate,  and  242  in  the  House. 
Of  these  bills,  there  are  thirty-five  that  pro- 
pose a  national  health  program — twenty-one 
on  a  compulsory  basis  and  fourteen  on  a 
voluntary  basis.  In  the  next  few  months  be- 
fore Congress  adjourns  there  is  much  work 
to  be  done. 
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PHYSICIAN-HOSPITAL  RELATIONS 

Elmer  Hess,  M.D.* 

Erie,  Pennsylvania 

So  much  comment  has  been  occasioned  in 
the  past  few  years  by  disagreements  between 
hospitals  and  the  medical  profession  that  a 
thorough  study  of  these  relationships  is  in 
order.  For  many  years,  but  particularly  in 
recent  years,  delegates  from  state  medical 
organizations  and  specialty  societies  have 
presented  numerous  resolutions  to  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation demanding  action  by  the  national  or- 
ganization to  curb  the  so-called  intrusion  of 
the  hospitals  into  the  practice  of  medicine. 
Without  much  study  on  the  part  of  the  dele- 
gates as  a  whole,  these  resolutions  have  been 
passed — and  there  the  matter  rested.  Ap- 
parently nothing  of  a  practical  nature  has 
ever  been  accomplished. 

Several  indignant  and  vocal  persons  among 
us  —  particularly  those  individuals  repre- 
senting the  three  most  aggrieved  groups — 
continued  to  demand  A.M. A.  action  against 
those  hospitals  which  they  (the  three 
groups)  claimed  were  practicing  medicine 
and  exploiting  them.  There  have  been  state- 
ments made  that  if  these  three  groups — 
namely,  the  anesthesiologists,  the  radiolo- 
gists, and  the  pathologists — were  further 
controlled  by  various  hospital  managements, 
it  would  be  only  a  question  of  time  before 
all  other  groups  which  needed  hospitals  for 
the  conduct  of  their  practices  would  likewise 
be  brought  under  the  domination  of  hospital 
authorities  and  exploited. 
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This  is  indeed  a  complex  and  difficult 
problem.  Let  us  then,  before  going  any  fur- 
ther, see  what  sort  of  a  problem  we  may 
have  here  in  North  Carolina. 

Corporate  Practice  in  North  Carolina 
Your  laws  distinctly  state  that  an  appli- 
cant for  a  license  to  practice  medicine  must 
be  a  graduate  of  a  recognized  medical  college, 
must  be  of  good  moral  character,  and  must 
pass  an  examination  given  by  a  Board  of 
Medical  Examiners.  The  requirements  for 
licensure  prescribed  by  the  Medical  Practice 
Act  cannot  be  met  by  a  corporation.  We  have 
been  unable  to  locate  any  court  decisions  in 
North  Carolina  bearing  on  the  legality  of  the 
corporate  practice  of  medicine  or  the  cor- 
porate practice  of  allied  groups  or  profes- 
sions. Therefore,  we  must  assume  that  only 
a  physician  may  practice  the  healing  art  here 
in  North  Carolina.  This,  of  course,  should 
settle  the  argument — but  does  it?  I  will  now 
quote  from  a  recent  professional  publication : 

"A  recent  report  from  North  Carolina,  however, 
presents  a  more  ambitious  method  of  extending  the 
corporate  practice  of  medicine  than  does  piecemeal 
absorption.  Under  this  scheme,  entire  hospital  staffs 
are  forced  to  pay  tribute  to  medicine's  usurping 
corporate   masters. 

"In  part,  the  report  states,  'A  number  of  hos- 
pitals in  North  Carolina  have  set  up  compulsory 
service  plans  for  collection  of  professional  fees  to 
apply  to  all  staff  members.  This  is  done  under 
pain  of  being  denied  the  privilege  of  the  hospital 
facilities  for  their  patients.  The  per  cent  charged 
for  this  service  is  such  as  to  yield  a  net  profit  to  the 
hospital.  Some  have  gone  so  far  as  to  demand  fifty 
per  cent  of  the  physician's  income.  This  will  in- 
evitably lead  to  higher  medical  costs  to  the  public. 
This  collection  service  charge  applies  whether  the 
physician  or  hospital  collects  the  fee.  In  the  latter 
case,  the  hospital  has  rendered  no  service  what- 
ever to  the  physician  and  should  receive  no  part  of 
his  fee. 

"  'Other  hospitals  have  initiated  initiation  fees  of 
from  $150  to  $500  for  the  privilege  of  becoming 
a  member  of  the  staff.  Others  have  adopted  a  plan 
of  compelling  the  physician  staff  members  to  pay 
for  annual  deficits  incurred  by  the  hospitals. 

"  'These  and  other  complaints  have  come  to  the 
North  Carolina  Councilor.  After  careful  investiga- 
tion, he  has  found  these  charges  against  hospitals 
to  be  true. 

"  'These  allegations  have  been  confirmed  by  an 
independent  lay  observer  recently  in  North  Carolina. 
This  observer  reports  that  in  the  case  of  at  least 
one  hospital,  the  practice  has  gone  to  the  extent  that 
the  hospital  levies  a  fifty  per  cent  collection  charge 
on  all  fees  of  physician  staff  members.  This  charge 
is  levied  only  against  fees  for  services  rendered  in 
the  hospital.  The  threat  of  the  loss  of  staff  member- 
ship  is   obviously   a  potent  weapon.' " 

The  Attitude  of  the  Average  Physician 
I  presume  that  there  are  as  many  differ- 
ences of  opinion  as  to  what  is  legal  and  ethi- 
cal as  there  are  individuals  practicing  medi- 
cine. Physicians  are  distinctly  individualistic, 
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and  can  become  very  vocal  if  we  think  our 
own  rights  and  liberties  are  in  jeopardy. 
Few  of  us  know  our  legal  rights — nor,  for 
the  most  part,  are  we  interested. 

All  of  us  graduated  from  a  medical  school, 
served  an  internship,  and  started  out  to  prac- 
tice our  chosen  profession.  We  were  never 
taught  anything  about  economics  or  public 
relations  in  medical  school,  or  in  the  hospital 
where  we  interned.  We  knew  we  would  have 
to  compete  with  older,  experienced  men  who 
had  already  established  themselves  in  the 
localities  where  we  began  to  practice. 

We  somehow  or  other  knew  that  there 
were  such  things  as  a  county  medical  society, 
a  state  medical  society,  and  an  American 
Medical  Association;  and  that  if  we  joined 
the  local  group,  we  automatically  belonged 
to  the  state  and  national  organizations.  If  we 
weren't  too  busy  and  if  it  was  convenient, 
we  went  to  the  county  society  meetings; 
otherwise,  we  stayed  away.  As  neophytes, 
we  were  informed  by  some  of  the  other  men 
that  the  county  society  was  run  by  a  self- 
seeking,  self -centered  clique  who  were  medi- 
cal politicians.  If  we  were  liked,  we  might  get 
some  minor  job  in  the  county  society ;  but  the 
chances  were  that  we  would  go  and  waste  an 
evening  listening  to  the  steam-roller  reports 
which  were  passed  with  few,  if  any,  dissent- 
ing votes. 

Occasionally,  we  would  go  to  the  annual 
state  society  meetings,  attend  the  scientific 
programs,  and  spend  our  spare  time  in  re- 
unions with  men  we  knew  from  other  parts 
of  the  state.  We  might  look  in  on  the  business 
meeting,  where  representatives  of  the  clique 
back  home  were  holding  forth  in  smoke  filled 
rooms,  running  the  politics  of  the  state  or- 
ganization. They  passed  resolutions  about 
this  and  that,  but  we  weren't  particularly 
interested.  Who  were  we  to  sit  in  and  listen 
and  find  out  what  our  so-called  leaders  were 
doing? 

When  we  went  to  the  A.M. A.  meetings, 
we  usually  attended  the  scientific  programs 
and  seldom,  if  ever,  looked  in  upon  the  busi- 
ness meetings  of  the  House  of  Delegates. 
Again,  if  we  did,  we  usually  found  one  or  two 
of  our  local  men  standing  around,  and  we 
knew  that  they  still  belonged  to  that  same 
group  which  was  running  things  back  home. 

The  result  of  these  experiences  was  that 
most  of  us  practiced  medicine  to  the  best  of 
our  ability,  took  in  the  scientific  sessions  of 
the  state  and  national  organizations,  and  at- 


tended the  local  county  medical  society  meet- 
ings if  and  when  we  thought  the  program 
would  be  of  some  benefit  to  us.  We  paid  our 
dues  largely  because  it  was  evident  that  un- 
less a  man  belonged  to  the  local  county  medi- 
cal society  he  had  little  chance  of  getting  a 
hospital  appointment  later  on. 

Gradually,  as  we  practiced  medicine,  we 
made  friends,  and  after  a  reasonable  length 
of  time,  we  received  an  appointment  to  one 
or  more  of  the  local  hospitals.  For  the  most 
part,  we  became  pretty  self-satisfied  and 
self-sufficient  individuals. 

As  we  grew  a  little  older  in  the  practice 
of  medicine  and  as  the  positions  which  we 
were  given  at  the  hospital  attained  more  and 
more  importance,  we  looked  around  to  see 
what  the  other  fellow  was  doing.  We  did  not 
care  a  whole  lot  about  how  the  pathologist 
was  paid,  as  long  as  we  had  a  good  patholo- 
gist. Nor  did  we  seem  to  worry  very  much 
about  the  situation  in  which  the  roentgen- 
ologist found  himself.  We  did  not  concern 
ourselves  too  much  with  the  anesthesiologist ; 
in  fact,  many  of  us  preferred  the  nurse 
anesthesiologist  to  the  physician,  because  we 
could  have  a  few  more  dollars  for  our  own 
fee  if  we  had  a  nurse  give  the  anesthetic. 
We  were  happy — and  why  should  we  butt 
into  something  that  was  none  of  our  own 
personal  affair? 

Suddenly,  we  learned  that  there  were  ethi- 
cal and  economic  problems  at  the  hospital 
level.  And  then,  finally,  there  came  some 
sort  of  an  upset  in  the  relationships  between 
the  professional  staff  and  the  hospital  man- 
agement. Naturally,  we  sided  with  our  physi- 
cian friends  in  the  other  departments  of  the 
hospital,  and  usually  against  hospital  man- 
agement. As  a  rule,  we  had  no  spokesman 
on  the  board  of  trustees  of  the  hospital  in 
which  we  worked.  One  day  we  were  asked  to 
sponsor  a  resolution  before  our  county  medi- 
cal society  condemning  our  hospital  for  prac- 
ticing medicine  in  competition  with  us.  We 
were  sure  we  were  right ;  we  knew  that  the 
thing  to  do  was  to  get  that  resolution  before 
our  state  medical  society's  house  of  delegates, 
and  before  the  House  of  Delegates  of  the 
A.M. A.  We  knew  that  the  A.M.  A.  was  power- 
ful enough  to  reach  its  long  arm  down  into 
our  community  and  tell  our  hospital  manage- 
ments how  they  should  run  their  affairs.  We 
knew  we  were  ethically  right ;  therefore,  we 
had  to  be  legally  right. 

When  we  found  that  the  A.M.A.  could  not 
do  the  things  we  thought  it  should  do,  we 
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criticized  our  national  leadership.  We  did 
not  blame  that  clique  of  men  who  were  run- 
ning the  county  medical  society;  we  de- 
manded that  the  national  organization  solve 
all  of  our  problems. 

Just  about  the  time  we  were  condemning 
our  national  leaders  for  doing  nothing,  we 
became  involved  in  a  situation  with  the  pro- 
fessional politicians  in  the  national  capital. 
These  men  began  to  pick  a  quarrel  with  the 
medical  profession.  They  knew  that  their 
political  ambitions  could  be  furthered  if  they 
could  sell  socialized  medicine  or  the  federal 
control  of  the  medical  profession  to  the  rank 
and  file  of  the  people.  As  this  struggle  at  the 
national  level  became  more  acute  and  as  the 
threat  of  socialized  medicine  became  more 
imminent,  we  demanded  of  our  national  lead- 
ership increased  action.  It  would  be  difficult 
to  fight  with  a  united  front  unless  the  dif- 
ferences among  doctors  and  between  doctors 
and  their  allies,  the  hospitals,  were  resolved. 
We  knew  that  there  were  differences  be- 
tween Blue  Cross,  Blue  Shield,  and  the  House 
of  Delegates  of  the  A.M. A.  Many  of  these 
differences  seemed  irreconcilable.  We  also 
knew  that  there  was  much  ado  about  hos- 
pital-physician relationships,  physician-phy- 
sician relationships,  and  physician-hospital- 
public  relationships  —  and  again  we  de- 
manded that  the  A.M. A.  do  something:  about 
it. 

The  Responsibility  of  the  American 
Medical  Association 

Several  years  ago,  as  this  struggle  seemed 
to  be  entering  into  a  catastrophic  phase,  the 
Board  of  Trustees  of  the  American  Medical 
Association  created  a  special  committee  to 
study  the  problems  of  physician-physician, 
physician-hospital,  and  physician-hospital- 
public  relations.  They  hoped  that  such  a 
committee,  giving  a  great  deal  of  time  to 
this  subject,  might  come  up  with  some  an- 
swers that  would  tend  to  unify  us  against 
the  politicians  who  would  destroy  us.  I  was 
chosen  to  be  chairman  of  that  committee.  I 
would  like  to  report  to  you  some  of  the  find- 
ings of  that  committee. 

After  a  careful  study  of  all  of  the  resolu- 
tions that  had  been  passed  over  the  years  by 
the  House  of  Delegates  concerning  the  prac- 
tice of  medicine  by  hospitals,  and  after  care- 
ful study  of  a  great  many  of  the  situations 
where  physicians  had  signed  contracts  for 
full-time  service  in  hospitals  and  industry, 
the  committee  realized  that  no  definite  con- 
clusions could  be  drawn  until  after  it  found 


out  definitely  what  the  law  had  to  say  about 
the  subject.  That  there  were  many  grave  dif- 
ferences of  opinion  goes  without  saying. 

The  first  thing  your  committee  did  was 
to  request  the  Legal  Department  of  the 
American  Medical  Association  to  make  a 
survey  of  the  laws  of  every  state  in  the 
union  concerning  the  practice  of  medicine 
and  to  find  out  whether  opinions  had  been 
rendered  by  any  of  the  courts  concerning 
the  corporate  practice  of  medicine.  It  took 
more  than  a  year  to  do  this  job.  The  results 
of  this  survey  have  been  published  by  your 
committee  and  by  the  A.M. A. 

One  fact  became  clear — namely,  that  the 
corporate  practice  of  medicine  was  illegal  in 
most  states  in  the  union,  except  with  certain 
modifications. 

It  then  became  evident  to  your  committee 
that  the  average  medical  man  in  the  United 
States  knows  very  little  about  the  laws  under 
which  he  practices,  or  about  the  authority 
of  the  American  Medical  Association.  We 
were  told  by  professional  men  from  all  over 
the  country  that  the  A.M. A.  could  approve  or 
disapprove  hospitals  for  intern  training; 
that  if  the  A.M. A.  could  destroy  a  great 
many  medical  schools  that  did  not  meet  the 
requirements  for  medical  education,  and 
could  control  the  Pure  Food  and  Drug  Act, 
there  was  no  reason  why  it  could  not  imme- 
diately put  a  stop  to  the  corporate  practice 
of  medicine  by  industries,  hospitals,  and 
other  institutions. 

A  word  of  explanation  about  those  three 
things  is  in  order.  The  American  Medical 
Association,  as  legally  constituted,  is  a  con- 
federation of  state  medical  societies.  At  the 
national  level,  it  can  o)ily  make  policy.  It  has 
no  legal  authority.  A  number  of  years  ago, 
when  a  great  many  of  the  medical  schools 
were  simply  diploma  mills,  the  A.M. A.  enun- 
ciated the  policy  that  only  Class  A  medical 
schools  should  exist;  and  by  an  educational 
program,  it  was  able  to  bring  about  a  com- 
plete reform  in  medical  education.  Virtually 
all  medical  colleges  except  those  which  met 
the  minimum  standards  for  the  education  of 
the  medical  student  closed  their  doors. 

The  fight  for  the  pure  food  and  drug  laws 
was  conducted  in  identically  the  same  man- 
ner, with  very  bitter  opposition.  However, 
the  A.M. A.  itself  had  no  authority.  Through 
an  educational  program,  it  convinced  the 
national  legislators  that  such  legislation  was 
necessary;  it  only  sponsored  the  legislation 
and  fought  for  it. 
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Just  as  the  destruction  of  the  diploma 
mills  was  accomplished  and  the  Pure  Food 
and  Drug  Act  became  law  through  an  edu- 
cational program,  so  now  again  the  American 
Medical  Association,  after  establishing  pol- 
icies at  the  national  level  for  the  conduct  of 
state  and  county  medical  societies  and  indi- 
vidual practitioners,  must  start  all  over 
again  with  another  huge  educational  pro- 
gram in  the  field  of  physician-hospital  rela- 
tions. 

If  all  hospitals  and  physicians  connected 
with  hospitals  would  agree  to  the  principles 
of  the  McKittrick  report,  I  am  reasonably 
sure  that  most  of  our  differences  would 
vanish  into  thin  air.  This  report  reads  as  fol- 
lows: 

"1.    That    the    medical    costs    of    hospital    care    be 
separated   from   the  non-medical  costs,   as  can 
be  done  by  existing  and   accepted   methods  of 
cost    accounting,    and    that    they    appear    thus 
separated   on  the   statement   submitted   to   the 
patient. 
"2.    That  a  basic  principle  in  the  establishment  of 
charges    should    be    that    each    department    be 
self-supporting.  This  principle  should  be  so  ap- 
plied that  neither  the  hospital   nor  the  physi- 
cian rendering  the  service  shall  exploit  the  pa- 
tient or  each  other. 
"3.    That  fees  for  medical  services  which   are  col- 
lected by  the  hospital  be  established  by  joint 
action   of    a    representative    committee   of    the 
staff,  to  include  the  head   of  the  department, 
and  the  administrator,  and  the  governing  body 
of  the  hospital. 
"4.    That   the   basis   of   financial    arrangement    be- 
tween  hospital   and   physician   may   be   salarv. 
commission,  fees,  or  such  other  method  as  will 
best  meet  the  local  situation,  with  due  regard 
to   the   needs    of   the   patient,   the   community, 
the  hospital,  and  the  doctor. 
"5.    That  bills  for  all  medical  services  be  rendered 
in   the   name    of   the    phvsician    or    physicians 
performing  the  services." 
The  Committee  on  Hospitals  and  the  Prac- 
tice of  Medicine  of  the  American   Medical 
Association  will,  at  the  San  Francisco  meet- 
ing, present  a  positive  policy  for  the  guid- 
ance of  physicians  and  of  state  and  countv 
medical  societies  in  this  problem  of  physi- 
cian-hospital relations. 

The  Responsibility  of  the  County  and 

State  Societies 
At  the  national  level,  the  American  Medi- 
cal Association  can  only  create  policy.  It  has 
no  legal  authority  to  enforce  laws.  Likewise, 
your  State  Medical  Society  is  a  confedera- 
tion of  county  societies.  A1\  of  the  leeal 
authority  is  based  in  the  cour>Hr  society.  This 
is  the  only  area  where  ev°n  disciplinary  ac- 
tion may  logically  be  started.  Individual 
members  of  the  county  medical  society  may 
be  disciplined  locally,  or.  upon  recommen- 
dation of  the  county  society*,  they  may  be 


disciplined  at  the  state  level;  or  the  case 
may  go  up  to  the  Judicial  Council  of  the 
American  Medical  Association  for  final 
action. 

Physician-physician  relations,  physician- 
hospital  relations,  and  physician-hospital- 
public  relations  are  local  matters,  because  in 
no  two  counties  of  the  country  are  the  local 
conditions  entirely  alike.  The  relationship 
between  the  hospital  and  the  doctor,  the  hos- 
pital and  a  group  of  doctors,  an  industrial 
plant  and  a  doctor,  or  an  industrial  plant  and 
a  group  of  doctors  is  almost  always  one  of 
local  concern. 

There  are  often  legitimate  differences  of 
opinion  among  the  various  groups  concerned 
with  the  medical  care  of  the  public.  It  be- 
hooves all  of  those  concerned  to  sit  around  a 
table  to  talk  out  the  problem,  compromising 
wherever  possible,  as  long  as  they  do  not 
compromise  their  fundamental  principles  of 
conduct.  My  confirmed  opinion  is  that  rea- 
sonable, decent  men,  sitting  down  around  a 
table  can  solve  virtually  all  of  the  problems 
satisfactorily  at  the  local  level  without  ever 
bringing  the  state  society  or  the  A.M.A.  into 
the  picture. 

This  means,  however,  that  those  of  us  who 
have  been  indifferent  to  our  county  medical 
societies,  who  have  believed  that  a  certain 
clique  has  run  the  society  to  its  detriment, 
and  who  have  not  been  interested  in  the  af- 
fairs of  the  society  must  now  make  these  af- 
fairs a  part  of  their  business.  We  must  attend 
meetings ;  we  must  make  our  voices  heard  in 
these  controversies ;  we  must  express  our- 
selves— and  if  we  are  not  satisfied  with  the 
groups  that  now  rule  us,  we  have  a  very 
simple  method  of  getting  rid  of  them.  If  we 
can  convince  the  majority  of  our  confreres 
that  our  officers  are  not  serving  us  as  we 
would  be  served,  we  can  easily  put  into  pow- 
er men  whom  we  believe  will  serve  us  prop- 
erly. 

If  things  are  going  wrong  in  your  area, 
don't  blame  the  State  Medical  Society  or  the 
A.M.A. ;  blame  yourselves.  If  you  sign  a  con- 
tract to  work  for  a  hospital  or  for  an  indus- 
trial plant,  then  you  should  be  man  enough 
to  live  up  to  the  terms  of  that  contract  until 
that  contract  expires.  You  should  not  expect 
your  county  society  to  go  to  bat  for  you  if 
you  have  signed  that  contract  willingly.  Nor, 
for  that  matter,  should  you  ask  your  specialty 
society  to  go  to  bat  for  you  if  you  have  will- 
ingly signed  a  legal  contract.  If  you  find 
flaws   in   that   contract   after   it   has   been 
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signed,  it  is  my  confirmed  opinion  that,  if 
you  will  sit  down  with  the  proper  authorities 
and  with  the  leaders  of  your  county  society, 
the  contract  will  be  changed  so  that  it  will 
be  not  only  ethical  and  satisfactory  but  also 
legal. 

Finally,  it  is  suggested  that  the  Medical 
Society  of  the  State  of  North  Carolina  estab- 
lish a  Committee  on  Hospital-Physician  Re- 
lations, and  that  an  honest  attempt  be  made 
to  resolve  your  hospital-physician-public  re- 
lations at  the  local  level. 

Physician-Hospital  Relations  and 
Voluntary  Sickness  Insurance 
Now  I  have  a  few  remarks  to  make  about 
this  most  important  allied  problem,  which  I 
know  has  intense  interest  for  all  of  us. 

Without  legal  authority  of  any  kind  and 
with   only   its   policy-forming   abilities,   the 
American  Medical  Association  has  set  out  to 
teach  the  American  people  the  dangers  of 
compulsory  sickness  insurance  at  the  federal 
level,  and  is  supporting  voluntary  sickness 
insurance  as  sold  by  the  commercial  carriers 
and  by  non-profit  physician-hospital  insur- 
ance associations — the  Blue  Shield  and  Blue 
Cross.  This  time,  we  are  forced  to  fight  leg- 
islation in  the  making.  Therefore,  we  must 
spend  a  great  deal  of  time  and  a  great  deal 
of  money  trying  to  show  the  public  and  our 
legislators  that  this  type  of  legislation  is  not 
good  for  the  American  people  as  a  whole. 
At  the  same  time,  to  care  for  individuals  and 
families  who  are  in  the  low  income  groups 
and  to  whom  a  prolonged  illness    is    catas- 
trophic financially,  we  must  provide  a  means 
by  which  they  can  protect  themselves  against 
the  economic  devastation  caused  by  long  and 
serious  illness.  This  is  a  job  which  requires 
the  combined  efforts  of  hospital  administra- 
tors and  medical  men.  If  both  these  groups 
are  entirely  honest,  they  will  see  that  it  is  to 
their  advantage  to  cooperate  in  the  interest 
of  the  public.  This  means  that  any  contro- 
versy that  exists  between  the  hospitals  and 
the  doctors  should  be  resolved  immediately. 
We  should  all  cooperate  with  the  second 
part  of  the  educational  program  of  the  Amer- 
ican Medical  Association,  which  is  to  sell  vol- 
untary  sickness   insurance   in    an    ethically 
decent,  clean  fashion.  If  we  do  not  compro- 
mise our  differences,  then  all  the  education 
in  the  world  is  not  going  to  stop  national 
legislation  that  will   destroy  the   American 
way   of   practicing   medicine  —  and,   in   my 
opinion,   to  the  detriment  not  only  of  the 


public  health  but  of  the  individual  citizen's 
health  and  welfare. 

Since  so  many  of  us  believe  that  the  anes- 
thesiologist, the  pathologist,  and  the  roent- 
genologist are  vital  members  of  the  medical 
team,  it  behooves  us  to  assist  these  groups  in 
resolving  their  differences  with  hospital 
management.  Under  Robin  Buerki.  vice 
president  of  the  University  of  Pennsylvania 
in  charge  of  medical  affairs,  a  committee 
sat  down  with  these  specialty  groups  and 
worked  out  a  definite  program  for  their 
relations  with  hospital  management.  Again, 
their  conclusions  and  decisions  were  based 
upon  the  need  at  the  local  level.  The  report 
of  this  committee  was  unanimously  adopted 
by  all  the  parties  concerned.  This  should  have 
settled  the  problem,  but  apparently  it  did  not. 

Because  of  the  present  threat  of  federal 
control  of  the  practice  of  medicine,  the  medi- 
cal profession  and  the  hospital  groups  must 
resolve  their  differences  if  they  are  to  pre- 
sent a  united  front  against  this  encroach- 
ment on  medical  practice  and  hospital  man- 
agement. Where  existing  contracts  include 
certain  professional  services  as  a  part  of  the 
Blue  Cross  program,  we  should  be  careful 
not  to  disturb  that  relationship  too  severely. 
If  we  do,  we  will  hurt  the  voluntary  insur- 
ance program  which  we  as  a  profession  are 
fostering.  But  Ave  should  insist  that  Blue 
Shield  and  Blue  Cross,  through  their  national 
organization,  the  Association  of  Medical  Care 
Plans  (AMCP)  designate  in  all  future  con- 
tracts that  medical  services  should  be  paid 
for  by  Blue  Shield  and  hospital  services  alone 
by  Blue  Cross.  Under  AMCP,  such  an  ar- 
rangement should  be  comparatively  simple, 
and  I  feel  that  it  would  help  to  solve  many  of 
our  immediate  difficulties  and  differences. 
Once  this  principle  is  established,  it  should 
be  followed  in  all  new  contracts  written  by 
the  insurance  companies  (both  commercial 
and  non-profit),  and  there  should  be  little, 
if  any,  opposition  from  those  medical  men 
most  intimately  concerned  with  that  type  of 
practice. 


Today,  because  of  procedures  which  have  become 
loutine,  the  private  physician's  office  is  a  bulwark 
against   such   diseases   as   smallpox   and    diphtheria. 

In  like  manner,  it  can  become  one  of  the  most  effec- 
tive agencies  for  tuberculosis  control.  By  promoting 
such  a  public  health  measure,  the  general  practi- 
tioners of  the  nation  would  be  acting  in  line  with 
the  great  tradition  of  the  profession  as  a  force  for 
prevention  as  well  as  cure  of  disease.  —  A.  C. 
Christie,  M.D.,  Pub.  Health  Rep.,  June  2,  1950. 
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IN  NORTH  CAROLINA  we  can  hold  any  semblance  of  socialism  at 

J  W  R   Norton  M  D    F  A  C  P  *  bay  and  protect  free  enterprise  in  medicine. 

Raleigh  Progress  Made  Since  1900 

The  State  Board  of  Health  is  a  child  of  the  As  we  Pause  for  reflection  at  the  mid-cen- 

State    Medical    Society    in    North    Carolina,  tury  mark,  we  observe  the  many  gains  which. 

From  its  birth  in  1877  the  Society  has  nur-  as   co-workers    m    preventive    and    curative 

tured  and  guided  this  child,  which  has  a  rea-  medicine,  we  have  made  together.  In  hunul- 

sonable  record  of  obedience,  respectfulness,  li*'  however,  we  must  admit  little  or  no  gain 
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.,     ..j,.            ,    .,  .     I,                   .   ,     ,,  nephritis,  and  diabetes.  Many  factors,  other 

allv  fitting  and  ethicallv  appropriate  that  at  ,,                 ,   ...         .,..•■.                          j. 

, .  ; .     _      .  .   ,  _      .            ,             j.i  than    mortahtv    statistics,    however,    must 

this  Conjoint  Session  each  vear  the  parent  . .               ,              ... 

........        ...                        .  guide  our  plans  and  work,  since  commum- 

should  be  kept  advised  as  to  the  progress  of  , ,     ,.                    .  ,     .                           ,,     .» 

,.,._,                   ...       ,.;..,  cable  diseases  tend  to  increase  promptly  it 

the  child.  Ihe  same  relationship  has  existed  ,                           n 

we  lower  our  guard, 

between  our  local  health  departments   and  —  ,,.,,,,          ,              ■,       .                  ,. 

. ,    .               ,.              ,           ■,.     ,        .  ,.       v  Public  health  workers  and  private  practi- 

their  respective  county  medical  societies,  be-  .               ,,.        „  „      ,       .           .  . 

..,     „   .,*    j   ■      i<Mi       i*r     a  i  tioners — taking  full  advantage  of  lmprove- 
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r         .    .    ,.          .                .                . •          ,  and  the  cooperation  of  the  allied  professions 

extended   through   several   generations,    be-  „   ,     ,.  ,                .             ■,       ,     .           „,„j; 

,.  .       .  *  T     .,    _     '  of  dentistry,  nursing,  and  veterinary  medi- 

tween  organized  medicine  in  North  Carolina  cine_have'  almost  eradicated  many  former 

and  the   State   Board   of   Health  and   local  leading  kiliers.  During  the  past  half  century 

health  departments.  jjfe  expectancy  at  birth  has  been  increased 

As  our  respective  jobs  in  preventive  and  almost  twenty  years.  Maternal  and  infant 

curative  medicine  become  more  complicated  mortality  rates  have  been  greatly  reduced, 

and  difficult,  and  as  the  public  obtains  bet-  The  crippled,  blind,   deaf,   and  mentally  ill 

ter  pay,  food,  clothing,  housing  and  medical  are  receiving  vastly  improved  care.     Most 

care,  and  becomes  more  critical  of  the  serv-  public  health  services  are  rendered  by  local 

ices  it  receives,  there  is  need  for  an  ever-  health  departments,  and  state  coverage  mov- 

increasing  spirit  of  cooperation  among  those  ed  gradually  to  completion  from  1911  to  1949. 

in  medical  and  allied  fields.  The  remnants  of  Our  mortality  and  morbidity  statistics  are 

suspicion,  distrust,  and  jealousy  must  be  re-  dependable  only  for  the  last  thirty-five  years 
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engaged  in  private  practice  are  moved  bv  '  ,    "  AA      _,   ,    _,        ,    „  .      ... 

1900.     State  Board  of  Agriculture,  on  re- 

Read  before  the  Conjoint  Session  of  the  State  Board  of  Health  quest    of    the    State    Board    of   Health,    agreed 

and  the  Medical  Society  of  the  State  of  North  Carolina,   Pine-  .                      .                        ,                                      „                     ,  .. 

hurst,  May  3,  1950.  to   examine  samples  of  water  from  public 

^.Secretary  of  the  State  Board  of  Health  and  State  Health  ^^   suppHes    until    Board    0f    Health    COllld 
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provide  its  own  examiner.  Annual  appropri- 
ation for  State  Board  of  Health  $2,000." 

Increased  space  has  been  taken  up  with 
this  chronological  report  from  year  to  year, 
until  several  pages  are  now  necessary  to 
give  the  barest  outline  of  yearly  progress. 

The  State  Medical  Society  officers,  the 
Board  of  Health,  the  Governor,  legislative 
and  volunteer  leaders  worked  together,  and 
the  1949  General  Assembly  m-ovided  addi- 
tional funds.  r>ai-ticularlv  for  cancer  control, 
nutrition,  a  new  $600,000  Health  RuilrHno-. 
and  strengthening  local  health  denartments. 

Divisions  of  the  Board  of  Health 
On  February  1.  1950.  the  fourteen  divi- 
sions which  ereiv  nn  d urine  rnanv  vears  were 
consolidated,  and  functionally  related  ac- 
tivities were  integrated  into  six  divisions, 
exclusive  of  Central  Administration. 

Personal  health 

The  Division  of  Personal  Health,  with  Dr. 
G.  M.  Cooner  as  director,  contains  sections 
devoted  to  maternal  and  child  health,  crip- 
pled children,  nutrition,  cancer,  and  heart 
disease.  Definite  prosrress  is  exnected  from 
activities  of  the  nre/maturitv  urogram  now 
well  under  wav.  During  1949,  2308  prenatal 
and  infant  clinics  were  held,  and  11.51F5  vi«its 
were  made  to  287  cripnled  children's  clinics, 
with  1178  admissions  to  hosuitals. 

Cancer  centers  have  been  set  up  in  Wil- 
mington,  Winston-Salem.  Asheville,  Greens- 
boro. Kinston.  Elizabeth  City.  Sylva.  Wilkes- 
boro.  Rockv  Mount,  and  Durham.  Screening 
tests  to  find  cancer  and  other  diseases  early 
are  available  to  the  miblic :  treatment  ar- 
rangements are  based  on  abilitv  to  pay.  One 
of  the  great  needs  is  for  simple,  dependable 
multiple  screening  techniques  to  make  case- 
finding  in  the  field  of  chronic  illness  more 
effective  and  economical  for  all  concerned.  In 
January  Halifax  County  started  a  project  in 
selective  screening.  In  Harnett  Countv  this 
year  concurrent  blood  sugar  tests  and  chest 
x-rays  were  run  satisfactorily. 

The  nutrition  service  continued  to  grow  in 
educational  activities,  in  building  better  bo- 
dies and  in  favor  with  physicians  and  laymen 
alike.  Consultation  service  was  provided  the 
Medical  Care  Commission  in  developing  food 
service  plans  for  hospitals. 

Local  health 

The  Local  Health  Division  is  directed  by 


Dr.  C.  C.  Applewhite.  It  has  sections  devoted 
to  administration,  public  health  nursing, 
mental  health,  health  education  and  health 
of  the  school  age  child.  More  and  more  em- 
phasis is  being  placed  on  strengthening  lo- 
cal health  departments,  and  on  July  1,  1949, 
for  the  first  time,  all  100  counties  voted  ap- 
propriations. The  1076  budgeted  full-time  po- 
sitions, when  all  are  filled,  will  be  able  to 
provide  relatively  minimum  services  except 
in  the  cities,  where  more  nearly  adequate  ser- 
vices are  available.  The  nresent  fiscal  year 
budget  for  local  health  denartments  is  $4,- 
372,629;  of  this  amount  $2,693,246  is  ob- 
tained locally,  $1,150,000  from  the  state,  and 
$529,383  from  federal  funds.  This  local  con- 
tribution of  more  than  60  ner  cent  is  evidence 
that  taxpayers  think  well  of  their  local  health 
departments. 

The  mental  health  program  is  designed  to 
cooperate  with  the  mental  hospitals  in  some- 
what the  same  manner  as  we  work  with  the 
tuberculosis  hospitals  in  case-finding  and  fol- 
low-up programs,  particularly  through  our 
nurses  and  health  educators. 

The  School  Health  Coordinating  Unit  has 
had  the  wholehearted  cooperation  of  Dr. 
Clyde  Erwin  and  the  local  school  superinten- 
dents. Broad,  flexible  plans  were  made  by 
the  state,  providing  an  opportunity  for  local 
adaptations  according  to  need.  The  Legisla- 
ture voted  $550,000  to  the  Board  of  Educa- 
tion, and  the  Board  of  Health  allocated  $326,- 
211  out  of  general  health  funds  for  the  School 
Health  Program.  This  increased  investment 
in  better  health  for  our  870,000  school  chil- 
dren will  pay  dividends  by  improving  the 
quality  in  our  most  valuable  crop. 

Epidemiology 

The  Division  of  Epidemiology  is  directed 
by  Dr.  C.  P.  Stevick,  and  has  sections  de- 
voted to  public  health  statistics,  acute  com- 
municable diseases,  venereal  diseases,  tuber- 
culosis, industrial  hygiene,  and  accident  pre- 
vention. The  birth  rate  declined  in  1949,  as 
was  to  be  expected,  but  remained  higher  than 
before  and  during  the  war.  The  crude  pro- 
visional death  rate  was  8.1  per  1000  popula- 
tion. The  fact  that  this  has  shown  no  per- 
sistent decline  for  several  years  shows  that 
we  have  reached  an  equilibrium  between  the 
declining  death  rate  from  communicable  dis- 
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ease  and  the  increasing  mortality  from  de- 
generative diseases  and  accidents.  A  decrease 
in  all  major  communicable  diseases  except 
gonorrhea  was  recorded,  and  the  incidence 
of  malaria  and  pertussis  reached  a  new  rec- 
ord low.  Rocky  Mountain  spotted  fever  and 
undulant  fever  have  continued  an  upward 
trend  for  four  years.  The  last  Legislature 
made  appropriations  which  should  wipe  out 
the  long  waiting  lists  of  our  tuberculosis  hos- 
pitals. Our  mass  surveys  showed  2,417  cases 
of  adult  type  infection  in  257,415  project 
films  from  twenty  counties.  Industrial  hy- 
giene units  x-rayed  1,842  employees  in  dusty 
trades,  and  engineering  surveys  of  occupa- 
tional hazards  were  conducted  in  308  plants. 

Sanitary  engineering 

The  Division  of  Sanitary  Engineering  is 
directed  by  Mr.  J.  M.  Jarrett.  Services  are 
rendered  in  environmental  sanitation,  public 
eating  places,  milk,  bedding,  shellfish,  insect 
and  rodent  control,  and  engineering.  Work 
is  under  way  on  investigations  of  industrial 
wastes,  under  the  provisions  of  the  recent 
Federal  Stream  Sanitation  Law.  Under  the 
continued  advisory  and  supervisory  services, 
new  water  and  sewage  treatment  facilities 
have  been  initiated  at  an  estimated  cost  of 
$5,000,000.  Considerable  time  was  devoted  to 
the  promotion  of  sanitary  disposal  of  gar- 
bage and  refuse  and  to  the  eighteen  sanitary 
landfills  now  in  operation  for  such  disposal. 

Much  time  has  been  given  to  special  work 
on  projects  in  cooperation  with  the  Medical 
Care  Commission:  186  plans  for  new  hospi- 
tals were  reviewed ;  349  inspections  were 
made  of  institutions,  a  majority  of  which 
were  hospitals.  Concentrated  efforts  were 
given  to  rural  sanitation  problems  and  in  as- 
sisting local  health  departments,  as  well  as 
those  connected  with  FHA  developments. 
Training  programs  for  local  sanitarians  were 
started,  and  approximately  fifty  local  sani- 
tarians were  trained  during  the  year. 

Laboratory  of  Hygiene 

The  Laboratory  of  Hygiene  Division  is  di- 
rected by  Dr.  John  H.  Hamilton,  and  pro- 
vides the  following  services :  biologies,  mi- 
croscopy, cultures,  serology,  water,  chemis- 
try, and  approved  laboratories.  There  was 
an  increase  in  the  number  of  examinations 
of  all  types  of  specimens,  except  serologic 
tests  for  syphilis.   The   Laboratory  now  is 


equipped  to  perform  complement  fixation 
tests  for  the  rickettsial  diseases  (murine  ty- 
phus, Rocky  Mountain  spotted  fever,  rickett- 
sialpox and  "Q"  fever),  and  for  eastern 
equine  encephalomyelitis  and  lymphocytic 
choriomeningitis.  Chicken  red  cell  agglutin- 
ation inhibition  reactions  for  the  determina- 
tion of  antibodies  to  influenza  will  be  per- 
formed upon  blood  specimens  when  both  acute 
and  convalescent  specimens  are  submitted. 
Beginning  in  July,  1949,  a  cytology  service 
was  added  for  women  examined  in  the  Can- 
cer Clinics,  and  642  were  examined.  More 
children  now  are  protected  against  diph- 
theria, tetanus  and  pertussis  then  formerly, 
and  the  tendency  is  away  from  the  use  of 
monovalent  antigens  and  toward  the  use  of 
multivalent  antigens. 

Oral  hygiene 

The  Division  of  Oral  Hygiene  is  directed 
by  Dr.  Ernest  A.  Branch,  and  is  devoted  to 
oral  health  education,  consultation,  correc- 
tion, and  prevention.  The  division's  slogan 
is  "Prevention  Through  Education."  During 
1949  the  mouths  of  76,706  children  were  in- 
spected, and  dental  corrections  were  made 
for  33,916  underprivileged  children  in  this 
group,  while  the  others  were  referred  to  their 
own  dentists.  The  topical  application  of  so- 
dium fluoride  is  included  in  the  services  ren- 
dered underprivileged  children  at  the  schools, 
and  to  the  others  by  private  dentists  in  their 
offices.  Dr.  Branch  reports  that,  "while  we 
believe  there  is  virtue  in  this  treatment,  it 
should  be  understood  that  this  is  only  one  of 
several  preventive  measures.  We  would  still 
put  the  emphasis  on  regular  visits  to  the 
dentist,  an  adequate  diet,  low  in  sugars  and 
starches,  and  proper  and  regular  brushing  of 
the  teeth." 

Central  administration 

The  Central  Administration  Division,  di- 
rected by  the  State  Health  Officer,  handles 
public  relations,  budget,  personnel,  printing, 
mailing,  coordination  with  other  official  and 
voluntary  agencies  and  central  files.  For 
many  years  now,  the  State  Board  of  Health 
has  been  endeavoring,  through  the  mediums 
of  the  press,  radio,  and  speaking  platform,  to 
justify  the  confidence  which  the  people  re- 
pose in  it  and  in  their  private  physicians, 
dentists,  nurses,  and  hospitals.  The  local 
health  departments  also,  with  the  means  at 
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their  command,  are  building  up  good  public 
relations.  We  stand  ready  to  carry  our  share 
of  the  load  with  organized  medicine  in  efforts 
to  maintain  and  strengthen  public  under- 
standing of,  and  confidence  in,  the  medical 
profession  as  a  means  of  conquering  disease, 
prolonging  human  life,  and  promoting  happi- 
ness. I  add  the  last  goal  because  I  realize,  as 
you  do,  that  sickness  and  happiness  are  in- 
compatible. It  is  not  enough  for  a  worthy 
cause  to  "sell  itself";  it  must  justify  itself 
in  the  eyes  of  those  it  serves,  and  prove  by 
demonstration  that  they  cannot  get  along 
without  it.  Both  curative  medicine  and  pre- 
ventive medicine  are  indispensable,  and  we 
must  continue  our  cooperative  efforts  to 
make  the  public  conscious  of  this  fact.  I 
think  that  the  people  have  good  cause  to  place 
greater  confidence  in  the  medical  profession 
now  than  at  any  time  in  our  history,  and  I 
think  that  they  are  becoming  more  health 
conscious  with  each  passing  year,  and  with 
the  discovery  of  each  new  preventive  and 
curative  agency. 

Needs  for  the  Future 

Public  health  in  North  Carolina,  as  spon- 
sored and  guided  by  the  State  Medical  So- 
ciety (with  six  physicians  on  the  board  of 
nine),  has  served  all  the  people  and  excluded 
no  minority  group.  Inspections,  screenings, 
referrals,  environmental  sanitation,  health 
education,  laboratory  services,  and  immuni- 
zations have  been  for  the  public  and  not  lim- 
ited to  the  indigent.  We  have  provided  coop- 
erative and  supplementary  work,  but  we 
have  kept  out  of  the  field  of  private  prac- 
tice. All  of  us  recognize  that  there  are  jus- 
tifiable areas  for  the  use  of  tax  funds  in 
medical,  hospital  and  health  care,  and  that 
appropriate  services  promote  good  public  re- 
lations for  organized  medicine.  In  addition 
to  controlling  communicable  diseases,  we  are 
directing  efforts  against  maternal  and  in- 
fant mortality  and  morbidity,  against  crip- 
pling, blindness,  deafness,  mental  illness  and 
accidents,  and  toward  a  more  healthful  phy- 
sical and  emotional  environment. 

We  cannot  ignore  the  increasing  toll  of 
degenerative  diseases,  which  now,  together 
with  mental  diseases  and  accidents,  account 
for  far  more  than  half  of  our  deaths.  They 
too  require  a  concerted  attack  by  preventive 
and  curative  medicine,  working  hand  in 
hand.  Every  home  in  our  state  is  threatened 


by  their  ravages.  These  stubborn  and  uncon- 
quered  enemies  will  eventually  yield  to  our 
concerted  attack,  as  we  strive  unselfishly  to 
make  life  better  as  well  as  longer  in  North 
Carolina.  I  have  complete  and  unbounded 
faith  in  the  medical  profession  in  its  en- 
tirety and  in  all  branches  of  it,  and  I  am 
sure  that  we  can  work  out  a  program  in 
this  field  of  non-communicable  diseases  that 
will  be  ethical,  acceptable,  and  effective,  en- 
croaching upon  the  prerogatives  of  none.  In 
so  doing  we  shall  win  the  respect,  coopera- 
tion and  gratitude  of  all  good  citizens  in  this 
state. 

Conclusion 

This  oral  report  to  the  Conjoint  Session 
contains  the  merest  outline  of  the  public 
health  activities  in  North  Carolina,  as  it 
would  be  impractical  to  take  up  your  time 
with  the  details  contained  in  the  more  vol- 
uminous documents  which  have  been  placed 
at  your  disposal.  I  wish  it  were  possible  to 
mention  every  activity  and  to  commend  each 
member  of  the  central  staff  and  of  every  lo- 
cal department,  and  each  unselfish  volunteer 
citizen  who  has  worked  so  faithfully  and  so 
well.  I  am  grateful  to  each  one.  And  to  you, 
fellow  members  of  the  medical  profession,  I 
extend  my  hearty  and  sincere  thanks  for  the 
loyal  support  you  have  given  to  our  joint  pro- 
gram. Let  us  all  together  pledge  our  best 
efforts  to  a  constant  study  of  our  medical 
and  health  problems,  and  to  an  unselfish 
pooling  of  all  our  resources  in  our  ever-con- 
tinuing and  increasing  efforts  against  dis- 
ease, injury  and  death,  and  for  the  promo- 
tion of  abundant  health. 


Experience  comes  to  all.  It  comes  equally  to  rich 
and  poor,  old  and  young,  just  and  unjust.  Yet 
some  learn  from  it  no  more  than  a  reflex  existence, 
the  knowledge  to  eat  and  sleep  and  breed,  to  read 
the  thoughts  of  others  on  the  printed  page  or  live 
the  emotions  of  others  on  the  lighted  screen,  to 
exchange  a  small  assortment  of  hackneyed  phrases 
with  other  robots.  Some  build  up  knowledge  and  be- 
come wise:  they  develop  a  personal  outlook  that 
enriches  others  and  adds  to  the  store  of  their 
time.  The  reason  for  these  differences  lies  not  in 
the  quality  of  the  seed  but  in  that  of  the  soil  on 
which  it  falls.  Impressions  are  fleeting  things. 
They  cannot  live  unless  they  are  welcomed,  studied, 
compared,  classified,  and  grouped.  Experience  can 
be  made  useful  only  by  certain  qualities  of  mind, 
some  given  by  inheritance,  some  by  parental  ex- 
ample, some  by  the  influence  of  teachers  or  writ- 
ers.— Ogilvie,  H.:  The  Use  of  Experience,  British 
M.J.,  no.  4629,  p.  663  (Sept.  24)  1949. 
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TREATMENT  OF  DISCHARGES  FROM 
THE  VAGINA  IN  PRIVATE  PRACTICE 

G.  G.  Passmore,  M.D. 
San  Antonio,  Texas 

The  most  common  and  distressing  com- 
plaint heard  in  the  gynecologist's  office  is 
"vaginal  discharge."  All  too  often  the  only 
answer  has  been,  "Take  a  douche."  Since  a 
douche  never  cured  anything,  and  since  it  is 
seldom  possible  for  a  discharge  to  clear  up 
spontaneously  while  douching  is  being  done, 
the  usual  result  is  that  the  patient  continues 
to  take  a  douche  weekly,  daily,  or  twice  daily 
to  the  age  of  60.  When  a  patient  replies  to 
questioning,  "I  don't  have  any  discharge;  I 
douche  every  morning,"  it  means  she  has  so 
much  discharge  that  she  is  uncomfortable  if 
it  is  not  washed  away.  The  object  of  the 
treatments  outlined  in  this  paper  is  to  re- 
establish a  normal  vagina  that  does  not  re- 
quire douches  for  comfort. 

Secretion  from  the  Normal  Vagina 
There  are  no  secreting  glands  in  the  vagi- 
nal mucosa.  Secretion  found  in  the  vagina 
comes  from  the  upper  genital  tract,  possibly 
with  the  addition  of  small  quantities  leaking 
in  from  the  glands  around  the  introitus.  The 
cervical  glands  provide  a  crystal  clear  mucus, 
the  viscosity  and  quantity  varying  with  the 
menstrual  phase.  Cells  cast  off  from  the  vag- 
inal mucosa  add  to  the  cellular  content  and 
supply  glycogen  which  is  the  basis  for  the 
production  of  acid  by  the  action  of  bacteria 
or  enzymes  or  both. 

It  has  been  difficult  to  determine  the  nor- 
mal condition  of  the  vagina  since  the  amount 
and  composition  of  secretion  vary  widely  in 
normal  individuals  at  different  phases  of  the 
menstrual  cycle.  Rakoff'11  made  examinations 
three  times  weekly  on  women  without  endo- 
crine disturbances  or  pelvic  disease  who  were 
not  douching  or  using  any  contraceptives  or 
vaginal  medications.  He  found  that  in  the 
normal  vagina  there  is  no  lake,  or  puddle  of 
fluid,  but  rather  a  moist  mucous  coating. 
Deep  in  the  posterior  fornix  there  will  usual- 
ly be  some  clean,  white,  odorless  clumps  of 
cellular  debris  and  Doderlein's  bacilli.  I  stress 
the  word  "odorless"  because  normal  vaginal 
secretion  has  no  odor  in  the  vagina.  When 
the  secretion,  even  though  otherwise  normal, 


'    Read  before  the  North  Carolina  Academy  of  General  Practice, 
tDurham,  March  19,  !950. 


is  so  profuse  that  it  come  to  the  outside  and 
is  exposed  to  air,  especially  on  clothing,  it 
spoils  and  develops  an  odor.  Normally,  the 
secretion  varies  in  amount  from  that  neces- 
sary to  keep  the  surface  moist  to  perceptible 
dampness  pre-  and  post-menstrually  and 
usually  at  the  time  of  ovulation. 

The  vaginal  walls  are  most  acid  in  the  an- 
terior fornix,  least  acid  in  the  lower  third; 
in  the  cervical  canal  the  reaction  is  alkaline. 
Excessive  cervical  secretion  reduces  the  vag- 
inal acidity  except  near  the  time  of  ovulation. 
Then  the  greater  estrogen  activity  increases 
acidity  in  spite  of  the  more  profuse  cervical 
secretion.  Thus  the  average  vaginal  pH  is  4.9 
post-menstrually,  4.2  at  mid-cycle,  and  4.7 
pre-menstrually111.  In  this  pH  range  Doder- 
lein's bacilli  predominate,  producing  a  class 
1  or  class  2  vaginal  flora  (Schroeder's  classi- 
fication)121. A  class  3  flora  is  made  up  of 
other  organisms  and  represents  definite  ab- 
normality. A  class  1  flora — that  is,  one  con- 
taining Doderlein's  bacilli  alone — is  found 
only  in  the  completely  clean  vagina. 

The  above  observations  refer  to  the  sex- 
ually mature  vagina.  Before  the  menarche 
and  after  the  cessation  of  estrogen  influence, 
the  secretion  is  very  scanty,  the  reaction  is 
alkaline,  the  flora  is  mixed,  and  pathogens 
grow  readily  if  implanted. 

Types  of  Abnormal  Discharge 
A  discharge  may  be  considered  abnormal 
when  it  is  excessive,  colored,  bad  smelling, 
or  irritating.  The  appearance  of  the  dis- 
charge gives  a  clue  to  the  etiology,  and  there- 
fore to  the  line  of  treatment  most  likely  to 
be  successful.  The  laboratory  can  rarely  give 
much  help  in  diagnosis,  although  of  course 
it  is  necessary  to  confirm  or  rule  out  the 
presence  of  specific  infections,  such  as  vene- 
real diseases  or  tuberculosis.  These  infections 
are  rarely  seen  in  private  practice,  but  they 
must  not  be  missed  or  neglected  because  of 
their  rarity.  The  discharges  seen  most  com- 
monly are  the  purulent  discharge,  the  thin, 
grey  discharge  associated  with  excoriation  of 
the  mucosa;  white  lumps  with  excoriation; 
and  the  blood  streaked  or  chocolate  colored 
discharge. 

Purulent  discharges 

The  purulent  discharge  varies  in  color 
from  creamy  yellow  to  a  grey-green,  and  may 
be  very  thick  or  almost  watery.  It  is  usually 
profuse  and  accompanied  by  a  burning  sensa- 
tion. This  discharge  contains  a  mixture  of 
streptococci,    staphylococci,    and    frequently 
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colon  bacilli.  It  is  seen  in  non-specific  infec- 
tions and  in  gonorrhea,  especially  after  the 
acute  stage  is  passed.  The  presence  of  trich- 
omonal  and  yeast  infections  may  be  obscured 
by  the  violent  inflammation  produced  by 
these  so-called  non-specific  infections.  The 
basis  may  also  be  a  senile  mucosa  which  has 
been  invaded  by  any  of  the  pathogens. 
Chronic  cystic  cervicitis  may  produce  a  pro- 
fuse purulent  discharge  that  fills  the  vagina. 
Chronic  salpingitis  gives  an  intermittent, 
watery,  purulent  discharge  as  a  hydro-  or 
pyo-salpinx  drains  through  the  uterus'3'. 
Though  this  is  hard  to  demonstrate,  it  occurs 
in  rare  cases. 

The  purulent  discharges  respond  well  and 
promptly  to  the  acid  creams  with  a  sulfona- 
mide incorporated  for  its  bactericidal  ac- 
tion1-' ;  Triple  Sulfa  cream  gives  satisfactory 
dispersion  and  prolonged  contact,  which  is 
essential.  On  the  initial  examination,  the 
vagina  is  gently  sponged  with  large  fluffy 
cotton  applicators,  and  painted  with  a  1  per 
cent  aqueous  solution  of  Bismuth  Violet.  This 
medicament  gives  almost  immediate  relief 
from  irritation,  is  bacteriostatic,  and  de- 
stroys yeast  and  Trichomonas  on  contact. 
The  Bismuth  Violet  is  preferred  over  gentian 
violet,  which  causes  a  bad  reaction  in  some 
cases.  The  patient  is  then  told  to  inject  the 
Triple  Sulfa  cream  each  night  until  the  next 
period  and  for  one  week  afterward,  and  then 
to  return  for  examination  two  or  three  days 
after  treatment  is  stopped.  No  demonstrable 
sulfonamide  blood  level  is  obtained  from  the 
use  of  the  cream  in  this  manner'41.  Relief  is 
prompt  in  most  cases,  but  the  patient  is  ad- 
vised to  return  one  week  from  the  begin- 
ning of  treatment  if  she  is  not  relieved. 

At  the  second  visit  the  cervix  is  examined 
carefully  for  persistent  purulent  discharge, 
and  any  remaining  erosion  is  cauterized 
lightly.  Many  erosions  seen  at  the  first  visit 
will  have  healed  completely  without  further 
treatment.  In  an  occasional  case,  more  radi- 
cal cauterization,  conization,  or  amputation 
of  the  cervix  may  be  necessary.  Several  office 
treatments,  careful  attention  to  endocrine  ab- 
normality, and  two  or  three  months'  inter- 
mittent use  of  a  sulfonamide  cream  will  often 
save  a  badly  eroded  cervix,  however. 

It  is  not  rare  to  find  a  mild  or  severe  pelvic 
cellulitis  or  salpingitis  associated  with  the 
non-specific  vaginitis'-"".  In  these  cases,  sys- 
temic treatment  with  penicillin  and  sulfona- 


mide is  given,  and  is  repeated  before  any 
cervical  surgery. 

Thin,  grey  discharges 

The  thin,  grey,  foamy  discharge  associated 
with  excoriation  of  the  labia  and  vagina, 
strawberry  spots  on  the  cervix,  and  intense 
itching  almost  always  means  trichomoniasis. 
Trichomonas  is  associated  with  a  mixed  bac- 
terial flora,  but  not  necessarily  with  a  puru- 
lent discharge.  One  or  two  paintings  with 
Bismuth  Violet  and  the  use  of  an  acid  jelly, 
such  as  Aci-Jel,  to  help  re-establish  the  nor- 
mal pK  and  flora,  will  give  prompt  relief. 
Since  Trichomonas  will  not  flourish  in  a  nor- 
mal vagina,  however,  we  know  something 
was  wrong  before  the  trichomoniasis  began. 

The  normal  low  pK  of  the  vagina  is  main- 
tained by  the  conversion  of  glycogen  to  lactic 
acid.  According  to  Rakoff  and  others,  the 
glycogen  content  of  the  vaginal  cells  varies 
with  estrogen  levels.  In  my  opinion  it  varies 
also  with  thyroid  activity,  either  as  the  result 
of  a  metabolic  process  or  as  the  result  of 
lowered  ovarian  activity.  I  believe  that  the 
presence  of  Trichomonas  in  the  vagina  is 
indicative  of  cluneal  hypothyroidism.  The 
administration  of  thyroid — and  it  must  be 
fresh,  odorless,  and  kept  under  refrigeration 
to  be  effective — ,  combined  at  first  with 
small  doses  of  oral  estrin,  will  get  results  in 
otherwise  intractable  Trichomonas  infesta- 
tions. 

The  Aci-Jel  is  used  for  one  week  after  each 
of  the  three  menstrual  periods  following 
apparent  cure.  The  trichomoniasis  often  re- 
curs when  the  thyroid  is  stopped,  and  recur- 
rences can  frequently  be  prevented  by  con- 
tinuing the  thyroid  medication.  The  necessity 
of  clearing  the  urinary  tract  of  Trichomonas 
has  been  repeatedly  stressed"3',  and  I  believe 
that  it  is  helpful  to  reduce  the  number  of 
these  organisms  in  the  bowel  also"'1.  For  this 
purpose  a  course  of  Carbarsone — one  tablet 
four  times  daily  for  five  days — is  given.  It 
is  possible  that  a  more  prolonged  treatment 
with  Diodoquin  would  be  equally  or  more 
effective. 

The  husband's  prostate  has  been  men- 
tioned as  a  source  of  reinfection,  and  in  some 
cases  it  may  be.  However,  if  the  patient's 
endocrine  balance  and  vaginal  health  is  main- 
tained, without  resistance-destroying 
douches,  the  Trichomonas  will  not  grow  and 
clinical  infestations  does  not  occur.  I  know 
of  no  rational  method  of  removing  the  trich- 
omonas from  a  man's  prostate. 
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It  is  interesting  to  note  that  many  original 
infections  and  recurrences  follow  a  long  trip 
by  automobile  or  train.  I  do  not  know 
whether  they  come  from  contaminated  toilets 
— a  possibility  which  seems  unlikely — or  are 
due  to  the  long  periods  of  sitting,  which  are 
never  good  for  any  woman. 

As  prophylaxis,  our  patients  are  warned 
against  douching,  tub-bathing  (since  bath 
water  will  run  into  the  vagina  of  most  mul- 
tiparas), and  fecal  contamination  of  the 
vagina. 

The  cervix  is  not  invaded  by  Trichomo- 
nas'71. However,  a  chronic  cervicitis  with  its 
profuse  alkaline  secretion  may  so  reduce  the 
vaginal  acidity  that  trichomoniasis  is  hard 
to  cure  and  recurrence  is  common  until  the 
cervix  is  healed.  I  have  one  patient  with 
chronic  cervicitis  whose  vaginal  secretions 
are  alkaline  in  reaction  within  two  hours 
after  5  cc.  of  Aci-Jel  has  been  instilled.  It  will 
obviously  be  impossible  to  stop  the  growth  of 
Trichomonas  until  the  excessive  cervical  se- 
cretion can  be  checked. 

Watery  discharges  containing  white  lumps 

Severe  yeast  infections  are  characterized 
by  excoriated,  red,  and  weeping  labia  having 
the  general  appearance  of  a  moist  eczema ; 
by  a  vaginal  secretion  consisting  of  white 
lumps  usually  mixed  with  a  thin,  watery  dis- 
charge, serous  in  nature;  and  by  white 
plaques  firmly  adherent  to  the  mucous  mem- 
brane of  the  labia,  vagina,  and  cervix.  This 
condition  is  seen  most  commonly  during 
middle  and  late  pregnancies  and  after  the 
menopause,  although  occasionally  a  severe 
case  will  show  up  in  a  non-pregnant  patient 
of  child-bearing  age.  The  yeast  grows  in  an 
acid  vagina"",  but  cures  with  Aci-Jel  have 
been  reported'51. 

Since  estrogenic  activity  and  the  glycogen 
content  of  the  vaginal  cells  are  both  high  in 
pregnancy  and  low  after  the  menopause,  it 
is  apparent  that  resistance  to  the  growth  of 
yeast  is  not  dependent  on  endocrine  function. 
Glycosuria  certainly  predisposes  to  the 
growth  of  yeast  and  makes  it  more  difficult 
to  control.  A  urine  specimen  collected  about 
two  hours  after  a  high  carbohydrate  meal 
should  be  examined  for  sugar.  In  some  cases 
the  customary  morning  specimen  may  not 
contain  sugar.  Yeast  may  be  seen  accompany- 
ing Trichomonas,  and  it  is  almost  always  as- 
sociated with  a  mixed  bacterial  flora  and 
considerable  bacterial  invasion. 

During  pregnancy  the  yeast  is  very  diffi- 


cult to  eradicate  completely.  However,  most 
patients  can  be  kept  symptom  free  by  re- 
peated treatments.  Postpartum  examinations 
have  failed  to  show  clinical  evidence  of  yeast 
infections  even  in  cases  which  were  not  well 
controlled  before  delivery. 

Yeast  infection  in  the  mother  is  frequently 
blamed  for  thrush  in  the  baby"".  I  custom- 
arily warn  the  pediatrician  to  look  for  thrush 
in  every  baby  whose  mother  has  had  any 
evidence  of  yeast  infection,  and  the  pediatri- 
cians phone  me  when  they  find  a  baby  with 
thrush.  So  far  we  have  been  unable  to  corre- 
late the  two  conditions. 

Treatment  of  the  yeast  infection  is  begun 
by  painting  the  labia  and  irritated  vagina 
every  two  or  three  days  with  Bismuth  Violet 
until  the  irritation  and  inflammation  have 
subsided.  Propion  Gel  is  then  prescribed  to 
be  used  twice  daily  for  three  weeks.  In  the 
cases  which  show  considerable  bacterial  in- 
fection Triple  Sulfa  Cream  may  be  used  for 
one  week  before  the  Propion  Gel  is  begun. 
Some  investigators'41  have  reported  cases  of 
yeast  infection  cured  with  the  Triple  Sulfa 
Cream  alone,  and  this  agent  usually  results 
in  prompt  improvement.  However,  I  believe 
that  the  yeast  persists  in  most  cases  unless 
further  treatment  is  undertaken. 

Most  cases  will  respond  to  this  method  of 
treatment,  and  recurrences  and  reinfections 
can  be  promptly  controlled  by  the  Propion 
begun  at  the  first  sign  of  any  irritation. 
The  Propion  Gel  makes  use  of  the  protective 
qualities  of  the  sweat  acids.  I  have  been  told 
that  Desenex,  the  undecylenic  acid  ointment 
developed  by  the  Navy  for  athlete's  foot  dur- 
ing the  war  may  also  be  used  in  the  treatment 
of  vaginal  infections  with  good  results.  If  it 
is  used  for  this  purpose,  it  should  be  diluted. 

In  some  resistant  cases  it  is  necessary  to 
refer  the  patient  to  a  dermatologist  for  roent- 
gen therapy  to  the  skin  of  the  vulva.  In  the 
postmenopausal  cases  small  oral  doses  of  es- 
trogen are  customarily  prescribed  for  a 
short  time,  or  Dienestrol  Cream  is  prescribed 
after  the  Propion  Gel  to  thicken  the  mucous 
membrane.  Certainly  a  part  of  the  redness, 
inflammation,  and  discomfort  accompanying 
yeast  infection  is  allergic  in  nature.  Three 
of  my  patients  who  have  failed  to  respond 
to  other  methods  of  treatment  have  obtained 
gcod  symptomatic  relief  from  the  use  of 
Pyribenzamine  Cream  applied  to  the  labia 
two  or  three  times  a  day,  and  again  when 
they  wake  at  night  with  the  intense  burning 
that  robs  them  of  sleep. 


490 


NORTH   CAROLINA   MEDICAL  JOURNAL 


September,   1950 


Douches  are  never  used  in  the  treatment 
of  yeast  infections'41,  since  the  macerative 
effect  on  the  tissues  is  likely  to  be  extreme. 
For  the  same  reason,  extensive  washing  with 
soap  and  water  must  be  avoided.  The  patient 
is  told  to  use  antiseptic  baby  oil  and  cotton 
for  cleansing. 

Blood  streaked  and  bloody  discharges 

A  discussion  of  the  blood  streaked  and 
bloody  discharges  would  cover  the  whole 
range  of  gynecology,  and  is  obviously  im- 
possible in  this  paper.  A  few  of  the  more 
common  causes  will  be  outlined. 

Cervical  erosions  and  polyps  will  cause 
spotting  or  blood  streaked  mucous  discharge 
after  intercourse  or  douching.  Polyps  and 
both  benign  and  malignant  tumors  of  the 
body  of  the  uterus  are  often  responsible  for 
intermittent  discharges  streaked  with  bright 
or  dark  blood.  In  the  absence  of  visible  le- 
sions, cytologic  smear  examinations  may  be 
of  value  in  the  diagnosis  of  these  conditions. 

Early  tubal  pregnancy  or  threatened  mis- 
carriage may  be  characterized  by  scanty, 
brown  discharge  if  the  bleeding  is  slow. 

Endocrine  disturbances,  particularly  hypo- 
thyroid, states,  and  persistent  follicles  in 
cystic  ovaries  frequently  cause  the  develop- 
ment of  hyperplastic  endometrium  which 
may  shed  irregularly,  producing  intermittent 
spotting.  These  patients  may  be  treated  by 
correcting  the  hypothyroidism,  or  by  pre- 
venting ovulation  with  large  cyclic  doses  of 
estrogen  or  the  cyclic  administration  of  estro- 
gen and  progesterone.  Frequently  two  to 
three  months'  administration  of  adequate 
closes  of  fresh  thyroid  is  necessary  to  obtain 
the  desired  results.  Novak18'  mentioned  one 
case  in  which  a  daily  dose  of  20  grains  of 
thyroid  extract  (possibly  stale)  was  neces- 
sary to  keep  the  bleeding  under  control. 

Another  cause  for  irregular  spotting  which 
is  becoming  more  common  lately  is  the  ad- 
ministration of  estrogens,  particularly  in  the 
so-called  premenopausal  woman  who  goes  to 
her  doctor  for  a  "shot"  whenever  she  feels 
nervous.  With  the  more  potent  estrogens  now 
available,  postmenopausal  bleeding  from  ad- 
ministration of  these  drugs  is  also  becoming 
more  frequent.  Last  month  I  saw  a  patient 
in  her  middle  sixties  who  was  desperately 
afraid  she  had  cancer.  Her  irregular  spotting 
was  due  to  estrogen  which  was  being  given 
to  control  her  nervousness.  She  had  not  had 
a  menstrual  period  in  almost  fifteen  years. 
Obviously  this  is  an  example  of  unwise  use 
of  an  extremely  potent  drug. 


Summary 

I  want  to  stress  again  the  following  facts : 
(1)  douches  frequently  cause  discharges, 
rarely  cure  them ;  (2)  the  patient's  endocrine 
condition  is  intimately  associated  with  the 
resistance  of  the  vagina  to  disease;  and  (3) 
the  appearance  of  the  discharge  usually 
serves  to  identify  the  causative  agent  and 
point  to  the  treatment  that  will  be  effective. 
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THE  INCIDENCE  OF  CERVICAL 

DISEASES  SEEN  IN  PRIVATE 

PRACTICE,  AND  THE  RESULTS 

OF  TREATMENT 

L.  C.  Ogburn,  M.D. 
Winston-Salem 

Most  of  us  believe  that  every  woman  should 
have  a  complete  physical  examination  at 
least  once  a  year,  and  that  one  of  the  areas 
requiring  special  attention  is  the  uterine  cer- 
vix. Ideally,  the  cervix  should  have  the  bene- 
fit of  a  careful  visual  inspection  after  being 
stained  with  Gram's  iodine  solution,  and  mul- 
tiple biopsy  specimens  should  be  removed 
from  any  abnormal  area.  The  vaginal  secre- 
tions should  also  be  studied  by  the  Papani- 
colaou method.  This  ideal  is  seldom  attained 
even  now,  and  in  the  years  past  our  proce- 
dures were  even  further  removed  from  the 
ideal. 

In  an  effort  to  evaluate  the  results 
achieved  in  the  treatment  of  cervical  dis- 
eases in  my  private  practice,  I  have  studied 
the  records  of  4958  patients  seen  from  July  1, 
1936,  through  December  31,  1949  (table  1). 
The  patients  seen  during  my  four  years  of 
military  service  are  not  included  in  this 
number. 

Miscellaneous  Rare  Conditions 

Chancre,  tuberculosis,  and  tumors  are  con- 
ditions mentioned  frequently  as  affecting  the 
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Table  1 
Cervical  Diseases  Seen  In  Private  Practice 


Total  number  of  patients 

4958 

Number  of  abnormal  cervices 

2540 

Diagnoses* 

Congenital  abnormality 

1 

Verruca  acuminata 

3 

Anterior-posterior   adhesion 

6 

Cai-cinoma 

9 

Polyp 

64 

Endocervicitis 

112 

Stenosis 

129 

Cystic  degeneration 

282 

Healed  lacerations 

382 

Erosion 

1859 

cervix.  Except  for  polyps  and  carcinomas, 
none  of  these  conditions  were  seen  in  this 
series  of  nearly  5000  patients. 

The  one  congenital  anomaly  was  a  double 
cervix  which  was  part  of  two  completely 
separate  genital  systems  composed  of  a  dou- 
ble vagina,  cervix,  and  uterus.  After  resec- 
tion of  the  vaginal  septum,  this  patient  had 
two  uncomplicated  pregnancies  and  deliv- 
eries. 

Verruca  acuminata  of  the  portio  vaginalis 
was  seen  in  3  patients,  all  of  whom  had  ver- 
rucae  of  other  parts  of  the  genitalia.  All  re- 
sponded satisfactorily  to  therapy  with  podo- 
phyllin. 

Anterior-posterior  adhesions  of  the  cervi- 
cal lips  were  of  sufficient  extent  to  be  impor- 
tant in  6  cases.  Five  were  separated  without 
difficulty  in  the  office  by  the  use  of  scissors, 
but  one  patient  required  hospitalization  and 
general  anesthesia.  Healing  was  prompt  and 
without  complications  in  all  cases. 

Relatively  Common  Benign  Conditions 
Cervical  polyp  was  present  in  64  cases. 
In  each  instance  the  polyp  was  removed  as 
an  office  procedure,  and  its  base  cauterized. 
Healing  occurred  without  complications  in 
all  cases,  and  all  of  the  polyps  were  found  by 
pathologic  examination  to  be  benign. 

Endocervicitis  was  noted  in  112  cases.  In 
the  acute  and  subacute  stages  it  was  easily 
controlled  by  hot  douches,  together  with 
sulfonamide  drugs  or  penicillin.  Chronic  en- 
docervicitis was  more  difficult  to  eradicate, 
but  hot  douches  plus  endocervical  cauteriza- 
tion have  proven  effective  in  all  cases. 

Stenosis  was  considered  to  be  present  when 
a  number  10  French  sound  could  not  be 
passed  easily.  Of  129  patients  with  this  Con- 
vince multiple  diagnoses  were  made  in  many  patients,  the 
total  number  of  diagnoses  is  greater  than  the  number  of 
patients  affected. 


dition,  119  were  cared  for  by  gradual  dilata- 
tion performed  in  the  office  without  anesthe- 
sia. Ten  patients  required  hospitalization  and 
general  anesthesia  for  successful  dilatation. 
Only  one  of  these  ten  has  been  hospitalized 
since  1941. 

Cystic  degeneration,  characterized  by  one 
or  many  cysts,  was  the  most  prominent  cervi- 
cal disease  in  282  patients.  These  cases  were 
treated  by  puncturing  the  cysts  with  a  sharp- 
pointed  knife  or  with  the  nasal-tip  cautery. 
All  responded  satisfactorily,  and  there  were 
no  complications. 

Healed  lacerations  varying  from  minimal 
unilateral  lacerations  to  extensive  and  mul- 
tiple ones  were  present  in  383  patients  in 
this  series.  Since  it  was  not  felt  that  any  of 
these  was  an  actual  or  potential  source  of 
trouble,  no  treatment  was  advised. 

Cervical  Erosion 
Cervical  erosion  was  diagnosed  in  1895 
cases.  Two  hundred  and  twenty-seven,  or  ap- 
proximately 12  per  cent  of  these  erosions 
were  seen  in  postpartum  patients,  and  88 
per  cent  were  seen  in  gynecologic  patients, 
whose  average  age  was  33  years.  The  num- 
ber of  cases  seen  in  each  year,  and  the  num- 
ber and  percentage  treated  and  not  treated 
are  shown  in  table  2.  Practically  all  of  the 
badly  diseased  cervices  were  treated,  while 
the  untreated  group  is  composed  mostly  of 
patients  with  small,  superficial,  and  asymp- 
tomatic lesions.  Of  the  1316  patients  who 
were  treated,  969  were  recorded  as  "healed." 


Table 

2 

Cervical  Erosion 

Number 

Not 

Cases 

Treated 

Treated 

Year 

Diagnosed 

No.    P 

er  Cent 

No 

Pe 

Cent 

1936 

19 

12 

63 

7 

37 

1937 

113 

77 

68 

36 

32 

1938 

171 

114 

67 

57 

33 

1939 

209 

123 

59 

86 

41 

1940 

214 

162 

76 

52 

24 

1941 

262 

173 

66 

89 

34 

1942 

150 

75 

50 

75 

50 

1946 

190 

153 

81 

37 

19 

1947 

230 

174 

76 

56 

24 

1948 

159 

118 

74 

41 

26 

1949 

178 

135 

76 

43 

24 

Total 


1895 


1316 


69 


579 


31 


The  fluctuation  in  the  percentage  of  cases 
treated  is  interesting.  The  drop  from  76  per 
cent  in  1940  to  50  per  cent  in  1942  can  be 
attributed  to  the  social  and  economic  upheav- 
al incident  to  military  mobilization  and  our 
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entry  into  the  war.  The  higher  percentage 
treated  during  the  four  years  since  the  war 
probably  reflects  an  increased  appreciation 
of  the  importance  of  treating  such  condi- 
tions. 

Table  3 
Methods  Used  In  the  Treatment  of  Cervical  Erosion 
Silver 


Year 

Cauterv 

Nit 

rate 

Douches 

Surgery 

No 

% 

No. 

% 

No. 

% 

No.  % 

1936 

8 

57 

2 

14 

4 

29 

0   0 

1937 

51 

53 

28 

29 

13 

14 

3   4 

1938 

89 

58 

49 

33 

12 

7 

2   2 

1939 

97 

57 

66 

40 

3 

2 

1   1 

1940 

121 

57 

88 

40 

4 

2 

1   1 

1941 

161 

88 

16 

9 

5 

3 

0   0 

1942 

57 

74 

11 

13 

11 

13 

0   0 

1946 

133 

87 

9 

6 

9 

6 

1   1 

1947 

171 

93 

7 

4 

3 

2 

1   1 

1948 

118 

100 

0 

0 

0 

,  0 

0   0 

1949 

133 

97 

Q 
O 

2 

0 

0 

1   1 

Table  4 

Methods  of  Treatment  Used  In  the  969  Cases  In 
Which  the  Erosion  Was  Healed 

Percentage  of  Cases  Treated  by 


Year 

Cautery 

Silver  Nitrate  1 

touches 

burg 

1937 

92 

0 

0 

8 

1938 

94 

0 

0 

6 

1939 

84 

15 

0 

1 

1940 

90 

8 

1 

1 

1941 

97 

3 

0 

0 

1942 

100 

0 

0 

0 

1946 

99 

0 

0 

1 

1947 

97 

1 

1 

1 

1948 

100 

0 

0 

0 

1949 

99 

0 

0 

1 

As  is  shown  in  table  3,  cautery  treatments 
have  been  used  with  increasing  frequency, 
the  percentage  of  cases  so  treated  rising  from 
57  per  cent  in  1936  to  97  per  cent  in  1949. 
Comparison  of  tables  3  and  4  will  explain 
this  increasing  preference  for  the  cautery. 
In  the  earlier  years,  an  appreciable  number 
of  patients  were  treated  with  silver  nitrate 
or  douches,  but  few  of  these  were  recorded 
as  healed.  Another  factor,  which  is  not  shown 
in  the  tables,  is  that  almost  all  of  the  pa- 
tients treated  with  silver  nitrate  or  douches 
had  only  small,  superficial  erosions.  Even 
in  those  cases,  the  treatments  were  relatively 
ineffective. 

Although  the  percentage  of  cases  subjected 
to  surgery  has  always  been  low,  the  inci- 
dence has  tended  to  decline.  Since  amputa- 
tion or  repair  has  been  used  only  in  the  pa- 
tients with  severe  lacerations  and  erosions, 
it  is  obvious  that  fewer  of  these  cases  are 
being  seen  in  recent  years,  or,  as  is  more 
probable,  that  the  use  of  the  cautery  is  being 


extended  to  include  cases  formerly  subjected 
to  operation. 

There  were  few  complications  of  treat- 
ment, and  all  of  these  occurred  in  the  1139 
patients  treated  by  cauterization.  Eleven  pa- 
tients returned  to  the  office  because  of  bleed- 
ing, which  was  effectively  controlled  in  each 
case  by  cauterization  of  the  bleeding  point. 
There  were  no  recognizable  infections,  and 
no  case  of  post-cautery  stenosis  has  been 
seen. 

It  is  felt  that  the  good  results  obtained 
with  cauterization,  and  the  low  incidence  of 
complications  are  due  to  several  factors.  The 
procedure  was  carried  out  preferably  dur- 
ing the  first  half  of  the  menstrual  cycle,  and 
the  endocervix  was  avoided.  Each  patient 
received  an  average  of  three  cauterizations, 
and  six  to  eight  weeks  were  allowed  for  heal- 
ing between  treatments.  Total  but  superficial 
cauterization  was  preferred  to  linear  and 
deep  cauterizing. 

In  only  3  cases  did  the  erosions  fail  to  heal 
following  cauterization,  and  all  three  were 
eventually  subjected  to  surgery.  In  two  of 
these,  cervical  amputation  was  done,  with 
satisfactory  results.  The  microscopic  exami- 
nation disclosed  chronic  cervicitis  in  each 
case.  In  the  third  case  failure  of  healing  was 
due  to  adenocarcinoma. 

Carcinoma 

Carcinoma  was  recognized  clinically  and 
proven  by  biopsy  in  9  cases.  Although  many 
biopsies  of  cercival  erosions  were  done,  not 
one  was  reported  positive  for  carcinoma  in 
which  a  clinical  diagnosis  of  malignancy 
had  not  already  been  made.  One  of  the  pa- 
tients with  carcinoma  refused  treatment  lo- 
cally, but  was  treated  and  "cured"  by  a  quack 
who  practiced  for  years  within  twelve  miles 
of  our  state  capital.  This  patient  died  just 
fifty-one  weeks  after  she  was  first  examined. 

One  of  the  carcinomas  was  cauterized 
after  two  biopsies  had  been  reported  nega- 
tive. When  it  failed  to  heal,  a  total  abdominal 
hysterectomy  and  bilateral  salpingo-oopho- 
rectomy  were  done.  Pathologic  examination 
revealed  adenocarcinoma  of  the  cervix. 
Roentgen  therapy  was  given  postoperatively, 
and  there  has  been  no  evidence  of  a  recur- 
rence three  and  one-half  years  after  the  op- 
eration. 

The  other  7  patients  with  carcinoma  were 
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treated  by  roentgen  or  radium  therapy,  or 
both.  Four  of  these  are  known  to  be  alive 
and  well  from  two  to  eight  years  after  treat- 
ment. The  other  three  were  referred  to  var- 
ious radiologists  for  treatment,  and  I  can 
find  no  further  record  of  them. 

Biopsy  of  the  cervix  was  not  done  rou- 
tinely in  this  series.  Lock  and  Caldwell'1',  in 
1949,  reported  that  routine  biopsy  of  the 
cervix  in  1693  patients  with  cervical  disease 
which  was  believed  to  be  non-malignant  dis- 
closed 29  unsuspected  carcinomas — an  inci- 
dence of  1.7  per  cent.  Pund  and  Auerbach'2', 
in  1946,  reported  finding  carcinoma  in  situ 
in  3.9  per  cent  of  1,200  clinically  benign  cer- 
vices examined  after  total  hysterectomy. 
Younge,  Hertig,  and  Armstrong131,  in  1939, 
reported  the  incidence  of  carcinoma  in  situ 
discovered  by  routine  biopsy  as  1.2  per  cent. 
When  the  average  of  these  three  figures  (2.3 
per  cent)  is  multiplied  by  the  total  number 
of  abnormal  cervices  in  the  present  series 
(2540),  one  is  led  to  believe  that  58  cervical 
carcinomas  should  have  been  present.  Meigs'4' 
gave  the  incidence  of  invasive  cancer  of  the 
cervix  in  a  general  hospital  as  1.6  per  cent, 
regardless  of  whether  clinical  evidence  of 
cervical  disease  was  present.  When  this  per- 
centage is  applied  to  the  total  number  of 
patients  in  the  present  series  (4958),  it 
would  seem  that  79  carcinomas  should  have 
been  expected. 

Because  only  9  carcinomas  were  diagnosed, 
an  attempt  was  made  to  learn  whether  any 
cases  of  malignant  disease  had  been  missed. 
From  each  of  the  five  hospitals  and  clinics 
in  the  county  where  cervical  carcinoma 
could  be  treated,  a  list  was  secured  of  all 
patients  treated  for  this  condition  during 
the  period  of  this  study.  A  total  of  501  names 
was  secured,  and  among  them  were  those  of 
2  patients  who  had  been  examined  in  this 
series,  and  who  were  not  among  the  9  cases 
of  carcinoma  reported  above.  A  brief  case 
history  of  each  follows : 

Mrs.  E.  S.  was  first  seen  in  February,  1941,  at 
the  age  of  43.  The  diagnosis  of  cervical  erosion  was 
made  and  the  cervix  was  cauterized  in  four  stages 
with  prompt  healing.  Five  and  one-half  years  later, 
a  conization  was  done  for  endocervicitis,  and  micro- 
scopic examination  of  the  cone  revealed  an  unsus- 
pected carcinoma.  She  was  promptly  treated  by  ra- 
dium and  roentgen  therapy,  and  has  been  well  for 
three  and  one-half  years.  Did  this  patient  have,  in 
1941,  a  carcinoma  which  was  not  clinically  discern- 
able  in  1946? 

Mrs.  P.  H.  was  first  seen  in  May,  1939,  at  the  age 
of    39.     Bilateral    lacerations    of    the    cervix,    with 


moderate  erosion  and  cystic  degeneration,  were  pres- 
ent. Domestic  and  emotional  difficulties  prevented 
local  treatment  at  that  time.  In  April,  1947 — eight 
years  later — a  diagnosis  of  cervical  carcinoma  was 
made,  and  treatment  instituted.  To  date  there  has 
been  no  evidence  of  recurrence. 

When  these  2  cases  are  added  to  the  9  di- 
agnosed, a  total  of  11  cases  of  carcinoma  can 
be  accounted  for  in  a  series  expected  to 
contain  between  58  and  79  cases.  Possible 
explanations  for  the  failure  to  uncover  more 
cases  of  cancer  are  as  follows : 

1.  Since  the  average  age  of  the  patients 
in  this  series  was  only  33  years,  the  incidence 
of  cancer  would  be  expected  to  be  lower  than 
the  average. 

2.  Some  patients  moved  away  and  were 
treated  elsewhere,  or  changed  their  names 
by  marriage  and  could  not  be  followed. 

3.  Cauterization,  especially  since  it  was 
not  done  in  linear  fashion  but  was  total,  de- 
stroyed in  toto  some  of  the  early  carcinomas. 
Younge,  Hertig,  and  Armstrong'31  have  re- 
ported 43  cases  of  carcinoma  in  situ  which 
were  treated  by  cauterization ;  29,  or  70  per 
cent,  were  cured.  These  authors  maintained 
that  the  14  cases  not  cured  were  not  put 
in  jeopardy  by  the  two  or  three  months'  de- 
lay before  hysterectomy  or  radium  therapy. 
However,  they  emphasize — and  that  empha- 
sis is  hereby  endorsed — that  cauterization  is 
not  the  proper  or  usual  treatment  for  any 
type  of  cervical  carcinoma.  Their  experience 
is  cited  merely  to  show  that  cauterization 
may  account  for  some  of  the  cases  of  carci- 
noma which  did  not  become  manifest  in  this 
series. 

The  vaginal  smear  as  an  aid  in  diagnosis 
has  been  popularized  and  made  available  only 
in  the  past  few  years.  Its  use  in  this  series 
has  been  so  recent  and  so  limited  that  no 
valid  conclusions  can  be  drawn  on  this  sub- 
ject. 

Summary  and  Conclusions 

1.  Experiences  with  2540  cases  of  cervical 
abnormalities  seen  in  4958  patients  are  re- 
ported. 

2.  Major  surgical  procedures  are  seldom 
indicated  for  diseases  of  the  cervix,  and  they 
have  been  employed  less  and  less  frequently. 

3.  Office  cauterization  has  proven  highly 
effective  in  the  treatment  of  cervical  ero- 
sion, and  has  been  associated  with  a  low  in- 
cidence of  complications. 

4.  Carcinoma  was  seen  much  less  frequent- 
ly than  would  be  expected,  only  11  cases  being 
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included  in  this  series.  Only  one  death  is 
known  to  have  occurred  from  this  condition, 
and  that  was  in  a  patient  who  refused  treat- 
ment. Seven  patients  are  known  to  be  alive 
and  well  from  two  to  eight  years  after  treat- 
ment. Contact  with  3  of  the  earliest  cases 
was  lost  immediately  after  the  diagnosis  was 
made. 
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The  use  of  genital  smears  as  an  aid  in 
the  diagnosis  of  uterine  malignancy  is  being 
accepted  by  clinicians  and  pathologists.  This 
acceptance  has  been  based  primarily,  per- 
haps, upon  the  low  percentage  of  error  in 
the  detection  of  squamous  celled  carcinoma 
of  the  cervix  and  the  intra-epithelial  lesion. 
Smear  preparations  are  far  less  accurate  in 
the  diagnosis  of  adenocarcinoma  of  the 
uterus  than  in  the  detection  of  the  squamous 
celled  cervical  cancer. 

The  present  paper  is  based  on  our  studies 
on  adenocarcinoma  of  the  uterus — the  phase 
of  our  work  in  which  we  have  obtained  the 
least  satisfactory  results. 

Methods  and  Materials 

Our  methods  of  making  and  staining  the 

smears  are  essentially  those  of  Papanicolaou 

and    Traut'1',     with   slight    modifications'2'. 

We  use  the  cytologic  classification  suggested 
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by  Papanicolaou'3'  and  Papanicolaou  and 
Traut'1',  with  additional  sub-types  proposed 
by  us'2-4'.  The  types  are  identified  as  follows: 

Type  I      Essentially   normal  cytology. 

Type  II     Abnormal  or  atypical  cytology. 

Type  III  Intra-epithelial  carcinoma  of  the  cervix; 
also,  questionable  intra-epithelial  carci- 
noma  or   malignancy. 

Type  IV    Cells    thought    to    be    malignant;    few- 
present. 

Type   V     Cells    thought   to    be   malignant;    many 
present. 

An  attempt  is  made  to  obtain  smears  on 
all  new  patients  who  come  to  the  obstetric 
and  gynecologic  clinics,  and  on  all  return 
patients  over  30  years  of  age. 

Both  vaginal  and  cervical  smears  are 
made  routinely  in  our  studies.  In  postmeno- 
pausal patients  with  persistent  uterine 
bleeding,  an  endocervical  or  endometrial 
smear  is  made  according  to  the  advice  of 
Papanicolaou  and  Marchetti'3'.  The  aspira- 
tion technique  employing  a  glass  pipette  and 
a  one  ounce  rubber  bulb  is  used. 

The  interpretation  of  the  first  set  of 
smears  is  used  for  the  statistical  calcula- 
tions. This  practice  increases  the  percentage 
of  false  negative  diagnoses,  since  the  first 
smears  obtained  on  patients  with  uterine 
malignancy  often  consist  of  blood  and  debris. 
Biopsy  findings  are  used  as  the  criteria  for 
determining  the  accuracy  of  our  interpreta- 
tions. 

Data 

This  report  is  concerned  with  work  done 
in  1947,  1948,  and  1949.  During  this  period, 
33,655  genital  smears  from  10,029  women 
were  studied. 

Percentages  of  error 

Table  1  shows  the  percentages  of  error  by 
year  and  for  the  three  year  period.  The  fig- 
ures in  this  table  are  based  on  statistics  com- 
piled after  reconsideration  of  the  type  III 
smears  recorded  in  1947  and  1948.  Strongly 
suspicious  smears  were  added  to  those  which 
have  been  verified  by  pathologic  findings. 
The  percentage  of  false  negative  diagnoses 
has  increased  as  subsequent  biopsy  studies 
have  been  reported  positive  in  patients 
whose  smears  were  first  classified  as  type  I 
or  II.  The  results  of  these  recalculations 
have  not  been  flattering  to  our  percentage 
of  error,  but  we  believe  the  figures  presented 
above  point  out  our  faults  and  describe  our 
progress. 

According  to  pathologic  studies,  434  of 
these  patients  had  cancers  involving  the 
genital   tract.    In   384   patients   the   lesions 
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Table  1 

Percentages  of  Error 

1947-9 
1947        1948      1949       incl. 

Number  of  smears  6,753     17,231     9,671     33,655 

Number  of  patients        1,706       4,658     3,665     10,029 
Number  of  malignant 

lesions  diagnosed  by 

pathologic    exam.    *        135  172        127  434 

Number  of  malignant 

lesions  diagnosed 

by    smears  119  153        117  389 

Number  of  malignant 

lesions  not  diagnosed 

by  smears  16  19  10  45 

Percentage  of  false 

negative  diagnoses  11.8%    11.1%    7.8%   10.37% 
Number  of  patients 

without  malignant 

lesions  1,571       4,486     3,538       9,595 

Number  of  false  positive 

diagnoses  by  smears  21  29  7  57 

Percentage  of  false 

positive  diagnoses      1.3%      0.64%  0.19%  0.59% 

One  out  of  every  23  patients  studied  was  found 
to  have  a  malignant  lesion. 

were  primary  in  the  uterus.  Squamous  celled 
carcinoma  of  the  cervix  comprised  83.3  per 
cent  of  these  lesions,  or  320  patients.  Adeno- 
carcinoma of  the  uterus  was  found  in  16.4 
per  cent  or  63  patients.  Forty-six  patients 
(11.9  per  cent)  had  adenocarcinoma  of  the 
endometrium,  and  17  patients  (3.9  per  cent) 
had  adenocarcinoma  of  the  endocervix  or  of 
the  cervical  stump.  There  was  1  adenoacan- 
thoma  of  the  uterus — an  incidence  of  0.25 
per  cent. 

Twenty-seven  of  the  320  squamous  celled 
carcinomas  of  the  cervix  were  missed  on 
smear  examinations — an  error  of  8.4  per 
cent. 

Results  in  endometrial  carcinoma 

Table  2,  which  analyzes  the  interpreta- 
tions of  genital  smears  from  patients  who 
had  adenocarcinoma  of  the  endometrium, 
clearly  shows  the  confusion  that  may  enter 
into  the  interpretation  of  adenocarcinoma 
from  smear  preparations. 

Forty-six  patients  were  found  by  the 
pathologist  to  have  adenocarcinoma  of  the 
endometrium.  Nine,  or  19.5  per  cent  of  these 
lesions,  were  missed  completely  in  the  smear 
examinations.  Twenty-six,  or  56.5  per  cent, 
were  recognized  as  cancer,  but  only  6,  or  13 
per  cent,  were  correctly  designated  as  adeno- 
carcinoma of  the  endometrium.  A  correct 
diagnosis  of  adenocarcinoma  was  made  on 
16  patients,  or  34.7  per  cent,  and  11  sets  of 
smears  (23.9  per  cent),  were  placed  in  the 
suspicious  category  (type  III).  The  inter- 
pretation of  squamous  celled  carcinoma  of 


Table  2 

Analysis    of     Smear     Interpretations     in 
Adenocarcinoma    of    the    Endometrium 

Types 
Smear    Interpretation  V     IV     III     II     Totals 

Adenocarcinoma, 

endometrium  6  6 

?  Adenocarcinoma, 

endometrium  5  5 

Adenocarcinoma  4  4 

?  Adenocarcinoma  1  1 

Adenocarcinoma,  endocervix    3  3 

Adenocarcinoma;  endome- 
trium or  oviduct  1  1 
Adenocarcinoma,  irradiated  2  2 
?   Adenocarcinoma. 

?  Sarcoma  1  1 

Squamous  celled 

carcinoma,   cervix  6       2  8 

?  Squamous  celled 

carcinoma,  cervix  5  5 

?  Intra-epithelial 

carcinoma,  cervix  1  1 

Malignant    cells    present; 

not     recognized  1  1 

Malignant  cells  not  found  7  7 

Cervix  occluded  1  1 

Totals  23       3      11       9        46 


the  cervix  was  made  in  8  patients  and  sus- 
pected in  an  additional  5. 

Four  of  the  adenocarcinomas  of  the  endo- 
metrium were  classified  pathologically  as 
papillary,  3  as  anaplastic,  and  1  as  adenoma 
malignum  (smears  from  this  patient  were 
interpreted  as  type  III).  Metastases  were  re- 
ported in  6  patients. 

In  3  patients  with  adenocarcinoma  of  the 
endometrium,  repeated  smears  failed  to 
show  malignant  appearing  cells.  The  cervical 
os  was  completely  stenosed  in  one  of  these 
patients.  In  a  second  patient,  smears  made 
from  the  lesion  itself  showed  what  we  might 
have  called  hyperplasia,  but  no  nuclei  that 
we  could  term  malignant  by  our  criteria. 

Results  in  endocervical  adenocarcinoma 

Table  3  lists  the  mistakes  made  in  identi- 
fying adenocarcinoma  of  the  endocervix  and 
cervical  stump.  Seventeen  patients  had 
adenocarcinoma  of  the  endocervix  or  cervi- 
cal stump  diagnosed  by  biopsy.  Whereas  the 
presence  of  a  malignant  lesion  was  recog- 
nized by  the  smear  examination  in  10,  or 
58.8  per  cent  of  these  patients,  the  type  of 
lesion  was  correctly  designated  in  only  2,  or 
11.7  per  cent.  The  smears  from  5  patients 
were  classified  as  suspicious  of  cancer.  One 
malignancy  was  missed  entirely. 

The  smear  interpretation  and  gynecologic 
management  of  7  of  these  patients  have  been 
described"1'. 
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Table  3 

Analysis    of    Smear    Interpretations    in 
Adenocarcinoma  of  the  Endocervix* 


Smear    Interpretation  V 

Adenocarcinoma,  endocervix   2 
Adenocarcinoma, 

endometrium  1 

?    Adenocarcinoma, 

endometrium 
Adenocarcinoma  1 

?  Adenocarcinoma. 

?  Squamous  celled 

carcinoma,  cervix 
Squamous  celled 

carcinoma,  cervix  4 

?  Squamous  celled 

carcinoma,  cervix 
?  Polyp  with 

malignant  changes 
Irradiation;    ?  activity- 
Malignant  cells  present; 

not  recognized 
Totals  8 


Types 
IV     III 


II 


Totals 

2 


1 
1 

1 

17 


*  Three  patients  had  adenocarcinoma  of  the  cervi- 
cal stump. 

Results  in  endometrial  adenocarcinoma 

The  data  from  tables  2  and  3  are  com- 
bined and  condensed  in  table  4,  which  shows 
that  in  63  patients  with  adenocarcinoma  of 
the  uterus,  a  smear  interpretation  of  malig- 
nancy was  made  in  58.7  per  cent,  and  was 
suspected  in  25.4  per  cent.  Ten  cancers,  or 
15.9  per  cent,  were  missed.  Compare  this 
figure  with  that  of  8.4  per  cent  for  squamous 
celled  carcinoma  of  the  cervix. 

Incidental  data 

Only  10  of  the  63  patients  were  below  the 
age  of  50,  and  only  8  had  not  passed  the 
menopause.  These  figures  add  weight  to  the 

Table  4 

Analysis    of   Smear   Interpretations    in    Adenocarci- 
noma of  the  Endometrium  and  Endocervix 

Types 
Smear    Interpretation  V     IV 

Adenocarcinoma,  uterus         19       1 
Adenocarcinoma  of  endo- 
metrium  or   oviduct  1 
?  Adenocarcinoma  1 
?  Adenocarcinoma. 

?  Sarcoma  1 

?  Adenocarcinoma. 

?  Squamous  celled 

carcinoma;  cervix 
Squamous  celled 

carcinoma;   cervix  10       4 

?  Intra-epithelial 

carcinoma;  cervix 
?  Polyp  with 

malignant  changes 
Irradiation;    ?  activity 
Malignant  cells  present; 

not  recognized 
Malignant  cells  not  found 
Cervix  occluded 
Totals  31       6 


III 

6 


II 


Totals 

26 

1 
1 


16 


2 

7 

1 

10 


1 
1 

2 

7 

1 

63 


Table  5 

Race  and   Parity  of  Patients  with  Adenocarcinoma 
of   the   Uterus 
Adenocarcinoma,    Adenocarcinoma, 
endometrium  endocervix 


Race 

White  33 

Indian  1 

Negro  10 

Unknown  2 

Total  46 
Parity 

Nulliparas  12 

Uniparas  4 

Multiparas  13 
Grande  multiparas       13 

Unknown  4 

Total  46 


8 
9 

17 

4 
2 
2 
9 

17 


evidence  that  adenocarcinoma  of  the  uterus 
is  primarily  a  disease  of  the  postmenopausal 
period,  whereas  table  5  tends  to  stress  the 
importance  of  suspecting  adenocarcinoma  of 
the  uterus  in  the  postmenopausal  multipara 
with  uterine  bleeding. 

Difficulties  of  Diagnosing  Adenocarcinoma 
by  Smear 

There  are  numerous  reasons  to  account 
for  the  difficulties  of  identifying  adenocar- 
cinoma in  smear  preparations.  The  close 
relationship  between  endometrial  hyper- 
plasia and  malignancy  is  a  factor  of  great 
import.  This  relationship  has  been  described 
clearly  by  Novak  and  associates'71.  The  pa- 
thologist, even  with  tissue  sections  for  study, 
may  have  difficulty  in  differentiating  be- 
tween these  two  conditions.  Because  of  the 
marked  similarity  between  the  nuclei  of  hy- 
perplastic endometrium  and  its  malignant 
counterpart,  the  difficulties  of  the  cytologist 
in  the  interpretation  of  genital  smears  are 
much  greater. 

Papanicolaou  and  Traut(1)  feel  that  ade- 
noma malignum,  especially  in  its  early 
stages,  sheds  few,  if  any,  cells. 

Some  of  the  characteristics  of  malignant 
cells,  by  which  we  identify  adenocarcinoma 
in  smears,  may  be  missing  or  misleading. 
Multiple,  distinct  nucleoli  which  vary  in  size 
and  which  are  often  seen  in  nuclei  that  have 
heavy  perinuclear  membranes,  may  repre- 
sent only  endometrial  hyperplasia  or  a  severe 
endocervicitis.  Nuclei  which  show  increased 
hyperchromatism  and  marked  variation  in 
morphology,  together  with  the  nuclear 
changes  mentioned  above,  may  still  be  found 
benign  by  pathologic  examination.  The 
grouping  of  cells  into  glandular  complexes 
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is  not  always  seen  in  smears  containing  ele- 
ments of  adenocarcinoma.  If  present,  these 
complexes  may  resemble  groups  of  malignant 
or  abnormal  benign  squamous  cells.  These 
factors  may  lead  to  either  a  false  negative  or 
a  false  positive  diagnosis ;  more  often  they 
result  in  failure  to  recognize  a  malignant 
lesion.  There  were  10  false  negative  diag- 
noses in  this  series  (table  4),  and  only  4 
false  positive  diagnoses. 

The  process  of  metaplasia  probably  ac- 
counts for  the  confusion  of  adenocarcinoma 
with  squamous  malignancy.  This  mistake 
occurred  frequently  in  our  series  (table  4). 
Fortunately,  failure  to  identify  a  malignant 
lesion  correctly  is  less  serious  than  failure 
to  recognize  it  at  all.  Papanicolaou  has  cau- 
tioned against  surprise  at  any  form  a  ma- 
lignant endometrial  cell  assumes. 

In  many  patients,  failure  to  recognize 
adenocarcinoma  of  the  uterus  may  be  due  to 
faulty  smears.  The  smears  which  contained 
no  malignant  cells  (table  4)  were  composed 
chiefly  of  old  blood  and  necrotic  material. 
Vaginal  and  cervical  smears  usually  are  of 
little  value  when  a  cancerous  uterus  is  bleed- 
ing freely.  Endocervical  or  endometrial 
smears  are  made  after  sponging  away  ex- 
cess blood.  These  smears  may  or  may  not 
contain  malignant  material,  but  the  possi- 
bility of  making  a  diagnosis  is  increased. 

Hemolyzed  blood  is  usually  seen  in  smears 
containing  adenocarcinoma.  We  have  had 
occasional  smears,  however,  in  which  no  red 
blood  cells  were  present,  and  very  few 
epithelial  elements  other  than  cancer  cells. 
These  clean  smears  have  been  associated 
with  papillary  adenocarcinoma. 

Smears  from  one  patient  contained  a  mul- 
titude of  small,  single,  columnar  cells.  The 
nuclei  were  round  and  regular  in  shape. 
There  were  no  pronounced  nucleoli,  and  hy- 
perchromatism  was  not  marked.  The  peri- 
nuclear membrane  was  abnormally  distinct. 
We  had  seen  this  type  of  nucleus  many  times, 
but  never  in  such  numbers,  and  not  in  asso- 
ciation with  malignancy.  We  reported  the 
smear  as  type  II,  but  the  curettings  were 
reported  as  showing  adenocarcinoma  of  the 
endometrium.  Soon  afterward,  smears  were 
obtained  from  another  patient  which  pre- 
sented exactly  the  same  picture.  These  were 
classified  as  type  III,  but  the  pathology 
department  reported  a  hyperestrogenic  endo- 
metrium. To  us,  these  particular  nuclei  did 
not  suggest  either  hyper-estrogenic  endome- 


trium or  definite  malignancy.  However,  they 
did  resemble  closely  those  shown  in  the  mon- 
ograph of  Papanicolaou  and  Trautm,  plate 
G,  figure  19.  It  is  possible  that  technical 
difficulties  in  the  staining  procedure  might 
account  for  some  of  this  confusion. 

The  Necessity  for  Further  Research 
Review  of  the  type  III  smears  relegated 
the  majority  of  them  to  a  nonsuspicious 
category.  A  few  had  been  confirmed  by  path- 
ologic studies.  A  group  of  more  than  20 
patients  who  had  not  been  followed  were 
thought  to  have  at  least  an  early  squamous 
lesion.  In  not  one  patient,  however,  was  an 
adenomatous  lesion  suspected. 

By  smear  examinations  we  are  able  at 
times  to  detect  unsuspected  squamous  celled 
carcinoma,  or  the  intra-epithelial  carcinoma 
of  the  cervix.  Little  has  been  done,  how- 
ever, to  establish  criteria  for  the  detection 
of  early  adenocarcinoma.  Is  the  atypical  but 
benign  hyperplastic  endometrial  or  endo- 
cervical cell  a  beginning  point  ?(8) 

It  is  true  that  the  more  prevalent  squa- 
mous celled  carcinoma  demands  a  great  deal 
of  attention  and  study,  but  the  patient  who 
has  a  potential  adenocarcinoma  also  deserves 
the  benefit  of  an  early  diagnosis. 

Summary  and  Conclusions 

1.  The  mistakes  made  in  the  smear  diag- 
nosis of  adenocarcinoma  of  the  uterus  dur- 
ing a  three  year  study  have  been  tabulated. 

2.  The  percentage  of  false  negative  diag- 
noses for  this  malignancy  was  15.9,  as  com- 
pared to  8.4  for  the  squamous  celled  cervical 
cancer. 

3.  Histocytologic  similarities  between  hy- 
perplastic endometrium  and  malignant  endo- 
metrial lesions  may  account  for  errors  in 
interpretation. 

4.  Metaplasia  may  be  responsible  for  the 
confusion  of  adenocarcinoma  of  the  uterus 
with  squamous  celled  carcinoma  of  the  cer- 
vix. 

5.  Faulty  smears — those  composed  prin- 
cipally of  blood  and  debris — account  for  a 
significant  percentage  of  false  negative  di- 
agnoses. 

6.  It  is  suggested  that  more  effort  be 
made  to  establish  criteria  for  the  recogni- 
tion of  early  adenocarcinomas,  and  that  the 
investigators  in  the  field  of  smear  cytology 


498 


NORTH   CAROLINA   MEDICAL  JOURNAL 


September,   1950 


be  not  content  to  accept  as  insurmountable 
the  difficulties  of  this  method  of  detecting 
adenocarcinoma. 
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SOME  RECENT  DEVELOPMENTS  IN 
DRUG  THERAPY 

James  P.  Hendrix,  M.D. 
Durham 

Many  of  us  remember  that  a  spirit  of  ther- 
apeutic nihilism  was  prevalent  in  medical 
teaching  and  practice  two  or  three  decades 
ago,  when  comparatively  few  really  effective 
drugs  were  available.  This  spirit  has  been 
dispelled  during  the  last  decade,  by  such  an 
abundance  of  potent  therapeutic  agents  as 
to  be  bewildering  to  the  practitioner.  It  has 
become  increasingly  difficult  for  the  physi- 
cian to  maintain  a  critical  knowledge  of  all 
of  the  new  drugs  and  new  uses  of  old  drugs 
which  are  offered  to  him.  Some  of  the  im- 
portant recent  advances  in  drug  therapy  will 
be  reviewed  briefly  in  this  paper,  but  it  is 
obvious  that  only  a  fraction  of  the  current 
material  can  be  discussed  in  the  time  avail- 
able. 

During  the  past  ten  or  twelve  years,  we 
have  witnessed  spectacular  developments  in 
the  treatment  of  infections.  The  era  of  the 
sulfonamides  and  chemotherapy  has  merged 
into  the  era  of  antibiotics,  where  develop- 
ments continue  apace.  The  era  of  the  hor- 
mones appears  to  be  approaching,  bringing 
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with  it  new  knowledge  of  and  new  treatment 
for  puzzling  diseases  which  we  have  believed 
might  be  related  to  infections,  but  not  di- 
rectly caused  by  them — diseases  of  hyper- 
sensitivity or  hyper-reactivity. 

Autonomic  Drugs 

By  no  means  all  of  the  advances,  however, 
have  been  in  such  fields.  A  number  of  potent 
drugs  acting  on  the  autonomic  nervous  sys- 
tem now  affords  means  of  influencing  body 
functions  under  autonomic  control.  Etamon 
and  Priscoline  are  valuable  in  the  control  of 
vascular  spasm  and  the  treatment  of  some 
types  of  peripheral  vascular  disease.  The  new 
orally  effective  parasympathetic  blocking 
agent,  Banthine,  has  been  found  by  Grimson 
and  his  associates  to  be  helpful  in  the  treat- 
ment of  peptic  ulcer.  It  has  the  ability  to 
block  vagal  functions,  thereby  decreasing 
motility  and  spasm,  as  well  as  the  secretion 
of  acid  in  the  stomach. 

New  sympathetic  stimulating  drugs  use- 
ful in  asthma  also  have  become  available. 
Isuprel  relaxes  bronchial  muscle  by  its 
adrenaline  like  action  on  this  muscle,  but  it 
has  fewer  effects  upon  the  blood  pressure 
and  cardiovascular  system.  It  is  best  given 
by  inhalation  from  a  nebulizer.  Orthoxine, 
also  a  synthetic  drug  of  this  type,  is  given 
by  mouth  and  acts  in  a  manner  similar  to 
ephedrine,  but  is  said  to  have  fewer  side  ef- 
fects than  ephedrine. 

Cardiac  Drugs 

In  cardiac  therapy,  one  of  the  most  signi- 
ficant recent  developments  has  been  the  in- 
creasing frequency  of  digitalis  intoxication, 
as  patients  are  treated  with  the  potent  puri- 
fied glycosides.  We  have  seen  several  pa- 
tients in  whom  maintenance  doses  of  0.2  mg. 
of  digitoxin  had  produced  a  serious  degree 
of  poisoning,  without  any  of  the  common 
signs  of  overdosage.  It  also  is  being  recog- 
nized more  widely  that  digitalis  overdosage 
may  produce  symptoms  referable  to  the  cen- 
tral nervous  system,  in  addition  to  nausea, 
which  probably  is  of  central  origin.  Visual 
disturbances,  confusion,  headache,  and  neu- 
ralgic pain  about  the  head  and  face  are  some 
of  the  more  unusual  symptoms  which  may 
result  from  too  much  digitalis. 

The  availability  of  a  stabilized  solution  of 
quinidine  represents  a  definite  advance  in 
cardiac  therapy.  Quinidine  is  of  great  value  in 
controlling  abnormal  myocardial  irritability, 
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which  is  responsible  for  ventricular  tachycar- 
dia. At  times  —  during  anesthesia,  for  in- 
stance —  it  may  be  impossible  to  give  quini- 
dine  by  mouth.  Preparations  for  intramus- 
cular use  now  are  available,  and  they  may 
even  be  given  cautiously  by  vein  in  an  emer- 
gency. 

We  still  have  not  obtained  satisfactory 
drugs  for  the  treatment  of  hypertension.  Ver- 
atrum  viride  gradually  has  been  attracting 
more  attention,  but  still  is  too  toxic  for  gen- 
eral use.  More  purified  and  better  prepara- 
tions from  this  source  may  come  to  us  later. 

Analgesic  Drugs 
New  methods  and  drugs  are  available  for 
the  control  of  pain.  Procaine,  which  had  been 

|  used  only  locally  until  a  few  years  ago,  and 
which  we  had  been  taught  to  regard  with 

|  suspicion  because  of  possible  toxicity,  has 
been  found  to  be  a  most  useful  agent  when 
given  intravenously.  Proper  precautions  are 
necessary,  but  the  administration  of  4  mg. 
per  Kilogram  of  body  weight  in  a  0.1  per 
cent  solution  usually  produces  few  unpleas- 

I  ant  effects.  A  small  preliminary  test  dose 
is  desirable,  and  one  must  be  on  the  lookout 
for  signs  of  stimulation  or  depression  of  the 
central  nervous  system  during  the  infusion. 
Intravenous  procaine  is  helpful  for  the  relief 
of  pain  and  muscle  spasm,  as  in  arthritis, 
trauma  or  burns ;  for  itching,  uticaria,  and 
cardiac  arrhythmias ;  and  a  recent  report 
even  claims  benefit  from  it  in  carbon  monox- 
ide poisoning.  The  mechanism  of  action  is 
largely  unknown. 

Several  new  analgesic  drugs  have  become 
available,  and  probably  are  not  being  used 
as  frequently  as  they  deserve.  Table  I  gives 
some  of  the  characteristics  of  these  drugs  in 
comparison  to  morphine.  Quantitative  desig- 
nations, of  course,  are  only  approximate. 

Antihistamines 
Certainly  one  could  not  speak  of  new  drugs 
now  without  including  the  antihistamines. 
They  are  so  numerous  that  no  detailed  analy- 
sis is  possible.  The  current  enthusiasm  for 
their  use  in  the  common  cold  is  subsiding 
somewhat,  and  critical  observers  have  been 
quite  skeptical  all  along.  Physicians  can  best 
draw  their  own  conclusions,  for  the  time 
being,  about  the  effectiveness  of  such  ther- 
apy ;  but  certainly,  widespread,  unsupervised 
self-medication  with  these  compounds  is  not 
justified. 


Table  1 
New   Analgesic    Drugs 

(Compared  to   Morphine) 
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(Morphine  de-  (Very  effective  by  mouth) 

rivative) 

"Demerol  reported  to  increase  pressure  in  biliary 
system. 

In  addition  to  their  value  in  allergic  dis- 
orders, the  antihistamines  have  been  found 
useful  in  Parkinsonism,  for  the  relief  of  itch- 
ing, and  for  motion  sickness  (Dramamine 
is  an  antihistamine  drug)  ;  and  several  are 
good  sedatives.  Several  of  these  effects  em- 
phasize the  similarity  of  some  of  the  actions 
of  antihistamine  drugs  to  those  of  scopola- 
mine. 

Chemotherapy  of  Malignant  Diseases 
A  few  preliminary  advances  are  being 
made  in  the  chemotherapy  of  malignant  dis- 
ease. Nitrogen  mustard,  which  has  been 
found  valuable  in  Hodgkin's  disease,  lympho- 
sarcoma, and  some  types  of  inoperable  car- 
cinoma of  the  bronchus,  now  has  been  re- 
leased for  general  distribution  under  the 
name  of  Mechlorethamine.  This  substance 
produces  effects  more  closely  resembling 
those  of  roentgen  rays  than  any  other  avail- 
able non-radioactive  chemical.  It  is  very  use- 
ful in  conjunction  or  alternation  with  roent- 
gen therapy. 

Urethane  also  has  been  used  with  some  suc- 
cess in  multiple  myeloma,  and  in  some  leu- 
kemias.  The  folic  acid  derivatives  and  adren- 
al hormones  still  are  in  the  experimental 
stage. 

Infusions 

A  development  of  interest,  particularly  in 
the  treatment  of  children,  is  the  availability 
of  purified  hyaluronidase,  the  "spreading 
factor."  This  substance  is  an  enzyme  which 
is  effective  in  breaking  down  hyaluronic  acid 
in  the  ground  substance  and  intercellular 
cement  of  the  body  tissues.  When  added  to 
subcutaneous  infusions  of  fluids,  it  greatly 
hastens  the  spreading  and  absorption  of  such 
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fluids.  When  intravenous  infusion  is  imprac- 
tical or  undesirable,  hyaluronidase  (Alidase 
or  Hydase)  is  very  helpful,  and  apparently 
is  quite  safe.  Preliminary  skin  testing  for 
sensitivity  is  desirable,  however. 

Anti-Infectives 

Few  physicians  can  fail  to  be  impressed 
at  this  time  by  the  increasing  incidence  of 
reactions  to  penicillin,  some  of  which  are 
quite  severe.  This  state  of  affairs  is  the  re- 
sult of  the  sensitization  of  larger  and  larger 
segments  of  the  population  as  the  drug  is 
administered  (often  unnecessarily)  to  more 
and  more  people.  The  frequency  and  severity 
of  these  reactions  should  serve  as  a  warning 
that  the  use  of  this  valuable  drug  should  be 
restricted  to  situations  in  which  there  is  defi- 
nite indication  for  it. 

The  value  of  streptomycin  and  para-amino- 
salicylic  acid  in  the  treatment  of  tuberculosis 
has  been  demonstrated  beyond  reasonable 
doubt. 

A  new,  more  soluble  sulfonamide,  Gantri- 
sin,  has  been  introduced.  It  has  some  value 
in  bacillary  urinary  tract  infections.  Be- 
cause of  its  greater  solubility,  it  is  less  apt 
to  cause  renal  complications  than  other  sin- 
gle sulfonamides. 

A  report  of  much  interest  concerns  the 
successful  treatment  of  amebic  liver  abscess 
with  chloroquine.  This  is  a  synthetic  anti- 
malarial drug  of  comparatively  low  toxicity. 
If  it  can  be  used  to  replace  emetine,  which 
is  highly  toxic  and  dangerous,  it  will  repre- 
sent a  real  improvement  in  the  therapy  of 
a  dangerous  disease. 

Two  relatively  new  antibiotics,  and  one 
brand  new  antibiotic  open  up  new  possibili- 
ties in  the  treatment  of  infections  not  sus- 
ceptible to  antibiotics  a  few  years  ago.  These 
new  antibiotics  are  derived  from  various 
strains  of  streptomyces,  organisms  found  in 
soil.  Some  of  their  important  characteristics 
are  given  in  table  2. 

Hormones 

We  read  much,  hear  much,  and  attempt 
to  answer  many  questions  from  our  patients 
these  clays  about  the  new  adrenal  hormones. 
Since  I  am  not  an  expert  in  this  field,  it 
would  not  be  proper  for  me  to  attempt  a  de- 
tailed discussion  of  the  subject.  However, 
one  illustration  has  been  prepared   (fig.  1). 

These  hormones  are  of  two  general  types. 
The  first  is  ACTH,  the  adrenocorticotrophic 
hormone  of  the  pituitary,  which  stimulates 


I. 


1. 

2. 
3. 


Table  2 

Aureomycin 
From  Streptomyces  aureofaciens. 
Administered    by    mouth    or   by    intravenous   in- 
jection. 

Wide  range  of  coverage:  strepococcic  and  staph- 
ylococcic infections  (combine  with  penicillin), 
tularemia,  brucellosis,  atypical  pneumonia,  herpes 
zoster,  rickettsial  diseases,  lymphogranuloma 
venereum,  granuloma  inguinale,  gram-negative 
urinary  tract  infections,  amebiasis. 
May  produce  nausea,  diarrhea,  sensitivity  reac- 
tions and  sore  tongue. 

Chloromycetin    (Chloramphenicol) 
From  Streptomyces  venezuelae,  or  produced  syn- 
thetically. 

Oral  administration  only. 

Wide  range  of  coverage:  +  drug  of  choice  for 
typhoid:  also  effective  in  brucellosis,  gram-nega- 
tive urinary  tract  infections,  rickettsial  diseases, 
whooping  cough,  herpes  zoster,  and  often  in 
other  infections  covered  by  Aureomycin. 
Less  nauseating  than  Aureomycin.  Sensitivity 
reactions  may  be  expected. 

Terramycin 
From    Streptomyces   rimosus. 
Oral   administration   only. 

Wide  range  of  coverage  reported:  +  said  to  be 
more  inclusive  than  any  other  antibiotic.  Essen- 
tially the  same  as  Aureomycin  and  Chloromyce- 
tin combined:  perhaps  more  antiviral  activity, 
but  not  against  "small  viruses."  Still  in  stage  of 
evaluation. 

Few  gastrointestinal  or  sensitivity  reactions  re- 
ported so  far. 


the  adrenal  cortex  to  produce  its  hormones, 
if  it  is  able  to  do  so.  The  second  type  is  the 
purified  hormone  or  hormones  of  the  adrenal 
cortex.  The  best  known  of  these,  and  the  only 
one  used  in  any  quantity,  is  cortisone  (Cor- 
tone) ,  which  has  been  found  therapeutically 
active  in  rheumatoid  arthritis  and  some  of 
the  collagen  diseases.  So  much  has  been  writ- 
ten about  its  complex  chemistry  and  syn- 
thesis that  we  are  apt  to  think  of  it  as  some- 
thing "out  of  this  world."  However,  it  be- 
longs to  the  large  group  of  steroid  chemicals 
and  hormones  of  the  body  which  are  familiar 
to  us  by  name,  if  not  by  chemistry.  It  is  to 
show  some  of  these  relationships  that  figure 
1  has  been  prepared. 

Figure  1  also  illustrates  the  chemical  dif- 
ference between  cortisone  and  some  of  the 
other  steroids  now  being  offered,  which  are 
simpler  to  synthesize,  but  whose  value  at 
best  is  still  uncertain. 

In  the  top  row  of  figure  1  are  illustrated 
the  structural  formulas  of  cholesterol,  des- 
oxycorticosterone  (which  affects  electrolyte 
excretion) ,  and  cortisone.  The  formula  for 
cholesterol  has  been  enlarged  so  as  to  include 
the  numerical  designation  of  the  various  car- 
bon atoms  in  the  nucleus  and  the  two  methyl 
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0ESOXYCORTICOSTERONE  CORTISONE 

[DCfl, CORTATE,  PERCORTEN) 


CHOLESTEROL 


TESTOSTERONE 


ho'VV 


PREGNENOLONE 
(PRENOLON) 


PROGESTERONE 


groups  which  are  marked  only  by  bonds  in 
the  other  formulas. 

It  will  be  noted  that  the  11-carbon  atom 
in  all  of  the  formulas  has  been  marked  with 
an  arrow.  The  distinctive  feature  of  the 
chemistry  of  cortisone  and  closely  related 
compounds,  such  as  Kendall's  compound  F, 
is  the  attachment  of  oxygen  in  some  form  to 
this  11-carbon  atom.  None  of  the  other  com- 
pounds illustrated  in  figure  1  has  this  char- 
acteristic linkage,  although  several  resemble 
cortisone  in  other  respects. 

Conclusion 
The  physician  of  today  is  in  the  enviable 
position  of  having  available  an  increasing 
number  of  potent  therapeutic  agents  which 
make  possible  the  control  or  cure  of  many 
of  the  most  dangerous  diseases.  However,  at 
the  same  time  he  has  placed  upon  him  the 
growing  responsibility  for  the  proper  and 
safe  administration  of  these  agents,  many  of 
which  carry  with  them  the  possibility  of  se- 
rious harm  to  the  patient,  if  they  are  not 
wisely  used. 


The  great  physicians  of  all  time  have  understood 
that  medicine  is  not  a  study  of  disease,  but  a  study 
of  man;  an  individual  who  is  a  member  of  a  family 
and  who  is  part  of  a  community  .  .  .  The  purpose 
of  medicine  is  to  make  available  to  all  the  people, 
in  the  greatest  possible  degree,  the  achievements 
of  science  as  they  relate  to  the  promotion  of  health 
and  to  the  prevention  and  treatment  of  disease. — 
W.  G.  Smillie,  M.D.,  New  England  J.  Med.,  January 
12,  1950. 
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Raleigh 

As  far  back  as  1929,  Cattell  succeeded  in 
the  experimental  autotransplantation  of  par- 
athyroid tissue  in  dogs'11.  He  believed,  how- 
ever, that  isotransplantation  (that  is,  from 
one  animal  to  another)  would  never  be  suc- 
cessful. 

In  1934  a  group  of  workers  published  a 
short  paper  on  isotransplantation  of  thyroid 
and  parathyroid  tissue,  in  which  they  em- 
phasized the  importance  of  proper  selection 
of  the  site  to  receive  the  transplant,  and  de- 
scribed the  proper  method  of  handling  the 
tissue  graft121.  In  that  same  year  they  re- 
ported 10  cases  in  which  they  had  attempted 
to  transplant  thyroid  or  parathyroid  grafts 
(5  of  each).  In  this  series  only  two  success- 
ful grafts  were  obtained,  and  both  of  these 
were  parathyroid  transplants13'.  They  em- 
ployed the  tissue  culture  method  of  prepar- 
ing the  graft  before  planting  it12,3'41.  Pinkus, 
Maddock,  and  Coller(5),  however,  did  not  find 
that  tissue  culture  improved  the  results  ob- 
tained in  parathyroid  gland  transplants. 

In  1939  a  group  of  workers  in  Ohio'6'  re- 
ported a  case  of  chronic  hypoparathyroidism 
which  failed  to  respond  to  traditional  medi- 
cal therapy.  Following  a  parathyroid  trans- 
plant to  the  left  axilla  there  was  immediate 
symptomatic  relief,  which  had  persisted  for 
six  months  at  the  time  of  writing.  The  de- 
tailed studies  of  metabolism  and  excretion 
performed  pre-  and  post-operatively  demon- 
strated the  remarkable  alteration  in  cellular 
metabolism  produced  by  the  graft. 

Reid  and  Ransohoff,  in  1943'7',  described 
an  intravascular  method  of  carrying  out 
grafts  by  placing  small  bits  or  "emboli"  of 
parathyroid  tissue  into  the  jugular  vein  of 
animals,  producing  "embolism"  in  the  lungs. 
Necropsy  studies  revealed  that  these  meta- 
static transplants  were  growing  and  appar- 
ently functioning  well.  The  authors  pointed 
out  that  the  untoward  symptoms  caused  by 
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these  "emboli"  were  inconsequential,  "caus- 
ing at  most  a  few  clays  disturbance."  They 
also  called  attention  to  the  unlimited  graft- 
ing bed  in  the  lungs  and  the  fact  that  the 
procedure  can  be  repeated  innumerable  times 
if  necessary. 

In  1947  there  appeared  a  report  of  a  sin- 
gle case  in  which  parathyroid  gland  trans- 
plantation was  performed,  with  good  but  in- 
complete results' Sl.  These  workers  used  the 
sheath  of  the  sternocleidomastoid  muscle  as 
their  recipient  site. 

The  consensus  of  all  these  authors  is  that 
the  size  of  the  transplant  should  be  small, 
the  site  for  grafting  should  be  relatively 
avascular,  and  the  surgical  technique  should 
be  flawless. 

Recently  we  have  had  a  patient  whom  we 
thought  might  be  benefitted  by  transplanta- 
tion of  parathyroid  glands.  When  the  oppor- 
tunity to  perform  this  operation  finally 
came,  there  was  no  time  to  prepare  ourselves 
properly  to  carry  it  out.  The  procedure 
which  we  used  is  therefore  not  described  as 
an  example  of  correct  technique,  but  is  in- 
cluded only  to  complete  the  report  of  an- 
other case  in  which  parathyroid  transplan- 
tation was  successfully  performed. 

Case  Report 
Preoperative  course 

This  40  year  old  white  woman  had  suf- 
fered from  sporadic  tetanic  seizures  since 
1943,  at  which  time  she  underwent  a  sub- 
total thyroidectomy  for  relief  of  moderate 
symptoms  of  thyrotoxicosis.  She  had  had  a 
previous  subtotal  thyroidectomy  in  1941, 
with  relief  of  symptoms  for  about  eighteen 
months.  In  December,  1943,  when  her  symp- 
toms of  hyperthyroidism  began  to  recur,  four 
fifths  of  the  left  lateral  lobe  of  the  thyroid 
was  removed  at  Rex  Hospital.  The  patholog- 
ic report  on  this  +issue  was  "diffuse  thy- 
roid hyperplasia  of  marked  degree."  No  par- 
athyroid tissue  was  described  either  on  gross 
or  microscopic  examination.  The  postopera- 
tive course  was  uncomplicated  except  for 
what  was  recorded  as  occasional  episodes 
during  which  the  patient  stated  that  her 
hands  were  "drawing  and  felt  numb."  She 
was  discharged  after  an  eight  day  stay  in 
the  hospital. 

She  was  readmitted  in  six  weeks  with  a 
complaint  of  carpopedal  spasm  and  the  feel- 
ing  of   "drawing"   in   her   abdominal   wall, 


feet,  and  legs.  At  that  time  her  blood  calcium 
was  reported  as  5.4  mg.  per  cent.  She  was 
put  on  calcium  wafers  and  vitamin  D,  and 
was  discharged  after  one  week  of  hospitali- 
zation. 

During  the  next  five  years,  the  patient  had 
tetanic  seizures  at  intervals  varying  from  a 
few  hours  to  six  weeks.  These  seizures  were 
never  severe,  usually  consisting  only  of  car- 
popedal spasm.  Occasionally,  however,  they 
involved  the  lower  extremities  and  the 
abdominal  musculature,  producing  feelings 
of  suffocation  and  cardiac  dysfunction. 

She  was  readmitted  to  the  hospital  for  reg- 
ulation on  four  occasions.  On  the  first  ad- 
mission the  blood  calcium  was  5.43  mg.  per 
100  cc,  and  on  the  second  admission  the 
basal  metabolism  was  reported  as  -15. 
When  she  was  admitted  for  the  third  time 
in  October,  1945,  she  was  put  on  the  follow- 
ing schedule : 

7:30  a.m. — Parathormone,  0.2  grain;  thy- 
roid extract  (U.  S.  P.),  1  grain;  4  calcium 
wafers. 

12  noon — Parathormone,  0.1  grain;  4  cal- 
cium wafers 

6  p.m. — Parathormone,  0.1  grain;  thyroid 
extract,  1  grain ;  4  calcium  wafers. 

In  addition  to  these  medicines,  she  took 
a  high  potency  vitamin  D  preparation  daily. 

On  her  fourth  admission  in  January,  1949, 
she  was  moderately  well  regulated.  During 
her  stay  in  the  hospital  the  blood  calcium 
ranged  from  8.2  to  8.5  mg.  per  100  cc,  blood 
phosphorus  from  6  to  7.9  mg.  per  100  cc. 
The  acid  phosphatase  was  reported  as  less 
than  4  units,  and  the  alkaline  prosphatase 
was  1.1  units  per  100  cc.  A  twenty-four  hour 
urine  specimen  contained  a  total  of  0.16  Gm. 
of  calcium  oxide.  Other  accessory  clinical 
studies  were  not  remarkable. 

The  patient's  past  history  was  essentially 
negative  except  for  the  fact  that  her  teeth 
had  been  crumbling  and  would  not  hold  fill- 
ings during  the  past  five  years.  She  had  also 
noticed  that  her  fingernails  were  very  thin 
and  broke  easily.  The  family  history  was  es- 
sentially negative  except  for  one  sister  who 
had  had  two  operations  for  goiter. 

The  patient  was  a  well  developed  and  well 
nourished  middle-aged  white  woman  who  did 
not  appear  ill.  She  was  somewhat  nervous 
and  had  a  noticeable  degree  of  exophthalmos. 
The  general  physical  examination  revealed 
dry  skin,  coarse,  dry  hair,  thick  eyebrows, 
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very  thin,  fragile  fingernails,  well  healed 
surgical  sears  on  the  neck,  and  a  well  healed 
abdominal  scar  from  a  previous  operation. 
The  remainder  of  the  physical  examination 
was  essentially  within  normal  limits. 

Because  this  patient  was  unable  to  make 
herself  acceptable  to  society  and  could  ob- 
tain no  permanent  employment,  transplanta- 
tion of  parathyroid  tissue  was  advocated  and 
was  eagerly  accepted  by  the  patient.  She  was 
discharged  once  more  with  the  understand- 
ing that  she  would  be  called  whenever  a  suit- 
able donor  of  parathyroid  tissue  was  avail- 
able. 
Transplantation  of  parathyroid  tissue 

On  June  17,  1949,  a  29  year  old  white 
man  was  brought  to  the  emergency  room  of 
Rex  Hospital  by  ambulance  and  was  pro- 
nounced dead  on  arrival.  He  was  said  to 
have  ingested  an  unknown  quantity  of  wood 
alcohol  and  some  barbiturate  preparation. 
The  house  physician  was  unable  to  obtain 
an  autopsy  permit,  but  did  obtain  permis- 
sion from  the  family  of  the  deceased  to  re- 
move the  thyroid  and  parathyroid  tissue 
from  his  neck.  Within  two  hours  after  the 
man's  death  his  blood  had  been  typed,  a  Kline 
test  had  been  reported  negative,  and  a  total 
thyroidectomy  and  parathyroidectomy  had 
been  performed  through  a  collar  incision  un- 
der aseptic  surgical  conditions.  The  posterior 
surface  of  the  lateral  lobes  of  the  thyroid 
gland  was  examined  aseptically,  and  eight 
bits  of  tissue  thought  to  be  parathyroid  gland 
were  excised  and  placed  in  sterile  normal 
saline  solution  at  a  temperature  of  99  F. 

Our  patient  had  meanwhile  been  sum- 
moned to  the  hospital  and  prepared  for  op- 
eration. Under  intravenous  Sodium  Pento- 
thal  anesthesia  a  left  rectus  incision  approxi- 
mately six  inches  in  length  was  made  in  the 
abdomen.  The  subcutaneous  fat  was  divided 
and  the  anterior  rectus  sheath  was  incised. 
Eight  small  beds  were  formed  in  the  body 
of  the  rectus  muscle  by  blunt  dissection,  and 
one  bit  of  parathyroid  tissue  was  placed  in 
each.  The  fascia  was  closed  with  interrupted 
single  No.  0  chromic  catgut  sutures,  and  the 
subcutaneous  fat  was  approximated  with 
fine  interrupted  cotton  sutures.  The  skin  was 
closed  with  interrupted  vertical  mattress  su- 
tures of  black  silk  and  cotton.  The  incision 
was  painted  with  Merthiolate,  and  a  dry  ster- 
ile dressing  was  applied.  The  patient  reacted 


normally  and  was  taken  to  her  room  in  good 
condition.  The  entire  procedure  had  been 
completed  within  three  hours  after  the  don- 
or's death. 

Postoperative  course 

Immediately  after  operation,  the  patient 
was  given  1000  cc.  of  10  per  cent  glucose  in 
saline,  to  which  10  cc.  of  10  per  cent  calcium 
gluconate  had  been  added.  The  same  amount 
of  calcium  gluconate  was  given  again  later 
that  night,  and  300,000  units  of  Duracillin 
were  administered  every  twelve  hours  until 
June  23. 

On  the  day  after  operation  the  patient  tol- 
erated a  regular  diet  well,  and  was  allowed 
out  of  bed.  The  remainder  of  her  postoperative 
course  was  uneventful.  The  temperature 
never  rose  above  100  F.,  and  her  blood  cal- 
cium ranged  from  8.3  mg.  per  100  cc.  (on  the 
day  after  operation)  to  10.1  mg.  per  100  cc. 
The  phosphorus  varied  from  6.2  to  7.9.  Basal 
metabolism  tests  made  on  June  21  and  June 
30  were  reported  as  -14  and  -20  respec- 
tively. Her  medications  of  calcium  and  Par- 
athormone were  reduced  on  June  26,  and  dis- 
continued on  June  29.  On  July  1  the  patient 
thought  she  was  going  to  have  a  carpopedal 
spasm,  but  this  did  not  occur  and  her  feeling 
of  nervousness  passed  off  spontaneously. 

After  the  sutures  had  been  removed  from 
her  incision  (on  June  23)  there  was  a  feel- 
ing of  induration  up  and  down  the  incision, 
but  no  drainage  and  no  suppuration  in  the 
suture  line.  At  the  time  of  discharge  this 
brawny  induration  still  persisted,  but  was 
beginning  to  resolve.  The  incision  was  also 
somewhat  tender. 

The  patient  was  discharged  on  July  7,  afe- 
brile and  without  complaints. 

Progress  notes 

The  patient  returned  to  our  outpatient 
clinic  nine  times  between  July  14  and  No- 
vember 4.  Although  she  occasionally  felt 
nervous  and  jittery,  and  on  one  occasion  felt 
a  drawing  sensation  in  her  hands,  she  had  no 
definite  evidence  of  hypocalcemia.  Her  blood 
calcium  ranged  from  9.3  to  11  mg.  per  100 
cc,  blood  phosphorus  from  5.3  to  9  mg.  She 
continued  to  take  1  grain  of  thyroid  extract 
twice  a  day.  Her  appetite  was  good,  and 
when  last  seen  she  was  working  a  full  eight 
hour  day  without  difficulty. 
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Conclusion 


From  a  review  of  the  literature  and  our 
experience  with  one  case,  we  believe  that  the 
transplantation  of  parathyroid  tissue  into 
patients  with  parathyroid  deficiencies  is  an 
effective  surgical  procedure.  This  patient 
has  been  followed  for  five  and  a  half  months, 
and  appears  to  have  been  cured  either  tempo- 
rarily or  permanently.  At  any  rate,  her  symp- 
toms of  hypocalcemia  have  been  alleviated 
and  she  is  now  able  to  adjust  herself  to  a 
normal  existence. 

It  seems  likely  that  transplantation  of  par- 
athyroid glands  and  other  endocrine  glands 
will  become  very  useful  in  the  surgical 
treatment  of  endocrine  deficiencies  of  var- 
ious kinds. 
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Experience  properly  used  gives  us  a  set  of  stand- 
ards by  which  fresh  experiences  can  be  judged.  We 
learn  to  sum  up  our  patients  quickly  and  fairly 
accurately  as  human  beings — if  they  are  genuine, 
self-dramatizers,  or  humbugs,  if  they  are  brave  or 
timid,  if  they  are  minimizers  or  exaggerators,  if 
they  are  concealing  something  or  merely  nervous 
— and  in  the  light  of  this  assessment  we  are  able 
to  allot  a  correcting  ratio  to  the  symptoms  they 
relate  that  gives  it  an  absolute  value  in  our  diag- 
nostic assessment.  We  learn  to  evaluate  pain,  par- 
ticularly its  severity  and  its  nature,  and  to  con- 
struct a  scale  of  our  own  by  which  we  associate 
certain  pains  with  certain  diseases.  We  learn  that 
too  much  pain  in  too  many  places  is  just  as  much 
an  indication  that  nothing  is  seriously  wrong  as  no 
pain.  We  learn  to  know  when  a  patient  is  ill,  when 
one  who  has  been  ill  is  getting  better,  or  when  one 
who  was  on  the  road  to  recovery  has  taken  a  turn 
for  the  worse.  We  come  to  say  by  instinct  rather 
than  reason,  "That  child  is  too  ill  to  be  suffering 
from  appendicitis,"  "That  pain  is  not  severe  enough 
for  gall-stone  colic."  We  learn  what  disease  to  ex- 
pect at  certain  ages,  in  either  sex,  and  in  persons 
of  certain  appearance,  occupation,  or  bodily  hab- 
itus. We  become  so  familiar  with  all  the  characters 
of  common  complaints  that  one  single  unfamiliar 
feature  strikes  a  warning  note  without  our  having 
had  recourse  to  the  intellectual  process  of  reason- 
ing.— Ogilvie,  H.:  The  Use  of  Experience,  British 
M.J.,  no.  4629,  p.  664   (Sept.  24)   1949. 
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WILLIAM  PETER  MALLETT,  M.D. 
1819-1889 

The  subject  of  this  sketch  was  a  descendant 
of  one  of  four  brothers  of  Protestant  faith, 
Huguenots,  who  were  forced  to  flee  from 
their  home  at  Rochelle,  France,  after  the 
Revocation  of  the  Edict  of  Nantes'11.  From 
here  they  went  to  England,  to  become  inter- 
ested in  seafaring  and  shipping  as  a  source 
of  livelihood.  Later  on  they  came  to  America, 
entering  through  the  port  of  Charleston.  Two 
of  the  brothers  went  north  to  purchase  land, 
and  founded  the  city  of  New  Rochelle,  named 
after  their  ancestral  home;  a  third  brother 
remained  in  the  general  neighborhood  of 
Charleston,  while  the  fourth  came  up  the 
Cape  Fear  river  from  Wilmington  to  Fay- 
etteville  and  served  as  the  founder  of  this 
branch  of  the  family  in  North  Carolina. 

William  Peter  Mallett  was  born  in  Fayette- 
ville  January  19,  1819.  After  receiving  some 
order  of  schooling  in  Fayetteville,  he  entered 
Trinity  College,  Hartford,  Connecticut,  for 
a  stay  of  several  years.  Later  he  matriculated 
in  the  Medical  College  of  the  State  of  South 
Carolina  at  Charleston,  to  receive  his  doctor- 
ate in  medicine  in  1841.  He  began  the  prac- 
tice of  medicine  in  Tuscaloosa,  Alabama,  but 
after  a  few  years  returned  to  Fayetteville, 
where  he  developed  an  extensive  practice. 
From  here  he  came  in  1857  to  Chapel  Hill, 
where  he  remained  until  his  death  on  October 
16,  1889. 

Somewhat  later  than  the  year  1857  there 
were  three  eminent  physicians  in  the  Chat- 
ham-Orange county  area :  Edmund  Strud- 
wick  of  Hillsborough  and  northern  Orange 
county,  William  P.  Mallett  at  Chapel  Hill, 
and  Abram  Van  Wyck  Budd  to  the  south 
in  Chatham  county.  The  names  of  Strudwick 
and  Budd  are  associated  with  their  daring 
surgical  adventures,  while  it  would  appear 
that  Mallett  was  more  concerned  with  the 
general  practice  of  medicine  and  the  wander- 
ing which  such  a  practice  demanded  into  the 
domains  of  surgery  and  operative  obstetrics. 
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The  writer  of  this  sketch  has  both  vivid 
and  affectionate  childhood  recollections  of 
Dr.  Mallett.  Innately  a  courteous  and  consid- 
erate gentleman,  he  also  possessed  an  element 
of  aloofness  in  his  make-up.  He  had  that 
dignity  and  poise,  with  a  hint  of  the  dicta- 
torial, so  common  with  the  older  physicians. 
His  word  was  law  and  he  proceeded  to  en- 
force it.  He  was  a  man  of  medium  stature, 
bright-eyed  and  full-bearded,  who  was  known 
for  his  insistence  on  cleanliness  and  the  neat- 
ness of  his  dress.  Quiet,  soft-spoken,  abound- 
ing in  confidence,  he  brought  to  the  sick 
room  peace  and  an  assurance  of  recovery. 

Dr.  Mallett  knowingly  or  by  chance  prac- 
ticed a  Hippocratic  order  of  medicine.  He 
realized  the  significance  of  the  factor  of  time 
in  restoring  tissues  to  a  state  of  health.  He 
was  never  in  a  hurry.  He  did  not  employ  the 
Galenic  approach  of  polypharmacy  in  the 
treatment  of  the  sick  but  prescribed  such 
simple  measures  as  rest  and  sleep.  For  febrile 
states  in  children  he  used  hot  water  and  in 
adults  the  cold  bath.  Water  used  internally 
and  externally  was  his  principal  therapeutic 
agent.  It  should  be  recalled  that  at  this  period 
of  medical  practice  water  was  sparingly 
used,  especially  in  febrile  conditions,  on  the 
theory  that  the  more  water  put  into  the 
boiler,  the  greater  the  production  of  steam. 
The  above  description  indicates  some  of  the 
characteristics  of  Dr.  Mallett  as  man  and  as 
physician. 

After  the  outbreak  of  the  Civil  War  Dr. 
Mallett  became  a  surgeon  in  the  Confederate 
General  Hospital  at  Richmond,  Virginia. 
He  was  discharged  after  a  severe  attack  of 
typhoid  fever,  and  came  back  to  his  home  to 
recuperate  and  to  re-enter  the  general  prac- 
tice of  medicine.  In  addition  to  his  practice 
in  the  village  and  surrounding  country,  he 
served  the  University  in  the  capacity  of  phy- 
sician. 

The  object  of  this  sketch  is  not  simply  to 
outline  the  characteristics  of  a  rather  un- 
usual physician  but  to  emphasize  the  histori- 
cal significance  of  his  success  in  performing 
one  of  the  early  cesarean  sections  in  this 
country.  Dr.  Mallett's  account  of  this  adven- 
ture was  through  chance  discovered  by  Dr. 
Richard  H.  Whitehead,  the  first  dean  of  the 
Medical  School  of  the  University  of  North 
Carolina,  who  used  Dr.  Mallett's  office  and 
had  the  opportunity  of  reading  his  "Case 
Books."  The  account  was  published  by  Dr. 
Whitehead  in  the  North  Carolina  Medical 
Journal™  and  was  also  recorded  in  Kelly's 


Encyclopedia  of  American  Medical  Biog- 
raphy'31. The  following  is  the  verbatim  ac- 
count : 

"Visited  Mrs.  Taylor  on  Friday,  26th  of  March, 
1852,  in  labor  with  her  first  child.  Mrs.  T.  was  con- 
siderably below  the  medium  size,  17  years  old,  and 
had  been  in  labor  since  the  previous  Monday  night. 
I  was  informed  by  her  friends  that  the  pains  had 
been  regular  and  frequent,  but  not  hard;  they  had 
been  more  decided  during  the  day,  and  at  the  time 
of  my  visit  the  womb  was  contracting  firmlv  and 
regularly.  I  found  the  mouth  of  the  womb  dilated, 
and  all  the  indications  of  a  rapid  termination  of  the 
labor.  The  membranes  were  unbroken,  and  to  the 
feel  unusually  tough,  and  there  appeared  to  be  an 
undue  quantity  of  water,  which,  interfering  with 
the  expulsive  efforts  of  the  womb.  I  discharged  by 
rupturing  the  membranes,  when  I  found  the  cord 
descending,  the  head  locked  above  the  pubis,  and  the 
left  shoulder  and  arm  presenting.  The  parts  were 
firmly  fixed  in  this  position,  and  by  no  effort  could 
the  foetus  be  turned  or  any  change  be  made  in  it"* 
position.  I  was  satisfied,  from  the  anpearance  of 
the  arm,  as  well  as  by  the  feel  of  the  shoulder,  that 
the  foetus  was  of  full  size.  In  the  meantime,  fre- 
ouent  expulsive  efforts  of  the  womb  continuing,  I 
found  my  patient's  strength  failing,  and  became 
satisfied  that  she  must  be  relieved  in  a  few  hours 
or  inevitably  sink.  I  accordingly  returned  home 
about  6  o'clock,  provided  myself  with  the  necessary 
instruments,  and  in  company  with  my  partner.  Dr. 
H.  A.  McSwain,  returned  to  see  my  patient  about 
9  o'clock,  hoping,  as  may  be  supposed,  that  some 
favorable  change  had  taken  place.  To  mv  regret 
matters  were  unchanged,  except  that  the  pains  were 
more  severe,  if  possible,  than  before,  and  her 
strength,  both  of  mind  and  body,  much  exhausted, 
so  that  she  onlv  begged  to  be  allowed  to  die  as  soon 
as  possible  to  be  relieved  of  her  extreme  suffering. 
She  would  not  consent  to  be  touched  for  some  time, 
and,  but  for  the  persuasion  of  her  husband  and 
friends,  she  would  have  preferred  to  die  as  she  was. 
rather  than  submit  to  further  effort  to  save  her. 
She  consented  to  inhale  chloroform  as  affording  her 
some  respite,  and  under  its  influence  she  was  ren- 
dered so  far  insensible  as  to  admit  of  a  free  and 
careful  examination  per  vaginum.  Dr.  McSwain  and 
myself  became  perfectly  satisfied  as  to  the  situation 
and  relative  position  of  the  parts  and  as  to  the  size 
of  the  pelvic  cavity,  and  also  as  to  the  disproportion 
between  the  foetal  head  and  the  strait.  We  deter- 
mined that  the  alternative  was  either  to  leave  the 
woman  to  her  fate  or  to  give  her  the  chance  of  the 
Caesarian  section.  The  effect  of  the  chloroform  hav- 
ing passed  off,  she  became  perfectly  conscious,  and 
our  opinion  and  the  nature  of  the  operation  were 
explained  to  her  and  to  her  husband  and  friends. 
The  patient  was  as  a  drowning  man  and  caught  at 
the  faintest  shadow  of  hope.  Her  husband  begged 
me  to  do  anything,  whatever  it  might  be.  so  that  ba 
saved  his  wife.  I  told  him  that  I  was  ready  to  do  all 
in  mv  power,  and  that  in  mv  opinion  there  was  no 
possibility  of  saving  his  wife  except  by  the  opera- 
tion, and  that  the  chance  of  her  living  through  that 
was  but  as  one  in  twenty.  I  believe  that  the  danger, 
extent  and  uncertainty  of  the  case  was  fully  under- 
stood by  all,  and  the  plan  advised  was  adopted  as  the 
only  chance  of  saving  the  woman— -the  foetus  was 
certainly  dead  before  I  was  called  in. 

"Under  the  circumstances  as  above  described,  I 
— rformed  the  operation,  assisted  by  Dr.  McSwain, 
by  an  incision  in  the  course  of  the  linea  alba,  de- 
flected to  the  rignt  so  as  to  pass  the  umbilicus,  and 
extended  it  from  about  four  inches  above  the  um- 
bilicus to  within  three  of  the  pubes.  The  foetus  was 
readily  removed,  as  also  the  secundines.  Hemor- 
rhage was  slight,  and  there  was  but  little  sinking 
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of  the  pulse.  She  was  perfectly  conscious,  and  as 
soon  as  the  foetus  was  removed  she  asked  if  it  was 
alive.  The  wound  was  dressed  quickly,  Dr.  McSwain 
making  pressure  of  the  abdomen  so  as  to  keep  the 
parietes  in  apposition  to  the  contracting  womb,  the 
edges  being  brought  together  by  four  or  five  needles. 
Adhesive  straps  were  then  applied,  and  the  abdomen 
well  supported  by  a  broad  roller  and  compress.  The 
cold  water  dressing  was  directed  to  be  used  con- 
stantly and  with  great  care.  In  about  an  hour  we 
left  our  patient,  having  by  the  cautious  use  of 
stimulants  induced  a  disposition  to  rally.  We  en- 
joined perfect  quiet,  and  promised  to  return  in  a 
few  hours. 

"An  operation  so  novel  in  this  region  of  country, 
at  least,  and  so  important,  was  well  calculated  to 
engross  our  thoughts.  We  had  many  forebodings  as 
to  the  result,  and  returned  to  visit  her  with  no  little 
anxiety.  We  found,  however,  much  to  our  relief,  that 
her  condition  was  decidedly  favorable.  The  reaction 
which  had  commenced  happily  continued,  and  was 
just  to  the  extent  which  we  desired.  The  indication 
being  to  control  the  febrile  action,  this  was  accom- 
plished by  abstinence,  perfect  quiet,  both  of  mind 
and  body,"  and  by  the  occasional  exhibition  of  saline 
purges.  The  only  dressing  used  was  cold  water, 
which  was  used  continuously  for  the  first  four  days. 
On  the  sixth  day  the  wound  was  examined,  and  it 
was  found  healed  by  first  intention  for  its  upper 
two-thirds,  the  lower  one-third  being  in  a  perfectly 
healthy  state.  Two  of  the  needles  were  removed, 
and  the  adhesive  strips  reapplied.  By  the  fifteenth 
day  the  needles  were  all  removed  and  the  dressing 
dispensed  with.  Three  days  afterwards  the  woman 
was  able  to  sit  up. 

"Ten  months  from  the  date  of  the  operation  she 
aborted  at  the  fourth  month.  Her  health  then  de- 
clined for  a  few  weeks,  after  which  she  convalesced 
and  has  enjoyed  health  up  to  the  present  time, 
September,  1853." 

In  a  "Sketch  of  the  Life  of  Dr.  W.  P. 
Mallett,"141  written  by  President  George  T. 
Winston  of  the  University  of  North  Carolina, 
there  occur  several  passages  which  indicate 
the  order  of  physician  and  citizen  that  was 
found  in  Dr.  Mallett.  "He  relied  mainly  on 
the  vis  medicatix  naturae,  and  therefore  was 
eminently  successful  as  a  nurse  and  in  cases 
of  long  illness  such  as  typhoid  fever  and 
pneumonia.  He  was  active  and  faithful  as  a 
student,  although  cautious  and  conservative 
as  a  practitioner  and  kept  himself  furnished 
with  the  newest  medical  literature  which  he 
read  with  delight.  Although  socially  disposed 
and  capable  of  both  giving  and  receiving 
pleasure  from  social  intercourse,  his  spare 
time  was  given  to  professional  reading  even 
to  the  day  of  his  death." 

"Doctor  Mallett  made  diligent  use  of  the 
talents  entrusted  to  his  keeping.  He  was  by 
nature  and  education  a  gentleman,  and  the 
gentleness  of  his  life  made  gentler  the  life  of 
a  community;  he  was  by  nature  and  educa- 
tion a  physician,  and  he  healed  with  the 
charity  and  sympathy  and  gentleness  of  the 
Great  Physician.  His  life  was  one  of  un- 
broken loyalty  to  his  great  profession.  His 


reverence  was  deep,  strong  and  abiding. 
Familiarity  with  disease  and  death  had 
strengthened  his  reliance  upon  God.  His  re- 
ligion was  quiet  and  unostentatious,  but  his 
convictions  were  fervent  and  full  of  sustain- 
ing power.  I  doubt  if  he  ever  felt  far  from 
the  presence  of  the  Almighty." 

Dr.  Mallett  died  as  he  had  lived,  quietly, 
courageously,  and  with  fine  consideration  for 
other  people.  The  evening  before  his  death 
he  climbed  a  steep  stairway  to  visit  a  patient. 
At  the  summit  he  collapsed  with  what  was 
probably  a  coronary  occlusion.  After  a  period 
of  rest,  when  his  pain  and  his  breathing  had 
eased,  he  returned  to  his  buggy  and  drove 
home.  He  spent  a  fairly  comfortable  night, 
but  in  the  morning  after  a  period  of  exertion 
it  would  appear  that  a  second  occlusion  de- 
veloped. After  studying  his  pulse  and  observ- 
ing the  state  of  his  skin  and  nails,  he  raised 
his  hand  in  recognition  of  his  family  and 
said,  "Now  lay  me  down  to  die,  and  don't 
make  any  confusion,  please." 

William  DEB.  MacNider,  M.D. 
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Catastrophe    and    the    neurotic    personality. — Few 

persons  suffer  any  serious  degree  of  mental  ill 
health  solely  because  they  have  undergone  a  real 
experience  which  has  been  disastrous.  As  a  rule  the 
more  troublesome  trials  are  the  situations  of  phan- 
tasy danger  which  people  may  conjure  up  for  them- 
selves. The  magnitude  of  happiness  in  knowing  that 
a  loved  child  is  well  may  be  small  compared  with  the 
baseless  fear  that  illness  may  overtake  him.  Worries 
concerning  the  possible  complications  which  some 
future  event  may  produce  are  often  more  potent 
disturbers  of  mental  health  than  an  actually  real- 
ized loss  in  the  present.  Actual  events,  however,  do 
seem  to  cause  or  precipitate  mental  illness,  at  least 
in  a  small  number  of  instances. — Melvin  W.  Thorner: 
Psychiatry  in  General  Practice,  Philadelphia,  W.  B. 
Saunders,"  1948,  p.  130. 


Fear  and  anxiety. — An  unpleasant  foreboding  of 
what  the  future  holds  in  store  is  a  common  experi- 
ence to  all  people.  When  this  unpleasant  expectation 
is  based  upon  the  probable  or  possible  consequences 
arising  from  a  specific  set  of  conditions,  it  is  referred 
to  as  a  fear.  Fear  concerns  itself  with  concrete 
possibilities  which  may  be  looked  for  more  or  less 
logically  as  a  result  of  a  known  danger.  When  the 
unpleasant  expectation  of  things  to  come  is  less 
definitely  concerned  with  specific  circumstances,  the 
summated  discomfort  is  referred  to  as  anxiety. — 
Melvin  W.  Thorner:  Psychiatry  in  General  Practice, 
Philadelphia,  W.  B.  Saunders  Co.,  1948,  p.  291. 
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REGENTS  OF  AMERICAN  COLLEGE  OF 
PHYSICIANS   OPPOSE    GOVERN- 
MENTAL CONTROL  OF  MEDICINE 

The  College  of  Physicians  has  a  well 
earned  reputation  for  refraining  from  any 
political  activity,  and  devoting  its  energies 
to  scientific  progress.  This  policy  makes  all 
the  more  significant  a  resolution  adopted  at 
the  meeting  of  the  Board  of  Regents  of  the 
College  on  April  18.*  The  resolution  was 
presented  by  Dr.  Wallace  M.  Yater,  who 
spoke  in  part  as  follows : 

"Although  I  love  the  American  College  of  Physi- 
cians, I  love  the  medical  profession  and  what  it 
stands  for  even  more.  As  you  all  know  in  the  last 
few  years  there  has  been  waged  from  Washington 
a  political  battle  to  regiment  the  medical  profes- 
sion. I  come  from  Washington  and  I  know  what  is 
going  on  there  .  .  .  Some  of  the  propaganda  is  not 
only  erroneous,  but  it  is  actually  blasphemous 
toward  the  medical  profession.  We  have  only  the 
American  Medical  Association  to  defend  us.  It  is 
later  than  you  think.  If  we  wait  another  year  to 
take  a  stand  in  this  matter  it  may  be  too  late.  It  is 
a  life  and  death  struggle.  This  College,  as  well  as 


the  medical  profession,  will  be  quite  wholly  'on  the 
tpot'  if  what  we  fear  comes  to  pass.  Now,  the 
American  College  of  Physicians  is  in  a  position  of 
leadership  in  the  medical  world.  It  is  looked  upon 
with  great  respect.  It  represents  the  internists  of 
this  country,  just  as  the  American  Medical  Associa- 
tion represents  the  doctors  as  a  whole.  We  have  an 
obligation  greater  than  to  ourselves,  one  to  the 
public.  I  have  heard  it  said  by  members  of  this 
Board  that  this  organization  ought  not  to  take 
political  sides.  Politics  is  in  everything;  you  can't 
escape  it.  The  action  I  propose  is  not  going  to  harm 
us  and  may  do  some  good.  The  only  objection  of 
which  I  know  is  that  the  College  is  purely  a  scien- 
tific organization,  and  some  think  we  should  not 
engage  in  political  and  controversial  issues.  This 
issue  goes  far  beyond  politics  and  controversial 
matters.  This  is  the  death  struggle.  If  we  are  going 
to  do  anything,  we  have  got  to  do  it  now  .  .  .  We  owe 
it  to  the  public,  as  well  as  to  the  medical  profession. 
It  is  for  the  public  that  we  must  ultimately  be  most 
concerned.  I  have  written  out  a  statement  that  I 
think  may  do  some  good,  and  I  am  sure  that  it  will 
do  no  harm  .  .  . 

"Resolved,  that  the  American  College  of  Physicians 
is  dedicated  to  progress  in  the  art  and  science 
of  medicine  to  the  end  that  the  best  possible 
medical  care  may  be  made  available  to  all  the 
people.  It  welcomes  plans  that  will  advance 
these  aims.  It  is  the  conviction  of  the  American 
College  of  Physicians,  however,  that  its  object- 
ives can  be  accomplished  best  in  a  free  society 
unhampered  by  governmental  control." 

The  resolution  was  seconded  by  Dr.  Walter 
B.  Martin,  who  said,  in  part: 

"I  second  this  resolution.  I  think  it  only  proper 
that  I  should  state  as  clearly  as  possible  the  reason 
for  it.  I  am  conscious  of  the  objections  that  have 
been  raised  and  probably  will  be  raised  now  because 
'this  is  purely  a  scientific  organization  and  should 
not  enter  this  particular  field  of  controversy.'  .  .  . 
an  organization  is  profoundly  affected  by  the  en- 
vironment under  which  it  lives  ...  the  first  step  in 
the  destruction  of  the  medical  profession  is  a  driv- 
ing of  a  wedge  between  the  general  practitioner  and 
the  people.  That  was  accomplished  in  England  and 
is  one  of  the  principal  methods  by  which  it  was 
accomplished— the  breaking  up  of  the  unity  of  the 
medical  profession  and  driving  a  wedge  between  the 
doctor  and  the  people.  It  is  very  necessary  at  this 
time  that  the  medical  profession  be  united  and  that 
it  have  a  common  objective.  The  American  College 
of  Physicians  will  not  be  going  outside  of  its  real 
objective  if  it  approves  this  resolution  as  presented. 

When  the  vote  was  called  for,  "there  was  a 
chorus  of  ayes,  and  the  resolution  was 
adopted." 

It  is  so  gratifying  to  have  this  additional 
evidence  of  the  unity  of  the  American  Medi- 
cal profession,  and  the  remarks  of  Drs.  Yater 
and  Martin  are  so  pertinent  that  no  apology 
is  needed  for  quoting  them  in  some  detail, 
by  way  of  encouragement  to  readers  of  this 
journal. 


*Annals  of  Internal  Medicine,  33:520-1    (August  1)    1050. 
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NATIONAL  CONFERENCE  ON  AGING 

The  first  National  Conference  on  Aging, 
held  in  Washington,  August  13-15,  was  at- 
tended by  approximately  800  delegates.  Be- 
cause it  was  sponsored  by  the  Federal  Se- 
curity Agency,  a  great  many  people,  remem- 
bering how  the  National  Health  Conference 
of  May,  1948,  was  made  the  basis  for  the 
campaign  handbook  used  in  Oscar  Ewing's 
bid  to  become  our  first  Minister  of  Health, 
were  frankly  skeptical  of  the  motives  behind 
this  conference.  At  least  one  of  the  planning 
committees  was  forehanded  enough  to  adopt 
a  resolution  two  months  in  advance  of  the 
Conference,  opposing  any  misuse  of  the  Con- 
ference to  further  compulsory  health  insur- 
ance. Although  many  are  still  skeptical,  it 
must  be  admitted  that  any  political  motiva- 
tion was  soft-pedaled  throughout  the  Con- 
ference. 

Each  of  the  ten  discussion  groups  had  its 
own  planning  committee,  and  each  planning 
committee  met  at  least  twice  before  the  Con- 
ference to  organize  the  material  for  discus- 
sion. The  names  of  delegates  to  be  invited 
were  submitted  by  the  members  of  the  plan- 
ning committees,  and  employees  of  the  FSA 
were  scrupulously  kept  in  the  background 
in  the  discussions.  The  impression  of  some 
who  had  attended  the  National  Health  Con- 
ference was  that  the  Conference  on  Aging 
had,  on  the  surface  at  least,  much  less  evi- 
dence of  being  maneuvered  for  purposes  of 
political  propaganda. 

During  the  first  two  days  of  the  Confer- 
ence, each  discussion  group  was  divided  into 
a  number  of  subcommittees,  each  with  its 
own  chairman.  The  final  recommendations 
of  the  subcommittees  were  transmitted  to 
the  groups  as  a  whole,  and  in  the  final  meet- 
ing of  the  entire  body  of  800  delegates,  each 
planning  committee  chairman  gave  an  ab- 
stract of  his  committee's  recommendations. 
There  is  to  be  published  later  a  summary  of 
the  findings  and  recommendations  of  the 
entire  Conference. 

It  would  be  impractical,  even  if  it  were 
possible,  to  summarize  the  entire  Conference, 
and  only  a  few  general  observations  will  be 
made.  The  first  is  that  those  attending  the 
Conference  were  quite  serious  in  attempting 
to  solve  some  of  the  problems  created  by  the 
increasing  number  of  older  people  in  our 
population.  The  Conference  should  do  much 
to  focus  the  attention  of  intelligent  citizens 
upon  these  problems. 


It  would  have  been  too  much  to  expect, 
even  if  it  had  been  desirable,  that  divergent 
opinions  would  not  be  expressed  by  the  vari- 
ous committees.  It  was  surprising,  however, 
to  note  how  many  recommendations  did 
agree.  The  delegates  showed  a  remarkable 
unanimity  in  opposing  a  compulsory  retire- 
ment age,  and  in  agreeing  that  individuals 
vary  tremendously,  as  they  grow  older,  in 
their  mental  flexibility. 

Another  point  stressed  by  many  commit- 
tees was  that  preparation  for  old  age  should 
begin  in  youth  and  maturity.  One  subcommit- 
tee expressed  it  thus:  "Every  effort  should 
be  made  to  develop  geriatric  services  as  part 
of  a  more  inclusive  clinic  service  .  .  .  not  .  .  . 
as  separate  entities."  It  was  also  felt  that  it 
was  best,  if  possible,  to  have  hospital  services 
needed  for  geriatric  patients  maintained  in 
connection  with  general  hospitals. 

Another  thought  shared  by  many  was  that 
facilities  for  the  care  of  older  people  should 
be  open  to  anyone  needing  such  help,  and 
should  not  be  limited  to  the  indigent  or  low- 
income  groups. 

Still  another  idea  often  expressed  was  the 
necessity  of  informing  the  public  about  the 
advantages  of  maintaining  optimum  health, 
and  present  means  for  utilizing  what  is  now 
known  about  this  aim.  The  importance  of 
graduate  and  undergraduate  medical  educa- 
tion in  the  principles  of  geriatrics  was 
stressed.  The  point  was  also  made,  however, 
that  the  individual  must  exercise  some  initia- 
tive in  his  own  behalf. 

It  is  particularly  gratifying  to  this  journal 
to  note  that  more  than  one  committee  adopted 
the  view  expressed  in  a  recent  editorial'1'. 
For  example :  "In  spite  of  much  national  at- 
tention and  publicity  now  directed  to  multi- 
phasic screening  programs  today,  the  Com- 
mittee recommended  that  such  programs  be 
approached  with  caution  .  .  .  judgment  should 
be  reserved  about  the  efficacy  of  some  of  the 
tests  and  value  of  the  total  program  until  the 
original  pilot  studies  have  been  thoroughly 
evaluated."'2'  Another  committee  was  even 
more  emphatic :  "Screening  examinations  are 
not  truly  diagnostic  and  thus  should  not  be 
permitted  to  create  a  false  sense  of  secur- 
ity."'3' 

Time  alone  will  tell  how  much  was  accom- 
plished by  this  Conference;  but  the  general 
impression  of  those  in  attendance  was  that 
it  was  well  worth  while.  A  follow-up  state 
conference  of  the  delegates  from  North  Caro- 
lina has  been  called  by  Dr.  Ellen  Winston  for 
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September  19,  in  Raleigh.  Doubtless  many 
other  states  will  do  likewise,  and  thus  the 
effect  of  the  National  Conference  will  be 
felt  in  ever-widening-  circles. 

1.  Health    Inventory — by    Machine?    North    Carolina     M.    J. 

11:350    (July)    1950. 

2.  Section   IV :   Committee   2 

3.  Section  IV  :  Committee  1 


"BY  GIFT  OF  CHANCE" 

The  Ladies'  Home  Journal  for  September 
publishes  a  lengthy  defense  of  the  British 
National  Health  Insurance  Service  by  Rebec- 
ca West,  called  "England's  ablest  reporter." 
Miss  West  is  fair  enough  to  admit  that  all  is 
not  well  with  the  scheme,  and  to  say  that 
when  she  herself  developed  a  throat  ailment 
she  went  to  a  specialist  as  a  private  patient, 
because  she  could  not  spare  the  two  days  that 
would  have  been  required  had  she  had  gone 
as  a  National  Health  Service  patient.  She 
also  admits  that  the  NHS  has  cost  far  more 
than  was  anticipated,  and  that  the  "contri- 
butions" (euphemism  for  taxes)  provided  for 
it  defrayed  less  than  one  fifth  of  its  cost. 
But,  she  says,  the  middle  class  people  like 
the  service  because,  after  they  have  paid  their 
taxes,  they  would  have  a  hard  time  paying 
for  medical  care! 

The  article  is  too  long  to  review  in  detail. 
The  purpose  of  this  brief  editorial  is  to  call 
attention  to  the  perfect  reply  to  it  provided 
by  one  of  the  boxed  inserts  in  the  body  of  the 
article — a  quotation  from  another  famous 
British  citizen,  Lord  Balfour:  "It  is  unfortu- 
nate, considering  that  enthusiasm  moves  the 
world,  that  so  few  enthusiasts  can  be  trusted 
to  speak  the  truth." 


DR.   GEORGE   BOND   IS   IN 
THE  PICTURES 

One  of  the  most  dynamic  and  colorful 
members  of  the  North  Carolina  medical  pro- 
fession is  Dr.  George  Bond,  of  Bat  Cave  in 
Henderson  County.  Those  who  know  him  and 
know  how  he  gives  to  his  patients  in  a  rural 
community  the  best  in  modern  medical 
science,  and  those  who  have  read  carefully 
his  thought-provoking  address  before  the 
Section  on  General  Practice  of  the  State  Med- 
ical Society  in  1948(1J  will  not  be  surprised 
to  know  that  his  career  has  attracted  national 
interest.  A  feature  article  in  the  August  issue 
of  Medical  Economics^  states  that  "George 


Bond  ...  is  the  kind  of  medical  man  that  the 
Reader's  Digest  and  Louis  de  Rochemont  .  .  . 
had  in  mind  as  the  central  figure  of  a  docu- 
mentary film  that  would  dramatize  the  state 
of  our  nation's  health — and  the  men  who 
guard  it.  -  s' 

"As  such,  Dr.  Bond  carries  the  ball  through 
much  of  the  motion  picture  highlighted  on 
these  pages.  A.M. A.  convention-goers  pre- 
viewed it  a  month  ago  in  San  Francisco.  The 
picture  will  be  released  nationally  next  month 
...  to  kick  off  a  new  cinema  series  entitled 
'The  Reader's  Digest  on  the  Screen.'  ' 

Nearly  all  who  see  it  will  agree  with  Medi- 
cal Economics  that  "the  picture  is  bound  to 
do  a  lot  of  good  for  private  medicine."  Con- 
gratulations to  Dr.  Bond  for  this  well  de- 
served honor — and  to  the  Reader's  Digest 
and  Louis  de  Rochemont  for  the  good  judg- 
ment used  in  their  selection  of  a  subject  for 
the  film. 

1.  Bond,  G.  F.:  The  Problems  of  Rural  Practice,  North  Caro- 
lina M.  J.   9:438-442    (Sept.)    1948. 

2.  "M.D. — the    U.    S.    Doctor,"    Medical    Economics,    Ausrust, 
1950,  p.  65. 


DR.  WESTBROOK  MURPHY  ON 
EDITORIAL  BOARD 

The  recent  removal  of  Dr.  Paul  Ringer 
from  Asheville  to  New  York  left  a  large 
vacancy  on  the  editorial  board  of  the  North 
Carolina  Medical  Journal.  Dr.  Ringer  had 
been  a  member  of  the  board  from  the  begin- 
ning, and  was  its  second  chairman,  succeed- 
ing Dr.  Paul  McCain.  He  will  be  missed  in 
many  ways. 

It  is  hard  to  think  of  a  happier  choice  for 
Dr.  Ringer's  successor,  however,  than  Dr. 
Westbrook  Murphy,  who  has  been  elected  by 
the  editorial  board  to  take  his  place.  While  it 
is  not  an  ironclad  policy  that  every  section  of 
the  state  shall  be  represented  on  the  editorial 
board,  it  is  fitting  that  Dr.  Murphy,  too, 
should  hail  from  Asheville.  Since  he  has  just 
completed  a  year  as  president  of  the  State 
Medical  Society,  he  has  a  first-hand  acquaint- 
ance with  the  doctors  of  North  Carolina.  He 
has  demonstrated  his  interest  in  medical 
problems — scientific,  economic,  and  political. 
Finally,  he  knows  how  to  write  and  to  ap- 
preciate good  writing. 

The  North  Carolina  Medical  Journal 
welcomes  Dr.  Murphy  to  its  editorial  board, 
and  expects  him  to  be  a  real  asset  in  the 
years  ahead. 
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Climicopathologic  Conference 

Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College 


The  patient,  a  50  year  old  white  male 
school  teacher,  was  admitted  to  the  North 
Carolina  Baptist  Hospital  on  March  17, 
1949,  and  expired  on  March  18.  He  had  ap- 
parently been  in  excellent  health  during  his 
entire  life  except  for  an  attack  which  was 
thought  to  have  been  clue  to  kidney  stones  in 
1923.  Five  days  prior  to  admission  to  this 
hospital,  he  had  a  sudden  severe  pain  in  the 
right  flank,  radiating  to  the  right  lower  qua- 
drant but  not  to  the  genitalia.  When  seen  by 
his  physician  a  few  hours  later,  he  was  writh- 
ing in  agony  and  screaming  with  pain.  The 
temperature,  pulse,  respiration,  and  blood 
pressure  were  all  normal.  Examination  of 
the  abdomen  revealed  audible  peristalsis  and 
moderate  rigidity  in  the  right  flank.  There 
were  no  other  positive  physical  findings. 
Urine  examination  at  this  time  was  negative. 
He  was  given  14  grain  of  morphine,  with 
complete  relief  of  symptoms. 

On  the  following  day  he  had  no  appetite, 
and  eructated  excessively.  Examination  re- 
vealed only  some  soreness  in  the  right  flank 
on  pressure.  These  symptoms  persisted,  and 
he  began  to  have  colicky  pain  in  the  lower 
abdomen.  Since  he  had  not  had  a  bowel  move- 
ment or  passed  any  flatus  in  two  days,  he 
was  given  two  warm  water  enemas.  These 
afforded  some  relief  of  pain,  but  he  con- 
tinued to  have  eructation  and  became  some- 
what nauseated.  The  white  cell  count  at  this 
time  was  12,000,  the  sedimentation  rate  18 
mm.  per  hour ;  urinalysis  was  negative. 

His  condition  remained  unchanged  until 
one  and  a  half  days  prior  to  admission,  when 
a  cough  developed  and  he  vomited  on  one 
occasion.  Following  this,  he  complained  of 
pains  across  his  anterior  chest,  and  in  the 
right  lower  quadrant  and  right  flank.  His 
respirations  became  rapid  and  shallow,  espe- 
cially when  the  pain  was  worst.  He  had  no 
fever  or  chills.  Rales  were  heard  in  the  left 
upper  and  lower  lobes,  and  he  was  found  to 
have  bloody  sputum,  loaded  with  red  cells, 
white  cells,  and  epithelial  cells,  with  gram- 
positive  diplococci  predominating.  The  white 
cell  count  was  27,000,  the  sedimentation  rate 
32  mm.  per  hour.  At  this  point  he  was  ad- 
mitted to  the  hospital. 


Physical  examination  on  admission  showed 
the  rectal  temperature  to  be  101.4  F.,  pulse 
96,  respiration  36,  blood  pressure  120  sys- 
tolic, 65  diastolic.  The  patient  was  a  well 
developed,  well  nourished  middle  aged  man 
who  appeared  acutely  ill  and  slightly  cyano- 
tic. The  skin  was  warm,  moderately  dry,  and 
generally  flushed.  Respirations  were  shallow 
and  rapid,  with  grunting  expirations.  The 
respiratory  excursions  appeared  equal  bilat- 
erally, but  the  thoracic  expansion  was  less 
than  normal.  He  was  groaning  and  complain- 
ing of  pains  radiating  across  his  mid-abdo- 
men from  left  to  right.  The  pharynx  was 
slightly  injected.  There  was  dullness  to  per- 
cussion over  the  anterior  chest  wall  on  the 
left,  and  bronchial  breathing  was  heard  in 
the  left  and  right  infraclavicular  areas,  with 
increased  transmission  of  voice  sounds  over 
these  areas.  The  heart  was  not  enlarged.  The 
heart  sounds  were  not  heard  distinctly  be- 
cause of  the  numerous  rhonchi  and  noises 
made  by  the  patient,  but  no  murmurs  were 
noted.  The  rate  was  rapid  and  the  rhythm 
regular.  Abdominal  examination  revealed 
slight  tenderness  in  the  right  upper  and  right 
lower  quadrants.  The  remainder  of  the  phy- 
sical examination  was  not  remarkable. 

Accessory  clinical  findings:  The  blood 
count  showed  12.7  Gm.  of  hemoglobin,  4,- 
300,000  red  cells,  and  20,500  white  cells,  with 
67  per  cent  segmented  polymorphonuclears, 
13  per  cent  nonsegmented  polymorphonu- 
clears, 10  per  cent  lymphocytes,  and  9  per 
cent  monocytes.  Platelets  appeared  adequate. 
Urinalysis  revealed  a  specific  gravity  of 
1.020,  a  slight  trace  of  albumin,  and  no  su- 
gar; microscopic  examination  showed  only 
an  occasional  granular  cast.  Blood  cultures 
were  sterile.  Sputum  examinations  were 
negative  for  acid-fast  organisms.  A  recum- 
bent film  of  the  chest  made  on  the  day  of 
admission  showed  a  diffuse  patchy  infiltra- 
tion in  both  lung  fields,  having  the  appear- 
ance of  bilateral  bronchopneumonia.  No  oth- 
er abnormalities  were  visualized. 

Course  in  the  hospital:  The  patient's  tem- 
perature ranged  between  102  and  103  de- 
grees F.  (rectal)  ;  his  pulse  remained  weak 
and  rapid,  and  respirations  were  rapid  and 
shallow.  He  coughed  up  blood  streaked  spu- 
tum on  several  occasions,  and  evidence  of 
peripheral  vascular  collapse  was  noted.  Tour- 
niquets were  applied  to  his  extremities  with- 
out appreciable  benefit.  He  was  given  50,000 
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units  of  penicillin  every  three  hours,  intra- 
venous fluids,  adequate  sedation,  and  mor- 
phine sulfate  for  the  relief  of  pain.  He  con- 
tinued to  complain  of  pain  in  his  chest,  how- 
ever. His  respirations  gradually  became 
more  labored,  and  he  was  placed  in  an  oxygen 
tent.  For  a  while  his  breathing  was  consid- 
erably easier,  but  he  gradually  grew  worse. 
Despite  Coramine  and  Adrenalin,  his  res- 
pirations became  more  and  more  shallow  and 
he  became  quite  cyanotic.  He  expired  approx- 
imately thirty  hours  after  admission. 

Discussion 

Dr.  David  Cayer  :  This  50  year  old  school- 
teacher was  said  to  have  been  in  excellent 
health  except  for  an  illness  which  was  diag- 
nosed as  renal  stones  about  twenty-five  years 
before.  Whether  he  had  colic,  hematuria,  or 
chills  and  fever  at  that  time  is  not  known. 
His  present  and  final  illness  began  with  se- 
vere pain  in  the  right  flank  radiating  to  the 
right  lower  quadrant.  Among  the  possibili- 
ties suggested  by  this  description  is  colic 
due  to  a  calculus  in  the  urinary  tract  or  gall- 
bladder, and  acute  obstructive  appendicitis. 
The  blood  count,  temperature,  and  abdominal 
findings  may  be  within  normal  limits  at  the 
onset  of  these  illnesses,  and  the  signs  of  local- 
ization and  peritoneal  irritation  may  appear 
only  after  a  period  of  hours. 

When  the  patient  was  first  seen  by  his 
physician  some  hours  later,  he  was  obviously 
in  severe  pain.  There  was  no  sign  of  shock, 
and  examination  of  the  abdomen  revealed  no 
peritoneal  irritation  or  anything  to  suggest 
perforation  of  a  viscus.  The  negative  urinaly- 
sis at  the  time  was  also  somewhat  against 
the  diagnosis  of  ureteral  stone.  The  patient 
obtained  relief  from  \\  grain  of  morphine 
until  the  following  day,  when  he  began  hav- 
ing anorexia  and  eructation.  A  second  exam- 
ination revealed  soreness  in  the  right  flank. 
There  is  no  information  as  to  whether  the 
liver  was  enlarged.  It  would  seem  unlikely 
that  the  single  injection  of  morphine  could 
be  responsible  for  the  patient's  failure  to 
have  a  bowel  movement  or  to  pass  flatus. 
In  all  probability,  he  had  eaten  little  since 
he  became  ill.  In  spite  of  the  gastrointestinal 
complaints,  nothing  to  suggest  obstruction  or 
distention  was  noted,  and  the  abdomen  was 
described  as  soft  and  without  tenderness. 
The  questionable  relief  afforded  by  two  warm 
water  enemas  is  difficult  to  evaluate,  since 


enemas  will  relieve  many  complaints  not 
particularly  related  to  the  gastrointestinal 
tract.  A  second  urinalysis  was  reported  as 
negative.  The  white  blood  cell  count  and  sedi- 
mentation rate,  however,  became  elevated. 

On  the  third  day  of  his  illness,  for  the  first 
time,  there  were  complaints  referable  to  the 
chest.  A  cough  developed  in  addition  to  his 
previous  complaints  of  anorexia  and  nausea. 
Pains  were  now  described  as  present  in  the 
anterior  chest,  as  well  as  in  the  right  flank 
and  right  lower  quadrant. 

The  occurrence  of  abdominal  pain  as  an 
early  symptom  in  patients  with  pneumonia 
is  well  known.  Indeed,  patients  are  some- 
times operated  on  because  of  lower  abdom- 
inal pain  referred  from  a  pneumonitis.  These 
patients  usually  do  not  go  through  three  days 
of  illness  without  fever  or  chills,  however, 
and  during  that  interval  some  pulmonary 
signs  would  be  expected  to  develop. 

On  the  third  day  the  patient  had  rales, 
leukocytosis,  and  bloody  sputum.  The  possi- 
bility of  pulmonary  infarcts  is  suggested  by 
the  unilateral  chest  signs  and  the  absence  of 
fever.  Some  mention  of  the  presence  or  ab- 
sence of  tenderness  would  have  been  helpful. 

When  admitted  to  the  hospital,  he  was 
found  to  have  a  low  grade  fever  and  a  nor- 
mal blood  pressure.  Unfortunately,  we  do  not 
know  whether  or  not  he  had  had  hyperten- 
sion in  the  past.  Symptoms  and  signs  at  the 
time  of  admission  were  chiefly  referred  to 
the  chest,  with  rapid,  shallow  respirations 
and  some  pain  radiating  across  the  upper 
abdomen  from  left  to  right.  There  is  no  de- 
scription of  the  eyegrounds  or  peripheral 
vessels.  The  heart  is  described  as  not  en- 
larged, but  in  a  severely  ill  patient,  who  in 
all  probability  could  not  be  moved,  this  esti- 
mate might  not  be  accurate.  In  addition  it  is 
entirely  possible  that  he  had  poor  heart 
sounds,  rather  than  normal  heart  sounds  ob- 
scured by  the  adventitious  pulmonary  sounds. 
It  is  significant  that  at  this  time  there  was 
little  to  suggest  any  primary  abdominal  dis- 
order, since  only  minimal  tenderness  was 
found  in  the  right  upper  and  right  lower 
quadrants. 

If  this  man  had  a  mesenteric  thrombosis, 
we  would  anticipate  some  previous  history 
of  infection  or  heart  disease.  Other  causes 
for  an  acute  onset  of  abdominal  pain,  such 
as  intussusception  or  volvulus,  are  usually 
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accompanied  by  signs  of  peritonitis,  a  pal- 
pable mass,  and  the  passage  of  bloody  fecal 
material.  Pancreatitis,  which  must  also  be 
considered  as  a  diagnostic  possibility,  is  fair- 
ly well  ruled  out  by  the  lack  of  any  previous 
history  of  indigestion  and  the  fact  that  the 
pain  radiated  from  left  to  right — a  finding 
which  Dr.  Wingate  Johnson  failed  to  note 
in  a  single  case  of  the  series  which  he  report- 
ed from  this  hospital'11. 

The  accessory  studies  clone  after  hospitali- 
zation revealed  a  leukocytosis  and  confirmed 
for  the  third  time  the  absence  of  any  urinary 
abnormality.  Blood  cultures  and  sputum  ex- 
aminations were  essentially  negative.  A 
roentgenogram  of  the  chest  showed  a  diffuse, 
patchy  bilateral  infiltration.  Apparently  a 
flat  plate  of  the  abdomen  and  an  electro- 
cardiogram were  not  obtained. 

During  his  stay  in  the  hospital  the  patient 
showed  progressive  tachycardia,  weakness  of 
his  pulse,  peripheral  vascular  collapse,  and 
cyanosis.  He  expired  thirty  hours  after  ad- 
mission. 

The  most  striking  feature  of  this  entire 
case  is  the  rapid  demise  of  a  middle  aged  man 
who  had  previously  been  in  good  health, 
without  any  history  of  trauma  or  antecedent 
infection.  The  problem  of  sudden,  unexpected 
death  is  an  intriguing  one.  Dr.  Louis  Ham- 
man  defined  "sudden  death"  as  rapid  and 
unexpected  but  not  instantaneous,  and  re- 
viewed some  700  cases'-'.  He  found  that  91 
per  cent  could  be  attributed  to  disorders  of 
the  cardiovascular  system. 

In  this  patient,  the  possibility  of  a  dissect- 
ing aneurysm  of  the  aorta  must  certainly  be 
considered.  Until  recently,  this  diagnosis  was 
rarely  made  correctly  before  death.  There 
are  many  similarities  between  the  symptoms 
of  this  disorder  and  those  of  the  patient  in 
the  case  under  discussion'1".  Our  patient  was 
in  the  correct  age  group ;  the  sudden  onset 
of  symptoms  and  the  severity  of  his  pain 
would  also  fit  such  a  diagnosis.  The  locali- 
zation of  the  pain  below  the  diaphragm  and 
in  the  flank  is  not  uncommon  with  dissecting 
aneurysms,  and  tachycardia,  leukocytosis  and 
low  grade  fever  are  frequent  findings.  Death 
is  usually  not  instantaneous,  and  in  the  cases 
reported  the  average  survival  period  was 
just  over  four  days.  Death  usually  results 
from  hemorrhage,  shock,  and  pulmonary 
edema. 


Against  this  diagnosis  in  the  case  being 
discussed  is  the  fact  that  dissection  of  the 
aorta  invariably  occurs  in  patients  having 
hypertension.  Although  the  blood  pressure 
may  fall  after  the  acute  episode,  it  usually 
returns  to  its  original  high  level  if  the  pa- 
tient survives  the  initial  shock.  It  is,  of 
course,  possible  that  this  patient  had  pre- 
viously had  hypertension. 

The  description  of  the  final  thirty  hours 
after  hospitalization  is  certainly  most  sug- 
gestive of  a  cardiovascular  death.  The  pulse 
was  described  as  weak  and  rapid ;  there  was 
evidence  of  peripheral  vascular  collapse ;  the 
patient  complained  of  chest  pain ;  and  he  be- 
came cyanotic.  Patients  with  acute  abdomin- 
al catastrophes  referable  to  the  gastrointes- 
tinal tract  are  often  pale  and  haggard,  but 
rarely  cyanotic. 

In  the  differential  diagnosis  of  dissecting 
aneurysm,  coronary  thrombosis  and  myocar- 
dial infarction  must  also  be  considered.  The 
pain  is  usually  not  as  severe  and  overwhelm- 
ing, and  patients  with  coronary  thrombosis 
seldom  "writhe  in  agony  and  scream  with 
pain."  It  is  well  known  that  the  pain  of  cor- 
onary artery  disease  may  be  quite  variable 
in  location  and  intensity.  It  is  not  uncommon 
for  the  initial  symptoms  to  be  referred  en- 
tirely to  the  gastrointestinal  system,  or  for 
the  pain  to  be  confined  to  the  abdomen  at 
the  onset.  In  100  cases  of  proven  myocardial 
infarction  reviewed  and  reported  from  this 
hospital,  the  frequency  of  abdominal  pain, 
anorexia,  eructation,  nausea,  and  vomiting 
was  noted'4'. 

On  the  basis  of  probability  alone  it  would 
seem  much  more  likely  that  this  patient's 
primary  disturbance  was  cardiovascular  in 
nature,  and  statistically  coronary  thrombosis 
with  myocardial  infarction  would  be  most 
likely,  in  spite  of  the  original  description  of 
the  type  and  site  of  the  pain.  His  final  epi- 
sode in  the  hospital  and  the  duration  of  his 
life  after  the  initial  attack  would  certainly 
fit  such  a  diagnosis.  I  do  not  feel,  however, 
that  dissection  of  the  abdominal  aorta  can 
be  completely  ruled  out  from  the  information 
given,  or  that  all  the  symptoms  and  findings 
are  completely  satisfied  by  any  single  diag- 
nosis. 

Dr.  Cayer's  Diagnosis 

Coronary  occlusion  with  myocardial  in- 
farction. 
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Dissecting  aneurysm  of  the  abdominal 
aorta. 

Anatomic  Discussion 

Dr.  Jerome  0.  Williams*  :  The  most  sig- 
nificant findings  in  this  case  were  in  the  car- 
diovascular, pulmonary,  and  genitourinary 
systems. 

The  heart  showed  a  complete  occlusion  of 
the  left  circumflex  coronary  artery,  with  a 
large  recent  myocardial  infarction  in  the 
posterior  wall  of  the  left  ventricle.  There 
were  fine,  fibrinous  adhesions  over  the  peri- 
cardium of  the  left  ventricle,  and  a  small 
mural  thrombus  was  present  in  the  left  ven- 
tricle. 

The  lungs  were  grossly  quite  firm,  and  mi- 
croscopically showed  maximum  bilateral  pul- 
monary edema. 

The  right  ureter  contained  a  small  stone, 
which  was  firmly  wedged  at  the  junction  of 
the  ureter  with  the  bladder  wall.  Above  the 
stone,  the  ureter  was  quite  dilated  and  con- 
tained a  watery,  yellowish-green  fluid  which 
had  a  foul  odor.  The  pelvis  of  the  right  kid- 
ney was  markedly  dilated  and  filled  with  a 
similar  material,  which  appeared  to  be  some- 
what more  purulent  than  that  seen  in  the 
ureter.  The  microscopic  sections  revealed  a 
marked  acute  and  chronic  inflammatory  pro- 
cess. 

The  gallbladder  had  a  thick  wall,  and  its 
lumen  was  filled  with  faceted  stones  of  var- 
ious sizes  and  shapes.  Microscopic  examina- 
tion revealed  an  increase  in  the  amount  of 
fibrous  tissue,  which  had  somewhat  replaced 
the  musculature  of  the  gallbladder.  There 
was  also  moderate  lymphocytic  infiltration 
in  the  wall  of  the  gallbladder. 

Other  findings  included  generalized  ar- 
teriosclerosis and  a  severe  fatty  degeneration 
of  the  liver. 

Anatomic  Diagnoses 

1.  Generalized  arteriosclerosis  with  arterio- 
sclerosis of  the  coronary  arteries  and  oc- 
clusion of  the  left  circumflex  coronary 
artery. 

2.  Recent  myocardial  infarction  in  the  pos- 
terior wall  of  the  left  ventricle. 

3.  Massive  bilateral  pulmonary  edema. 

4.  Severe  parenchymatous  and  fatty  degen- 
eration of  the  liver. 


5.  Stone  in  the  right  ureter  at  the  junction 
with  the  bladder  wall. 

6.  Pericardial  adhesions,  left  ventricle. 

7.  Cholelithiasis  with  chronic  cholecystitis. 

8.  Prostatic  calculus  with  chronic  prostatitis. 

9.  Right  hydronephrosis  and  pyelitis. 
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COMMITTEE  ON  VENEREAL  DISEASE 

SERORESISTANCE,  TREATMENT 

FAILURES,  AND  FALSE  POSITIVE 

SEROLOGIC  TESTS  IN  SYPHILIS 

Fred  G.  Pegg,  M.D. 
Winston-Salem 

In  the  past  few  years  the  treatment  of 
syphilis  has  been  greatly  simplified.  At  the 
present  time  the  average  case  presents  lit- 
tle difficulty,  and  the  patient  may  be  treated 
on  an  ambulatory  basis  in  the  doctor's  office, 
while  going  on  with  his  daily  routine.  How- 
ever, syphilis  is  a  very  complex  disease,  and 
patients  are  occasionally  seen  who  present 
difficult  and  perplexing  problems.  A  serolo- 
gic test  which  is  persistently  positive  after 
adequate  treatment  may  cause  the  patient 
great  anxiety  even  though  the  doctor  realizes 
that  it  is  of  little  significance  so  far  as  the 
patient's  health  is  concerned.  Patients  who 
have  a  weakly  positive  test  or  one  that  varies 
from  negative  to  positive  are  a  source  of  con- 
siderable worry  to  the  conscientious  doctor, 
who  rightly  hesitates  to  make  a  diagnosis  of 
syphilis  or  give  treatment  unless  the  pres- 
ence of  the  disease  is  certain. 

It  is  the  purpose  of  this  paper  to  discuss 
briefly  some  of  these  perplexing  problems 
encountered  by  the  general  practitioner  in 
the  treatment  of  syphilis.  It  must  be  ad- 
mitted at  the  outset  that  there  is  no  answer 
to  many  of  these  problems,  but  a  discussion 
of  them  may  be  of  value  to  the  physician  who 
encounters  them  in  his  everyday  practice. 
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Seroresistance 

One  of  the  most  common  problems  encoun- 
tered is  seroresistance,  or  the  "Wassermann 
fast"  patient.  In  such  an  individual  the  sero- 
logic test  remains  positive  after  fully  ade- 
quate treatment  has  been  given  and  after  all 
evidence  of  disease  has  disappeared.  In  the 
past,  such  individuals  have  frequently  been 
subjected  to  intensive,  prolonged,  and  dan- 
gerous treatment.  It  is  now  fully  recognized 
that  such  prolonged  treatment  is  of  no  bene- 
fit to  the  patient  and  has  little  or  no  effect 
on  the  blood  test. 

In  such  cases  it  is  absolutely  essential  that 
the  physician  do  a  complete  and  thorough 
physical  examination,  including  a  spinal 
puncture,  to  find  any  possible  evidence  of 
active  disease.  He  must  also  be  sure  that 
such  patients  have  had  adequate  treatment. 
When  these  two  things  have  been  done,  one 
should  not  be  too  greatly  concerned  over 
the  positive  serologic  test.  It  must  be  ex- 
plained to  the  patient  that  further  treatment 
will  not  cause  the  blood  test  to  become  nega- 
tive, and  that  such  treatment  would  be  of 
no  benefit  to  him.  Additional  treatment 
should  not  be  given  except  in  those  rare  cases 
where  there  is  clinical  evidence  of  relapse. 

Treatment  Failures 

Syphilis  is  a  relapsing  disease,  and  relap- 
ses will  occasionally  occur  after  adequate 
treatment.  For  this  reason  it  is  essential  that 
every  patient  who  has  been  treated  for  sy- 
philis be  followed  regularly  by  quantitative 
serologic  tests  to  determine  the  effectiveness 
of  the  treatment.  If  this  were  done  routinely, 
most  of  the  problems  associated  with  treat- 
ment failures  would  be  eliminated. 

When  the  patient  is  treated  in  the  early 
stages  of  syphilis,  the  serologic  titer  will  start 
falling  after  a  period  of  a  few  weeks.  Al- 
though it  may  fluctuate  to  some  degree,  it 
will  continue  downward,  and  in  a  great  ma- 
jority of  cases  will  become  permanently  neg- 
ative within  a  period  of  six  or  eight  months. 
In  those  cases  where  the  serologic  titer  fol- 
lows this  pattern  and  there  is  no  evidence 
of  disease,  the  treatment  may  be  considered 
successful.  In  a  certain  number  of  cases, 
however,  the  serologic  titer  will  begin  to  rise 
after  having  become  negative  or  after  a  pre- 
liminary decline.  Such  serologic  relapses  usu- 
ally occur  within  the  first  year  after  treat- 
ment, but  may  occur  after  several  vears.  If 


there  is  a  significant  and  continued  rise  in 
the  serologic  titer,  it  means  that  treatment 
had  failed  or  that  the  patient  has  been  rein- 
fected and  must  be  treated  again. 

When  treatment  is  given  in  the  late  stages, 
the  quantitative  serologic  pattern  is  fre- 
quently quite  different  from  that  of  early 
syphilis.  In  most  cases  the  titer  falls  more 
slowly,  or  not  at  all.  It  is  not  necessary  to 
subject  these  patients  to  further  treatments, 
if  examination,  including  a  study  of  the 
spinal  fluid,  shows  no  clinical  evidence  of  the 
disease. 

Unfortunately  many  patients  who  are 
treated  for  syphilis  are  not  given  adequate 
serologic  follow-up.  Such  patients  may  come 
under  medical  observation  several  years  later 
and  show  no  evidence  of  disease  except  a 
positive  serologic  test.  In  such  cases  it  may 
be  extremely  difficult  to  determine  whether 
the  case  is  one  of  relapse  or  reinfection 
which  should  have  further  treatment,  or  a 
seroresistant  case  that  has  been  adequately 
treated.  In  making  his  decision  as  to  whether 
further  treatment  is  indicated,  the  physician 
should  keep  the  following  points  in  mind : 

1.  The  stage  of  the  disease  when  treatment 
was  given  should  be  determined,  if  possi- 
ble. Relapse  or  reinfection  is  much  more 
apt  to  occur  when  the  patient  is  treated 
in  the  early  stages,  whereas  seroresistance 
is  more  frequently  found  if  treatment  was 
given  during  the  late  stage. 

2.  The  age  of  the  patient  must  be  considered. 
Late  seroresistant  syphilis  is  much  more 
common  in  the  older  age  group ;  relapse  or 
reinfection  is  more  common  in  younger 
individuals. 

3.  A  careful  history  should  be  taken  to  find 
out  whether  or  not  the  patient  has  had 
any  recent  lesions  of  primary  or  secondary 
syphilis  that  might  indicate  reinfection 
or  relapse. 

4.  The  patient  should  be  questioned  carefully 
in  regard  to  any  routine  serologic  test  that 
may  have  been  made  since  treatment  was 
given.  A  negative  test  during  this  period 
of  time  strongly  suggests  treatment  fail- 
ure. 

5.  An  epidemiologic  study  should  be  made  to 
determine  if  the  patient  has  been  exposed 
to  an  infected  individual,  or  if  any  of  his 
sexual  contacts  have  the  disease  in  the 
early  stage.  Either  of  these  findings  would 
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indicate  treatment  failure  or  reinfection. 

The  parents   should   be  included  in   this 

study  to  rule  out  congenital  syphilis. 

In  a  certain  number  of  cases  the  most  ex- 
acting study  will  not  render  sufficient  evi- 
dence to  make  a  definite  diagnosis  possible. 
In  most  cases,  however,  it  will  enable  the 
doctor  to  make  the  right  decision. 

Biologic  False  Positive  Tests 

Most  false  positive  tests  for  syphilis  are 
due  to  some  laboratory  error,  but  occasion- 
ally biologic  false  tests  are  encountered.  The 
non-specific  antibody  (reagin)  which  is  the 
basis  for  the  serologic  test  is  present  to  some 
degree  in  the  blood  of  the  normal  individual, 
and  an  occasional  person  may  have  a  suffi- 
cient quantity  to  produce  a  false  test.  For- 
tunately this  occurs  very  rarely.  It  has  been 
estimated  that  only  about  one  individual  in 
every  three  or  four  thousand  will  give  such 
a  positive  test. 

Of  more  importance,  perhaps,  is  the  fact 
that  certain  diseases  may  cause  a  temporally 
increase  of  the  normal  reagin  in  the  blood, 
and  in  this  way  cause  a  biologic  false  posi- 
tive test.  In  the  acute  stage  of  malaria,  the 
number  of  false  positive  tests  for  syphilis  is 
very  high.  Many  other  diseases,  such  as  rat- 
bite  fever,  relapsing  fever,  leptospirosis,  vi- 
rus pneumonia,  infectious  mononucleosis,  in- 
fectious hepatatis,  and  vaccinia  may  give 
false  positive  reactions  in  10  to  15  per  cent 
of  the  cases,  while  advanced  tuberculosis, 
scarlet  fever,  and  upper  respiratory  infec- 
tions, even  the  common  cold,  may  occasion- 
ally cause  such  reactions. 

From  this  list,  it  can  be  seen  that  tempor- 
ary false  positive  tests  may  occur  quite  fre- 
quently, and  if  the  physician  is  not  careful 
may  result  in  diagnosis  of  syphilis  when  the 
patient  docs  not  have  the  disease.  Fortunate- 
ly most  of  the  conditions  that  produce  false 
positive  reactions  are  acute  febrile  diseases 
and  readily  recognized.  The  physician  must 
be  alert  to  diseases  that  cause  false  positive 
reactions,  and  tests  done  on  ill  patients  should 
not  be  given  too  much  weight  unless  there  is 
clinical  evidence  of  syphilis. 

From  the  practical  point  of  view,  the  phy- 
sician is  concerned  primarily  with  the  differ- 
ential diagnosis  in  those  patients  who  have  a 
positive  serologic  test  for  syphilis  without 
any  history  of  the  disease  and  with  no  sug- 


gestive clinical  findings.  Here  again  it  will 
not  be  possible  to  determine  definitely  in 
every  case  whether  or  not  such  a  patient  has 
syphilis,  but  the  diagnosis  can  be  made  in 
most  cases  if  a  careful  study  is  carried  out. 

It  is  important  to  keep  in  mind  that  in 
most  cases  where  a  biologic  false  positive 
test  is  present,  the  serologic  titer  is  low ;  usu- 
ally it  is  not  positive  in  dilutions  higher  than 
4:8,  although  occasionally  it  may  be.  There 
is  a  tendency  for  the  titer  of  the  false  posi- 
tive test  to  decline  or  remain  low,  while  in 
cases  of  early  syphilis  the  titer  is  much  high- 
er or  tends  to  rise.  Cases  of  late  and  pre- 
viously treated  syphilis  may  give  a  low  titer, 
but  in  most  instances  the  physical  examina- 
tion or  history  will  disclose  evidence  of  pre- 
vious disease  or  treatment. 

It  is  a  good  rule  to  withhold  treatment  for 
patients  who  have  a  low  titer  that  remains 
low  or  tends  to  decline,  and  for  patients  who 
have  recently  had  some  disease  that  might 
cause  a  false  positive  test,  unless  other  evi- 
dence of  syphilis  is  found.  (This  rule  should 
not  apply  in  case  of  pregnancy,  where  treat- 
ment is  given  primarily  to  prevent  disease 
in  the  child.)  Further  study  of  such  cases 
will  frequently  prevent  an  error  in  diagnosis 
and  unnecessary  treatment.  On  the  other 
hand,  it  must  be  realized  that  many  cases  of 
syphilis  are  latent  and  that  no  evidence  of 
disease  is  found  except  a  positive  serologic 
test.  In  such  cases  the  quantitative  titer  is 
higher  and  the  test  is  persistently  positive, 
showing  no  tendency  to  decline.  Such  patients 
should  be  treated  without  delav. 


Price    Reduction   on    Cortone 

Merck  &  Co.,  Inc.,  manufacturing  chemists,  re- 
cently announced  increased  factory  production  and 
a  reduction  of  almost  50  per  cent  in  the  price 
of  Cortone  (the  Merck  brand  of  Cortisone).  Ef- 
fective August  21,  the  price  of  Cortone  to  hospi- 
tals will  be  reduced  from  $95  to  $50  per  gram. 
Cortone  is  a  hormonal  substance  that  has  shown 
dramatic  effects  in  the  control  of  most  rheumatic 
diseases,  including  rheumatoid  arthritis  and  rheu- 
matic fever. 

This  is  the  fifth  in  a  series  of  reductions  which 
have,  in  one  year,  brought  down  the  price  of  Cortone 
to  one  quarter  of  the  initial  investigational  price 
of  $200  per  gram. 


Winthrop-Stearns  Inc.  Elects  New  Vice  President 

Sidney  C.  Mills  has  been  elected  vice  president  of 
Winthrop-Stearns  Inc.,  assigned  to  administrative 
operations,  Dr.  Theodore  G.  Klumpp,  president,  an- 
nounced recently.  He  has  been  administrative  assist- 
ant to  the  president  and  assistant  treasurer  of  the 
company  for  the  last  four  years. 
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News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Postgraduate  medical  courses  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Morganton  begin- 
ning October  3,  with  the  Burke  County  Medical  So- 
ciety and  adjoining  county  societies  as  co-sponsors, 
and  at  Concord  beginning  October  4,  with  Cabarrus 
County  Medical  Society  as  the  co-sponsor.  The  pro- 
grams are  as  follow: 

Morganton 
Oct.    3— 4:00  p.m.) 

7:30  p.m.)     Subject  to  be  announced. 

— Dr.  Louis  A.  M.  Krause,  Uni- 
versity of  Maryland   School  of 
Medicine,  Baltimore 
Pitfalls    in    Early    Diagnosis    in 
Pelvic  Malignancy 
Obstetrical  Difficulties 
—Dr.  Milton  L.  McCall,  Jefferson 
Medical   College,  Philadelphia 
The   Natural    Course    and    Man- 
agement  of   Essential    Hyper- 
tension 
The  Failing  Heart 
Dr.  Eugene  B.  Ferris,  University 
of    Cincinnati    College    of    Medi- 
cine, Cincinnati 

Oct.  24— 4:00  p.m.) 

7:30  p.m.)    Subject  to  be  announced. 

— Dr.  A.  A.  Weech,  University  of 
Cincinnati   College    of    Medicine, 
Cincinnati 
Oct.  31 — Diagnosis   and   Treatment   of   Neurological 
Problems  Seen  in  General  Practice 
4:00  p.m.     Infections  and  Vascular  Disease 
7:30  p.m.     Headache   and   the   Convulsive 
Disorders 
— Dr.  H.  Houston  Merritt,  Colum- 
bia University  College  of  Physi- 
cians  and    Surgeons,   New   York 
City 

Clinical  Pathological  Conference 
Clinical  Pathological  Conference 
Dr.  E.  T.  Bell,  University  of 
Minnesota  School  of  Medicine 
— Dr.  Eugene  Stead,  Duke  Uni- 
versity School  of  Medicine 
— Dr.  Harold  D.  Green,  Bowman 
Gray  School  of  Medicine 


Oct.  10— 4:00  p.m. 
7:30  p.m. 

Oct.  17— 4:00  p.m. 

7:30  p.m. 


Nov.  7- 


-4:00  p.m. 
7:30  p.m. 


Concord 

4 — 4:00  p.m.) 

7:30  p.m.)   Subject  to  be  announced. 

— Dr.    Louis    A.    M.    Krause,    Uni- 
versity of  Maryland  School  of 
Medicine,  Baltimore 
Pitfalls    in    Early    Diagnosis    in 
Pelvic  Malignancy 
Obstetrical  Difficulties 
-Dr.  Milton  L.  McCall,  Jefferson 
Medical   College,  Philadelphia 
The    Natural    Course    and    Man- 
agement  of   Essential    Hyper- 
tension 
The  Failing  Heart 
— Dr.  Eugene  B.  Ferris,  University 
of    Cincinnati    College    of    Medi- 
cine, Cincinnati 


Oct. 


Oct.  11— 4:00  p.m. 
7:30  p.m. 

Oct.  18— 4:00  p.m. 

7:30  p.m. 


Oct.  25— 4:00  p.m.) 

7:30  p.m.)   Subject  to  be  announced. 

— Dr.  A.  A.  Weech,  University  of 
Cincinnati    College    of    Medicine, 
Cincinnati 
Nov.   1 — 4:00  p.m.     Carcinoma  of  the  Colon  and 
Rectum 
7:30  p.m.     Carcinoma  of  the  Stomach 

—Dr.   Bentley   P.   Colcock,  The 
Lahey  Clinic,  Boston 
Nov.  8 — 4:00  p.m.     Clinical  Pathological  Conference 
7:30  p.m.     Clinical  Pathological  Conference 
—Dr.    E.    T.    Bell,     University    of 

Minnesota  School  of  Medicine 
— Dr.    Eugene    Stead,    Duke    Uni- 
versity School  of  Medicine 
— Dr.    Harold    D.    Green,    Bowman 
Gray  School  of  Medicine 


The  recent  additions  to  the  faculty  of  the  School 
of  Medicine  include: 

Dr.  Carl  E.  Anderson,  associate  professor  of  bio- 
logical chemistry.  Dr.  Anderson  received  his  Ph.D. 
degree  from  the  University  of  North  Carolina  and 
more  recently  has  been  on  the  faculty  of  the  Vander- 
bilt  University  School  of  Medicine.  He  is  replacing 
Dr.  G.  C.  Kyker,  who  resigned  to  accept  the  headship 
of  the  Department  of  Biological  Chemistry  at  the 
University  of  Puerto  Rico. 

Dr.  John  E.  Wilson,  assistant  professor  of  bio- 
logical chemistry.  Before  assuming  his  present  posi- 
tion he  was  research  associate  at  the  Cornell  Uni- 
\ersity  Medical  College;  he  is  replacing  Dr.  Lytt  I. 
Gardner,  who  has  joined  the  staff  of  the  Department 
of  Pediatrics  at  Johns  Hopkins  University  School 
of  Medicine. 

Dr.  Jack  H.  Brown,  assistant  professor  of  physi- 
ology. Dr.  Brown  was  formerly  on  the  staff  of  the 
University  of  Pittsburgh  and  of  the  Mellon  Institute 
in  Pittsburgh. 

Dr.  Milton  Huppert,  recently  resident  mycologist 
at  the  Scripps  Metabolic  Clinic  in  California,  as 
instructor  in  bacteriology. 

Dr.  J.  Henry  Smith  Foushee,  Jr.,  fellow  in  pathol- 
ogy. Dr.  Foushee,  an  alumnus  of  this  School  of 
Medicine  in  the  class  of  1945,  received  his  M.D.  de- 
gree at  Jefferson  Medical  College.  He  is  replacing 
Dr.  Walter  C.  Hilderman,  who  resigned  to  accept  a 
residency  in  surgery  at  the  Charlotte  Memorial 
Hospital. 

Dr.  Robert  R.  Cadmus  assumed  his  duties  as  direc- 
tor of  the  University  Hospital  on  September  1.  Dr. 
Cadmus  received  his  A.B.  degree  from  Wooster  Col- 
lege (Ohio)  in  1936  and  his  M.D.  degree  from  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons in  1940;  he  comes  to  Chapel  Hill  from  Cleve- 
land, where  he  has  been  assistant  director  of  the 
University  Hospitals — teaching  hospitals  for  West- 
ern Reserve  University  Medical  School.  From  1945 
until  1948,  Dr.  Cadmus  was  director  of  the  Vander- 
bilt  Clinic,  outpatient  unit  of  the  Presbyterian  Hos- 
pital in  New  York  City. 


Dr.  Arthur  V.  Jensen,  associate  professor  of  anat- 
omy, has  resigned  to  accept  the  headship  of  the  De- 
partment of  Biology  at  Adelphi  College.  Dr.  Fred  L. 
Rights,  associate  professor  of  bacteriology,  resigned 
September  1  to  accept  the  headship  of  the  Depart- 
ment of  Bacteriology  at  Wayne  University  School 
of  Medicine. 
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News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Hans  Neurath  has  resigned  as  professor  of 
physical  biochemistry  at  the  Duke  University  School 
of  Medicine,  to  become  professor  and  chairman  of 
the  biochemistry  department  of  the  University  of 
Washington  School  of  Medicine,  Seattle,  Washington. 

Dr.  Neurath,  who  has  been  a  member  of  the 
Duke  Medical  School  faculty  since  1938,  will  leave 
Duke  September  1.  Founder  of  the  Duke  physical 
biochemistry  division,  one  of  the  few  such  organi- 
zations in  the  United  States,  Dr.  Neurath  has  pio- 
neered in  medical  research  on  proteins  and  enzymes. 

*  *     * 

Two  new  fellowships  for  brain  tumor  research 
raise  the  total  of  outside  funds  received  in  1950  by 
the  Duke  Medical  School's  Neurosurgery  Depart- 
ment to  $8200 — all  for  brain  tumor  investigations. 

Dr.  Frank  R.  Wrenn,  Jr.,  has  been  appointed  t,o 
a  post-doctorate  fellowship  of  the  Atomic  Energy 
Commission;  Dr.  Byron  M.  Bloor,  to  a  Damon 
Runyon  Clinical  Research  Fellowship. 

Dr.  Wrenn's  project  aims  at  developing  a  new 
method  for  locating  brain  tumors  by  using  radio- 
active isotopes.  It  is  a  collaborative  effort  of  the 
Duke  departments  of  neurosurgery,  biochemistry 
and  physics. 

In  an  attempt  to  see  if  the  type  of  tumor  can  be 
influenced  by  its  location  in  the  brain,  Dr.  Bloor 
will  study  brain  tumors  experimentally  produced  in 
mice.  Once  produced,  the  tumors  will  be  transplanted 
to  other  mice  for  further  study. 

Workers  on  this  project  will  set  up  a  tumor-bear- 
ing colony  of  mice  so  that  metabolism  and  the  ef- 
fects of  drugs  on  tumors  can  be  studied. 

*  *     * 

Dr.  J.  Leonard  Goldner  has  been  appointed  asso- 
ciate in  orthopaedics  in  the  Duke  University  School 
of  Medicine. 

A  graduate  of  the  University  of  Nebraska  School 
of  Medicine  in  1943,  Dr.  Goldner,  31,  is  a  native  of 
Omaha,  Neb.  He  received  his  undergraduate  degree 
from  the  University  of  Minnesota  in  1939. 

The  new  Duke  staff  member  took  post-graduate 
medical  training  at  Duke  Hospital  as  an  assistant 
resident  in  orthopaedic  surgery  from  1946  to  1947 
and  as  a  resident  during  1949-50. 

During  1947-48  he  was  on  the  staff  of  the  Georgia 
Warm  Springs  Foundation,  doing  special  work  in 
surgery  in  poliomyelitis,  and  from  1944  to  1946  he 
served  as  a  lieutenant  junior  grade  with  the  U.  S. 
Navy  Reserve  Medical  Corps. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Waldo  Cohn  of  the  Oak  Ridge  National  Lab- 
oratory conducted  a  seminar  on  "The  Application 
of  Ion-Exchange  to  Nucleic  Acid  Problems"  at  a 
recent  meeting  of  the  Bowman  Gray  Medical 
Society. 

Dr.  Richard  C.  Proctor,  former  resident  at  Gray- 
lyn,  hs°  been  made  assistant  director  there. 

Dr.  Frank  R.  Johnston  has  been  appointed  in- 
structor in  general  and  thoracic  surgery. 

Dr.  Johnston  and  Dr.  J.  Maxwell  Little,  professor 
of  pharmacology,  lectured  on  September  15  at  the 
Veterans'  Center,  Mountain  Home,  Tenn.  Dr.  John- 
ston's subject  was  "Surgical  Treatment  with  Differ- 
ential Diagnosis"  and  Dr.  Little's  was  "Physiologic 


Control  of  the   Cardiovascular  and   Gastrointestinal 

System." 

#     *     * 

Bowman  Gray  staff  members  presented  two  pa- 
pers and  three  demonstrations  at  the  meeting  of 
the  American  Physiological  Society  in  Columbus, 
Ohio,  on  September  13-16.  The  papers  were  "Com- 
parison of  Skin  Temperature  Measurements  and 
Radio-Sodium  Clearance  in  the  Evaluation  of  the 
Peripheral  Circulation  in  Man"  by  Dr.  Harold  D. 
Green,  professor  of  physiology  and  pharmacology, 
and  (by  invitation)  Michael  Moore  and  Dr.  Creed 
McFall;  and  "Conditions  of  Ocular  Damage  Due  to 
Microwave  Irradiations"  by  Donald  Lomax  and  Dr. 
A.  W.  Richardson   (introduced  by  Dr.  Green). 

The  demonstrations  included  a  newly-modified 
electromagnetic  flowmeter  bv  Dr.  Richardson  and 
Dr.  Adam  B.  Denison  (both  by  invitation)  and  Dr. 
Green:  an  electrically-recording  differential  pres- 
sure flowmeter  by  Dr.  Green,  Dr.  Richardson  and 
Dr.  Denison;  and  miscellaneous  uses  of  strain 
gauges,  strain  analysers  and  recorders  by  Dr.  Deni- 
son, Dr.  Richardson  and  Dr.  Green. 


Dr.  Camillo  Artom,  professor  of  biochemistry, 
was  one  of  the  speakers  for  the  symposium  on  the 
biological  significance  of  lipids  held  under  ausnices 
of  the  University  of  Rochester  School  of  Medicine 
and  Dentistry  on  September  13  and  14.  His  subiect 
was  "Phospholipid  Metabolism."  The  svmposium 
was  sponsored  by  the  Robert  Gould  Research  Foun- 
dation in  honor  of  Dr.  Walter  R.  Bloor. 


News  Notes  from  the  State  Board 
of  Health 

The  State  Board  of  Health  has  begun  to  map  out 
the  services  that  might  reasonably  be  expected  of 
public  health  personnel  in  the  event  of  war.  It  is 
needless  to  say  that  full  cooperation  with  the  pri- 
vate practitioners  of  medicine  and  surgery,  the  nurs- 
ing profession.  Red  Cross,  and  other  humanitarian 
institutions,  will  be  maintained. 

The  general  scope  of  public  health  participation 
includes: 

a.  Plans  for  making  available  medical  supplies 
and  services,  including  hospitalization,  sanita- 
tion and  blood  banks. 

b.  Decontamination  and  measures  to  minimize 
the  effect  of  chemical,  radiological  and  other 
unconventional  attack. 

c.  Fire  protection  and  fire  fighting. 

d.  Emergency  measures  for  the  regulation  of 
transportation  and  communications  facilities 
and  services,  and  the  restoration  of  order,  in- 
cluding conditions  under  which  martial  law 
would  be  declared,  and  methods  of  invoking  it. 

e.  Rescue  and  evacuation,  including  feeding, 
clothing,  and  sheltering. 

f.  Repair  and  restoration  of  water,  gas,  electric, 
and  sewage  systems,  including  anti-pollution 
measures. 

g.  Demolition. 

h.  Formation  and  use,  only  in  the  event  of  war, 
of  warden  or  auxiliary  services  and  mobile 
battalions,  whose  members  will  be  prepared  to 
implement  appropriate  phases  of  plans  devel- 
oped for  wartime  disaster  relief. 


New  Hanover  County  Medical  Symposium 

The  fourth  annual  symposium  sponsored  by  the 
New  Hanover  County  Medical  Society  was  held  at 
Wrightsville  Beach  on  Friday,  August  25. 
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Forsyth  County  Medical  Society 

Dr.  Patrick  H.  Tooley,  clinical  director  of  Graylyn, 
was  speaker  at  a  dinner  meeting  of  the  Forsyth 
County  Medical  Society  held  in  Winston-Salem  on 
August  8.  His  subject  was  "The  General  Practitioner 
Under  Socialized  Medicine." 


News  Notes 


Dr.  E.  C.  Garber  has  announced  the  opening  of  his 
office  for  the  practice  of  obstetrics  and  gynecology 
in  Fayetteville. 

Dr.  Palmer  A.  Shelburne  of  Greensboro  has  an- 
nounced the  association  of  Dr.  George  H.  Givens,  Jr., 
in  the  practice  of   internal   medicine. 

Dr.  Kenneth  V.  Tyner  has  announced  the  opening 
of  offices  for  the  practice  of  general  and  thoracic 
surgery  in  Winston-Salem. 

*     *     * 

Dr.  Christian  F.  Siewers  has  announced  the  open- 
ing of  his  office  in  Fayetteville  for  the  practice  of 
orthopedic  surgery. 


National  Gastroenterological 
Association 

The  National  Gastroenterological  Association  will 
hold  its  Fifteenth  Annual  Convention  and  Scientific 
Sessions  at  the  Hotel  Statler  in  New  York  City  on 
October  9-11,  1950. 

Among  the  outstanding  speakers  to  present 
papers  at  the  Convention  are:  Dr.  Richard  B.  Cat- 
tell,  Lahey  Clinic,  Boston,  Mass.;  Dr.  W.  Stuart 
Harrington,  Mayo  Clinic,  Rochester,  Minn.;  Dr.  W. 
J.  Merle  Scott,  Rochester,  N.  Y.;  Dr.  John  B.  O'Don- 
oghue,  Chicago,  111.;  Dr.  Maurice  Feldman,  Balii- 
more,  Md.;  Dr.  Edward  T.  Lewison,  Baltimore,  Md. 

Immediately  following  the  Convention,  the  Asso- 
ciation is  conducting  a  Course  in  Postgraduate 
Gastroenterology  at  the  Hotel  Statler  in  New  York- 
City  on  October  12-14,  1950. 

Further  information  concerning  the  program  and 
details  of  the  Course  may  be  obtained  by  writing 
to  the  Secretary,  National  Gastroenterological  Asso- 
ciation, 1819  Broadway,  New  Y'ork  23,  N.  Y. 


American  Academy  of  Neurology 

The  American  Academy  of  Neurology  is  holding 
its  first  interim  meeting  in  Cincinnati  on  April  14 
and  15,  1950.  The  meeting  is  being  held  in  conjunc- 
tion with  the  American  Chapter  of  the  International 
League  Against  Epilepsy,  which  is  meeting  on  April 
15  and  16.  On  April  15  there  will  be  a  joint  meeting 
between  the  two  societies  and  a  large  symposium 
on  psychomotor  epilepsy. 


American  College  of  Chest  Physicians 

Dr.  Eli  H.  Rubin,  New  York,  N.  Y.,  Chairman  of 
the  Committee  on  College  Essay  of  the  American 
College  of  Chest  Physicians,  announced  the  winner 
of  the  first  College  Essay  award  at  the  Annual 
President's  Banquet  held  in  San  Francisco,  Cali- 
fornia, on  Saturday,  June  24,  at  the  sixteenth 
annual  meeting  of  the  College.  The  winner  of  the 
award  of  $250.00  was  Dr.  Henry  A.  Zimmerman  of 
the  Cardio-Vascular  Laboratory,  Cleveland  City 
Hospital,  Cleveland,  Ohio.  Dr.  Zimmerman  is  also  a 
Fellow  in  the  Department  of  Medicine  at  Western 
Reserve  University.  The  title  of  his  paper  was,  "A 
Study  of  the  Pulmonary  Circulation  in  Man,"  which 


will  be  published  in  a  future  issue  of  Diseases  of  the 
Chest,  the  official  journal  of  the  College. 


The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  an- 
nounces that  it  will  sponsor  two  postgraduate 
courses  in  Recent  Advances  in  Diseases  of  the  Chest. 
The  first  postgraduate  course  will  be  held  at  the 
St.  Clair  Hotel,  Chicago,  Illinois,  October  16-20, 
1950. 

The  second  postgraduate  course  will  be  held  at 
the  Hotel  New  Yorker,  New  York  City,  November 
13-18,  1950. 

Tuition  for  each  course  is  $50.00.  Applications 
will  be  accepted  in  the  order  in  which  they  are  re- 
ceived, as  registration  will  be  limited. 

Address  all  inquiries  and  applications  to  the  Coun- 
cil on  Postgraduate  Medical  Education,  500  North 
Dearborn   Street,   Chicago   10,   Illinois. 


DEPARTMENT   OF   DEFENSE 

Admission  of  Veterans   Administration   Patients   to 

Military   Hospitals  to   be  Limited   to 

Emergency  Cases 

The  Department  of  Defense  and  the  Veterans 
Administration  recently  announced  that,  following 
conferences  between  officials  of  the  two  agencies, 
the  Veterans  Administration  will  discontinue  send- 
ing Veterans  Administration  patients  to  the  ma- 
jority of  military  hospitals  in  continental  United 
States,  except  in  emergencies.  This  has  been  neces- 
sitated by  the  increasing  requirements  for  medical 
personnel  in  the  Korean  military  operation,  the  flow 
of  military  casualties  from  that  area  to  the  United 
States,  and  the  rapid  expansion  of  military  forces 

in  this  country. 

*     *     * 

Air  Force  Can  Commission  Physicians,  Dentists, 
Veterinarians  Trained  in  ASTP  and  V-12  Programs 

Physicians,  dentists,  and  veterinarians  who  re- 
ceived all  or  part  of  their  training  during  World 
War  II  under  the  Army  Specialized  Training  Pro- 
gram (ASTP)  or  the  Navy  V-12  Program,  and  who 
do  not  have  commissions  with  other  military  serv- 
ices, are  eligible  to  receive  commissions  in  the  U.  S. 
Air  Force. 

The  present  law  provides  that  physicians  and 
dentists  who  volunteer  for  service  will  receive  an 
extra  $100  a  month  in  addition  to  regular  pay  and 
allowances.  They  will  be  commissioned  as  first  lieu- 
tenants unless  their  professional  qualifications  en- 
title them  to  a  higher  rank. 

Application  blanks  or  further  information  may  be 
obtained  upon  written  request  from  The  Surgeon 
General,  Headquarters,  U.  S.  Air  Force,  Washing- 
ton 25,  D.  C,  or  from  the  nearest  Air  Force  base. 


Army  Authorizes  Appointment  of  Women  Doctors 
as  Reserve  Corps  Officers 

Appointment  and  concurrent  assignment  to  active 
duty  as  Reserve  Officers  of  women  physicians,  den- 
tists, and  allied  specialists,  has  been  authorized,  it 
was  announced  recently  by  the  Department  of  the 
Army. 

This  marks  the  first  time  authorization  has  been 
given  for  women  to  be  commissioned  in  the  Medi- 
cal, Dental,  Veterinary,  and  Medical  Service  Corps 
Reserves.  They  will  be  brought  on  duty  under  regu- 
lations currently  providing  for  the  commissioning  of 
male  officers  in  these  Corps.  Some  women  did  serve 
in  the  Army  as  physicians  and  technicians  during 
World  War  II,  but  their  commissions  have  expired. 
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The  Mask  of  Sanity.  By  Hervey  Cleckley, 
M.D.,  Professor  of  Psychiatry  and  Neurol- 
ogy, University  of  Georgia  School  of  Medi- 
cine, Augusta.  Ed.  2.  569  pages.  Price,  $6.50. 
St.  Louis:  C.  V.  Mosby  Company,  1950. 

Dr.  Cleckley  has  been  tremendously  interested  for 
many  years  in  the  so-called  psychopathic  person- 
ality, the  victim  of  which  seems  to  be  devoid  of 
any  sense  of  moral  responsibility.  The  second 
edition  of  his  book  is  perhaps  the  most  authoritative 
study  of  this  baffling  condition  to  be  found.  It  is 
high  time  that  we  devised  some  better  way  of  deal- 
ing with  these  unfortunate  individuals,  and  of  re- 
lieving their  families,  relatives,  and  neighbors  of 
the  responsibility  of  caring  for  them.  Thus  far  the 
psychopath  is  not  wanted  either  by  medical  or  legal 
authorities,  and  is  apt  to  be  shuttled  back  and  forth 
between  jails  and  hospitals  of  various  descriptions. 
As  the  title  of  his  book  implies,  Dr.  Cleckley  believes 
that  the  psychopath,  though  not  usually  considered 
psychotic,  is  really  far  sicker  mentally,  and  is  much 
more  of  a  menace  to  society,  than  are  most  frankly 
psychotic  individuals.  He  thinks  that  there  should 
be  provided  for  them  special  institutions  in  which 
they  could  be  studied  intensively,  and,  if  possible, 
rehabilitated.  He  recognizes  that  this  would  be  a 
very  expensive  undei'taking,  but  it  would  probably 
save  society  much  more  than  the  cost. 

Every  doctor  who  has  had  the  misfortune  to  have 
to  treat  a  few  of  these  patients  will  agree  with  Dr. 
Cleckley's  plaintive  final  paragraph:  "In  the  United 
States,  provision  has  been  made  for  the  care  of 
hundreds  of  thousands  of  patients  with  psychiatric 
disorders.  If  there  is  among  all  these  facilities  ac- 
commodation provided  for  one  psychopath,  I  would 
be  grateful  for  information  leading  to  its  discovery." 

It  is  unfortunate  that  such  an  interesting  book 
should  be  marred  by  so  many  typographical  errors. 


Breast   Deformities    and    Their    Repair.    By 

Jacques  W.  Maliniac,  M.D.,  Clinical  Profes- 
sor of  Plastic  Reparative  Surgery  and  As- 
sociate  Attending   Plastic    Reparative    Sur- 
geon, New  York  Polyclinic  Medical   School 
and   Hospital,    New   York    City;    Attending 
Plastic    Surgeon,    Sydenham    Hospital.    193 
pages,  with  119  figures.  Price,  $10.00.  New 
York:  Grune  &  Stratton,  Inc.,  1950. 
This  small  book,  liberally  documented  with  biblio- 
graphic references  from  German  and  French  litera- 
ture, generously  covers  the  subject  of  mammaplasty. 
An  interesting  introduction  to  the  fundamentals  of 
this   surgical   procedure   is   afforded   through   a   dis- 
cussion of  the  folklore  of  the  breast  and  the  related 
historical    aspects    of    mammaplasty.    The    author's 
technique   is   traced   through   its   evolution,   and   the 
many  other  published  techniques  for  this  procedure 
have   been   appraised   in  the  light  of  the   anatomic 
and   physiologic   principles   on   which   his    technique 
is  based.  It  is  evident  that  the  author  has  had  con- 
siderable  experience  with  the  repair  of  breast   de- 
formities; a  more  complete  follow-up  and  statistical 
evaluation  of  his  results  in  the  light  of  this  experi- 
ence would  be  helpful.  In  addition  to  the  main  theme 
of    the    book    related    to    the    repair    of    mammary 
hypertrophy  and  ptosis,  the  last  two  chapters   are 
concerned   with  the   correction   of   other   more   rare 
breast  deformities  and  gynecomastia. 

This  book  should  be  of  interest  to  all  doctors, 
but  its  greatest  usefulness  will  be  to  those  whose 
prime  interest  lies  in  plastic  surgery. 


Urological  Surgerv.  Bv  Austin  Ingram 
Dodson,  M.D.,  F.A.C.S.,  Professor  of  Urol- 
ogy, Medical  College  of  Virginia.  Ed.  2. 
855  pages.  Price,  $13.50.  St.  Louis:  C.  V. 
Mosby  Company,  1950. 

The  changes  and  additions  found  in  this  second 
edition  add  greatly  to  the  value  and  usefulness  of 
this  book.  It  is  the  reviewer's  opinion  that  every 
practicing  urologist  will  want  to  add  it  to  his 
library. 

Some  of  the  changes  which  have  been  the  result 
of  an  attempt  to  keep  the  book  from  being  too 
voluminous  render  it  less  useful  to  the  undergrad- 
uate student.  In  the  section  on  ureterosigmoidos- 
tomv,  for  example,  the  reader  is  referred  to  the  first 
edition  for  more  complete  information  on  at  least 
one  technique. 

Digitalis  and   Other  Cardiotonic  Drugs.  By 

Eli  Rodin  Movitt,  M.D.,  Chief  of  Medicine, 
Veterans  Administration  Hospital,  Oakland. 
California:  Major,  Medical  Corps.  Army  of 
the    United    States    (Inactive^.    Ed.    2.    245 
"ages.     Price,    $5.75.     New    York:     Oxford 
University  Press,  1949. 
The  _  intelligent    use    of   digitalis    and    the    newer 
glycosides    is    such    an    important   part    of    medical 
practice    that    it    behooves    internists    and    general 
practitionpi's.   as   well   as  cardiologists   in  the   strict 
sense  of  the  word,  to  keen  refreshing  their  knowl- 
edge of  the  subject.  Dr.  Movitt's  book  presents   in 
clear  language  a  sound  discussion  of  the  principles 
underlying  the  use  of  digitalis  and  other  cardiotonic 
drugs.  It  can  be  recommended  to  all  who  would  like 
to  qualify  for  the  final  sentence  in  the  book:  "The 
finest  praise  any  internist  can  ask  is  the  statement, 
'he   knows    how   to    use    digitalis,'    for   this    implies 
knowledge,  experience,  and  judgment." 


Primer  of  Allergv.  By  Warren  T.  Vauehan, 
M.D.    Ed.    3,   revised   bv  J.    Harvev   Black, 
M.D.     175   pages.    Price.   $3.00.     St.   Louis: 
C.  V.  Mosby  Company,  1950. 
This   concise  manual  for  the   allergic   natient   ad- 
mirablv  fulfills  the  need  for  a  nontechnical  discus- 
sion  of  the  basic   tenets   of  the   concent   of  hyner- 
sensitivity.  The  language  is  both  simple  and  amus- 
ing. Throughout  the  text  the  emphasis  is  placed  on 
allergv  as  a  constitutional  reaction. 

If  this  book  can  convev  to  the  uatient  the  neces- 
sity for  cooperation  with  the  nhvsician,  patience, 
and  persistence  in  the  face  of  clinical  allergv.  it  has 
served  its  purpose.  It  may  well  be  considered  a 
prereouisite  to  the  successful  management  of  the 
allergic  patient. 


Doctors  of  Infamy.  By  Alexander  Mitscher- 
lich,    M.D.,    Head    of 'the    German    Medical 
Commission    to    Military   Tribunal    No.    1. 
Nuremberg,    and    Fred    Mielke.    Translated 
by  Heinz  Norden.  172  pages.   Price,   $3.00. 
New  York:  Henry  Schuman,  1949. 
It  is  hard  to  believe,  even  after  reading  the  docu- 
mentary evidence  presented  in  this  book,  that  mem- 
bers of  the  medical  profession,  collectively  or  indi- 
vidually, ever  sank  to  such  a  low  level  as  did  many 
of  the  German  doctors  under  the  Nazi  regime.  Vir- 
tually every  principle  of  medical  ethics  was  violated. 
Such  sadistic  practices  as  allowing  people  to  freeze 
to  death;  torturing  them  with  useless  surgery,  and 
deliberately    infecting    wounds;    killing    defenseless 
prisoners  of  war,  mental  defectives,  tuberculous  pa- 
tients, and  Jews  in  wholesale  lots;   sterilizing  Jews, 
including    young    girls,    in    mass;    and    deliberately 
starving  hundreds   of  victims,   were   carried   out   bv 
medical  men  under  orders  from  their  political  lead- 
ers. One  of  the  crudest  of  the  lot,  Dr.  Karl  Brandt, 
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sought  to  excuse  himself  by  arguing  that  "the 
authoritarian  character  of  our  system  of  govern- 
ment must  be  taken  into  account — personal  response 
to  a  code  of  ethics  peculiar  to  a  specific  profession 
had  to  give  way  to  the  total  character  of  this  war." 
The  book  is  not  pleasant  reading;  but  it  gives  us 
a  taste  of  what  may  happen  to  medical  men  forced 
to  be  subservient  to  politicians. 


whereof  he  spoke  when  he  said:  "Everything 
clever  has  been  thought,  the  point  is  to  try  to 
think  it  over  again." 


Amusing   Quotations   for   Doctors   and    Pa- 
tients. Edited  by  Noah  D.  Fabricant,  M.D. 
149   pages.   Price   $3.00.   New  York:    Grune 
and   Stratton,   Inc.,   1950. 
This    book    proved    to    be    a    disappointment.    Its 
title  is  misleading,  for  many  of  the  quotations  are 
anything   but   amusing — for   example,   "A   man   can 
die     but  once";  "I  am  sick  as  a  horse";  "sick  as  a 
dog";   "In  this  world  nothing   is   certain  but  death 
and  taxes."   One  may  be  pardoned  for  questioning 
the   accuracy  of   all  the   quotations   when   he  finds, 
credited   to    Shakespeare's   "Julius    Caesar,"    "I    am 
not   much    in   fear   of   those   fat,    sleek-headed    fel- 
lows, but  rather  of  those  pale  thin   ones."   It  may 
be   possible   to   improve   on    Shakespeare,   but   it   is 
probable   that  most  readers   would   prefer   his   ver- 
sion: 

"Let  me  have  men  about  me  that   are  fat; 
Sleek-headed  men,  and  such  as  sleep  o'  nights. 
Yon   Cassius   has   a   lean   and   hungry   look; 
He  thinks  too  much;  such  men  are  dangerous." 
A  number  of  the  quotations   are   credited  to   Dr. 
Fabricant  himself.    One  is   as   follows:    "Some   doc- 
tors make  the  same  mistakes  for  twenty  years  and 
call  it  clinical  experience."  In  an  address  delivered 
in    1915   the   late    Dr.   J.    Chalmers    da    Costa    said, 
"What  we  call   experience  is   often   a   dreadful  list 
of    ghastly    mistakes."    Goethe    must    have    known 


Atomic    Attack  —  A    Manual    for    Survival. 

By  John   Balderston,  Jr.,  Radioisotope  Re- 
search   Consultant,     former    Assistant    Di- 
rector, Association  of  Scientists  for  Atomic 
Education;  and  Gordon  W.  Hewes,  Analyzer 
of  Japanese  Target  Cities,  World   War  II. 
64  pages,  with  illustrations.  Price,  $1.  Sold 
by  Culver  Products  Company,  Culver  City, 
California. 
"Defense   against  the   atomic  bomb   is   not  hope- 
less.   It    is    only    more    complicated    than    defense 
against  the  old-fashioned  TNT  and  fire  bombs.  You 
must  act  more  quickly.  But  if  you  know  what  to  ex- 
pect, what  to  do,  you  may  come  through  unharmed 
even  while  your  neighbors  die.  If,  that  is,  you  think 
fast  in  that  split  second  when  your  life  is  at  stake. 
"When  an  atomic  bomb  strikes  there  will  be  dis- 
aster; there  will  be  destruction;  there  will  be  death. 
You  need  not  die.   Think — plan — now,   and   increase 
your  chance  of  survival.  It  is  possible  to  protect  at 
ieast  one  room  in  your  home  against  the  effects  of 
the    Bomb.    It   is   possible   to    guard   against   lethal 
radiation." 

The  foregoing  is  from  the  Introduction  to  Atomic 
Attack— A  Manual  for  Survival,  just  released.  This 
book  is  a  practical  manual  for  Civil  Defense  organ- 
izations, and  others  connected  with  disaster  com- 
mittees. It  is  also  a  "What  To  Do  Book"  for  the 
individual. 

This  Manual  for  Survival  is  released  for  publica- 
tion and  sponsored  by  the  Council  on  Atomic  Impli- 
cations, at  the  University  of  Southern  California. 


An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy."1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 

Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant"  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy". 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect."2 

Average  dose  for  initiating  treatment:  2  to  4  tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1  tablet  daily. 
Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W .:  An  account  of  the  Foxglove.  London,  1785. 

2.  Rimmerman,    A.    B.:    Digilanid   and   the   Therapy   of   Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41   (Jan.)    1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Sandoz 
J^barmaceutkals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68   CHARLTON  STREET,   NEW  YORK   14,  NEW  YORK 
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TWENTY-SEVENTH  ANNUAL  SESSION 

Held  at  Pinehurst,  May  2,  1950 


OFFICERS,    1949-1950 

President Mrs.  Thomas  Leslie  Lee,  Kinston 

President-Elect Mrs.  Harry  L.  Johnson,  Elkin 

Chairman  of  Past  Presidents 

— Mrs.  P.  P.  McCain,  Southern  Pines 

First  Vice  President 

— Mrs.  Raymond  Thompson,  Charlotte 

Second  Vice  President Mrs.  M.  D.  Hill,  Raleigh 

Treasurer Mrs.   E.   C.  Judd,   Raleigh 

Corresponding  Secretary.. ..Mrs.  J.  C.  Peele,  Kinston 

Recording  Secretary Mrs.  B.  L.  Woodard,  Kenly 

STANDING   COMMITTEES,    1949-1950 
Program Mrs.   B.   Watson   Roberts,  Durham 

Public  Relations 

— Mrs.  C.  D.  Thomas,  Black  Mountain 

Press  and  Publicity Mrs.  H.  M.  Dalton,  Kinston 

Bulletin Mrs.  Walter  Summerville,   Charlotte 

Hygeia Mrs.  J.  E.  Wright,  Macclesfield 

Scrapbook Mrs.    Stuart   Gibbs,   Rocky   Mount 

Memorials Mrs.  Westbrook  Murphy,  Asheville 

Historian Mrs.  Roscoe  D.  McMillan,  Red  Springs 

Research Mrs.  Roland  S.  Clinton,  Gastonia 

Student  Loan  Fund 

— Mrs.   George   W.   Mitchell,   Wilson 

McCain  Bed Mrs.  John  H.   Hamilton,  Raleigh 

Cooper  Bed Mrs.  M.  I.  Fleming,  Rocky  Mount 

Stevens  Bed Mrs.  G.  M.  Billings,  Morganton 

Revisions Mrs.   Robert  T.   Pigford,   Wilmington 

Legislative Mrs.  P.  G.  Fox,  Raleigh 

Doctors'  Day Mrs.  Ben  H.  Kendall,  Shelby 

COUNCILORS,  1949-1950 

First  District Mrs.  J.   E.   Smith,  Windsor 

Second  District.... Mrs.  Ben  F.  Royal,  Morehead  City 

Third  District Mrs.  E.   C.  Anderson,  Wilmington 

Fourth    District Mrs.    J.    W.    Rose,    Pikeville 

Fifth   District Mrs.   Stuart   Willis,   McCain 

Sixth  District-.Mrs.  W.  P.  Richardson,  Chapel  Hill 
Seventh  District... .Mrs.  Charles  L.  Nance,  Charlotte 

Eighth  District Mrs.  C.  V.  Tyner,  Leaksville 

Ninth  District Mrs.  J.  S.  Holbrook,   Statesville 

Tenth  District Mrs.   Julian   Moore,   Asheville 

North     Carolina     Councilor     to     Southern     Medical 
Auxiliary Mrs.   Clyde   R.   Hedrick,   Lenoir 


ADVISORY   BOARD 

Rachel   D.   Davis,   M.D.,   Chairman Kinston 

J.  F.  Foster,  M.D Sanford 

Irma    Henderson-Smathers,    M.D Asheville 


PAST  PRESIDENTS 

1923   (Organizing  Chairman) 

— Mrs.  P.  P.  McCain,  Southern  Pines 

1924 Mrs.  P.  P.  McCain,  Southern  Pines 

1925 Mrs.  I.  W.  Faison,  Charlottef 

1926 Mrs.  J.   Howell  Way,   Waynesville 

1927 Mrs.  R.   S.  McGeachy,  New  Bernf 

1928 Mrs.   B.  J.  Lawrence,   Raleigh 

1929 Mrs.  A.  B.  Holmes,   Fairmont 

1930 Mrs.   G.   H.   Macon,   Warrenton 

1931 Mrs.  W.   B.   Murphy,   Snow  Hill 

1932 Mrs.  R.   S.  McGeachy,  New  Bernf 

1933 Mrs.   W.   P.   Knight,   Greensboro 

1934 Mrs.  J.   W.   Huston,   Asheville 

3935 Mrs.  J.   B.   Sidbury,  Wilmingtonf 

1936 Mrs.  C.  P.  Eldridge,  Raleigh 

1937 Mrs.  J.   R.   Terry,   Lexington 

1938 Mrs.   W.    T.    Rainey,   Fayetteville 

1939 Mrs.  Joseph  A.  Elliott,  Charlottef 

1940 Mrs.   C.   P.   Strosnider,   Goldsboro 

1941 Mrs.   Clyde  R.   Hedrick,   Lenoir 

1942 Mrs.  Sidney  Smith,  Raleigh 

1943 Mrs.  R.  A.   Moore,  Winston-Salem 

1944 Mrs.  K.  B.  Pace,  Greenville 

1945 Mrs.  J.  T.  Saunders,  Asheville 

1946 Mrs.    Erick   Bell,   Wilson 

1947 Mrs.  Frederick  Taylor,   High  Point 

1948 Mrs.  W.  Reece  Berryhill,  Chapel  Hill 

1949 Mrs.   Raymond  Thompson,   Charlotte 

f  Deceased 

CONVENTION    PROGRAM 

MONDAY,  MAY  1,   1950 

2:30  p.m. — Tour  of  Pinehurst  and  Southern  Pines, 
with  tea  at  the  home  of  Mrs.  W.  F. 
Hollister 

8:00  p.m. — Executive  Board  Meeting  (Card  Room) 
8:30  p.m. — Bingo  Party  (Pine  Room) 

TUESDAY,  MAY  2,  1950 
10:00  a.m. — Annual  Meeting   (Pine  Room) 
1:00  p.m. — Luncheon    (Country  Club) 
7:00  p.m. — President's  Dinner 

WEDNESDAY,  MAY  3,   1950 
10:00  a.m. — Bridge  and  Canasta 
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PRE-CONVENTION    MEETING    OF    THE 

EXECUTIVE   BOARD 

Monday,  May  1 

Minutes 

The  annual  meeting  of  the  Board  of  Directors  of 
the  Auxiliary  to  the  Medical  Society  of  North 
Carolina  was  held  in  the  Card  Room  of  the  Caro- 
lina Hotel  in  Pinehurst  on  Monday,  May  1,  at  8 
p.m. 

The  president,  Mrs.  Thomas  Leslie  Lee  of  Kin- 
ston,  presided  over  the  meeting,  which  was  attended 
by  twenty-eight  board  members,  including  five  past 
presidents. 

The  invocation,  given  by  Mrs.  George  W.  Murphy 
of  Asheville,  was  followed  by  greetings  from  the 
president. 

The  recording  secretary  called  the  roll,  and  the 
minutes  of  the  last  meeting  were  read  and  ap- 
proved. Mrs.  P.  P.  McCain,  chairman  of  past  presi- 
dents, reported  that  a  scholarship  for  a  nurse  at 
James  Walker  Memorial  Hospital  in  Wilmington 
was  being  financed  by  the  past  presidents. 

Mrs.  Harry  L.  Johnson,  president-elect,  spoke 
briefly  on  the  work  for  the  ensuing  year. 

Mrs.  Raymond  Thompson,  first  vice-president  in 
charge  of  organization,  compiled  her  report  with 
those  of  the  councilors  who  served  as  her  co-work- 
ers. Mrs.  Thompson  introduced  those  councilors 
present  as  they  read  their  reports: 

First  District Mrs.   J.   E.    Smith 

Second  District Mrs.  Ben  F.  Royal 

Fourth  District Mrs.  J.   W.   Rose 

Fifth  District Mrs.   Stuart  Willis 

Sixth  District Mrs.  W.  P.  Richardson 

Seventh   District Mrs.   C.   L.   Nance 

Eighth  District Mrs.  C.  V.  Tyner 

Tenth   District Mrs.   Julian   Moore 

Reports  were  read  for  Mrs.  J.  S.  Holbrook,  Ninth 
District,  and  Mrs.  E.  C.  Anderson,  Third  District, 
who  were  unable  to  attend. 

A  discussion  was  held  concerning  the  matter  of 
who  is  responsible  for  the  payment  of  dues  for 
their  honorary  members.  Mrs.  Raymond  Thompson 
made  a  motion  that  a  committee  be  appointe.d  to 
investigate  with  the  Medical  Society  concerning 
this  and  to  report  to  the  fall  board  meeting.  This 
motion  was  seconded  by  Mrs.  P.  G.  Fox  and  carried. 
Mrs.  M.  D.  Hill,  second  vice-president,  gave  her 
report  and  introduced  Mrs.  John  H.  Hamilton,  chair- 
man of  the  McCain  Bed,  and  Mrs.  M.  I.  Fleming, 
chairman  of  the  Cooper  Bed,  who  in  turn  gave 
their  reports.  Reports  were  read  in  the  absence 
of  Mrs.  G.  M.  Billings,  chairman  of  the  Stevens 
Bed,  and  Mrs.  George  W.  Mitchell,  chairman  of  the 
Student  Loan  Fund. 

Mrs.  Clyde  R.  Hedrick,  former  councilor  to  the 
Southern  Medical  Auxiliary,  was  recognized  at  this 
time.  Committee  chairmen  were  then  recognized, 
and  they  in  turn  gave  their  reports. 

Hygeia Mrs.  J.  E.  Wright 

Scrapbook Mrs.  Stuart  Gibbs 

Memorials Mrs.    G.    Westbrook    Murphy 

Historian...., Mrs.    Roscoe    D.    McMillan 

Legislative Mrs.   P.    G.    Fox 

Bulletin Mrs.   Walter   Summerville 

Research Mrs.   Roland   S.   Clinton 

Reports  were  filed  in  the  absence  of  the  follow- 
ing  chairmen : 

Program Mrs.   B.  Watson   Roberts 

Revisions Mrs.  Robert  T.  Pigford 

Public  Relations Mrs.  C.  D.  Thomas 

Press  and  Publicity Mrs.  H.  M.  Dalton 

Doctors'  Day Mrs.   Ben  H.   Kendall 

Since  the  new  budget  had  not  been  completed,  a 
motion  was  made  by  Mrs.  Reece  Berryhill,  and  sec- 


onded by  Mrs.  Roscoe  D.  McMillan,  to  dispense 
with  the  treasurer's  report  until  the  budget  could 
be  completed  by  the  committee,  and  to  present 
same  to  the  Executive  Committee  ten  minute's  be- 
fore the  regular  Auxiliary  meeting  the  following 
morning.    The  motion  was  carried. 

Mrs.  A.  L.  O'Briant,  second  vice-president  to  the 
Southern  Medical  Auxiliary,  asked  that  more  funds 
be  given  to  the  Jane  Todd  Crawford  endowment 
fund. 

Mrs.  Harry  Johnson  recommended  that  $50.00  be 
given  to  the  president-elect  to  attend  the  Auxiliary 
meeting  in  Chicago. 

A  motion  was  made  by  Mrs.  Berryhill  that  the 
money  for  the  Cooper  Bed  be  invested  in  United 
States  Bonds.  This  was  seconded  by  Mrs.  M.  I. 
Fleming,  and  was  carried. 

Mrs.  Wright  asked  if  funds  should  be  furnished 
for  a  delegate  to  the  American  Medical  Association. 
A  motion  was  made  by  Mrs.  Fleming  to  wait  on 
voting  funds  for  this  until  later.  This  was  seconded 
by  Mrs.  Hamilton. 

A  Nominating  Committee  of  five  members  was 
elected,  as  follows: 

Mrs.  J.  E.  Wright,  Fourth  District,  nominated  by 
Mrs.  J.  W.  Rose,  seconded  by  Mrs.  M.  I.  Fleming. 

Mrs.  Raymond  Thompson,  Seventh  District,  nom- 
inated by  Mrs.  M.  D.  Hill,  seconded  by  Mrs.  J.  E. 
Smith. 

Mrs.  Ben  Royal,  Second  District,  nominated  by 
Mrs.  Roscoe  McMillan,  seconded  by  Mrs.  M.  D. 
Hill. 

Mrs.  A.  L.  O'Briant,  Fifth  District,  nominated  by 
Mrs.  P.  G.  Fox,  seconded  by  Mrs.  M.  D.  Hill. 

Mrs  Frederick  Taylor,  Eighth  District,  nominated 
by  Mrs.  C.  V.  Tyner,  seconded  by  Mrs.  Walter 
Summerville. 

There  was  no  further  business.  Motion  for  ad- 
journment was  made  by  Mrs.  Raymond  Thompson 
and  seconded  by  Mrs.  J.  E.  Smith. 

MRS.  B.  L.  WOODARD 
Recording    Secretary 

GENERAL    SESSION 

Tuesday,   May   2 

Minutes 

The  twenty-seventh  general  session  of  the  Auxil- 
iary to  the  Medical  Society  of  the  State  of  North 
Carolina  convened  at  10  a.m.  in  the  Pine  Room  of 
the  Carolina  Hotel  in  Pinehurst,  with  Mrs.  Thomas 
Leslie  Lee  of  Kinston  presiding. 

Mrs.  Frederick  Taylor,  High  Point,  offered  the 
invocation.  Mrs.  R.  M.  McMillan  gave  the  address 
of  welcome,  and  Mrs.  H.  M.  Dalton  responded. 

Mrs.  Lee  introduced  Dr.  Westbrook  Murphy,  pres- 
ident of  the  State  Medical  Society,  who  commended 
the  Auxiliary  very  highly  for  its  fine  support  of 
the  Medical  Society.  Dr.  Murphy  spoke  interest- 
ingly and  informatively  of  the  accomplishments  and 
ideals  of  the  Medical  Society.  He  stated  that  he 
considered  the  new  Department  of  Public  Relations 
an  important  agent  in  informing  both  the  public 
and  the  profession  on  "socialized  medicine,"  and 
stressed  what  an  important  part  the  Auxiliary  can 
play  in  this. 

A  memorial  service,  held  in  memory  of  members 
of  the  organization  who  have  passed  away  since 
the  last  meeting,  was  given  by  Mrs.  G.  W.  Mur- 
phy, memorials  chairman. 

Mrs.  Lee  then  recognized  Mrs.  W.  F.  Hollister  of 
Southern  Pines,  hostess;  Mrs.  C.  L.  Harrell,  wife 
of  the  president-elect  of  the  Medical  Society  of  Vir- 
ginia; Mrs.  G.  W.  Murphy,  wife  of  the  president  of 
the  Medical  Society  of  North  Carolina;  Mrs.  J.  T. 
Barnes,  wife  of  the  executive  secretary  of  the 
Medical  Society  of  North  Carolina;  and  Mrs.  Leroy 
Cox,  wife  of  the  Public  Relations  Director  of  the 
Medical  Society. 
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Reports  of  the  executive  officers  followed.  Mrs. 
Raymond  Thompson,  first  vice  president  and  chair- 
man of  organization,  gave  her  report  and  intro- 
duced all  district  councilors  who  were  in  attend- 
ance. They  in  turn  introduced  the  presidents  of 
their  county  auxiliaries.  Mrs.  M.  D.  Hill,  second 
vice  president  and  chairman  of  activities,  gave  her 
leport  and  introduced  chairmen  under  her  super- 
vision. Reports  of  the  corresponding  secretary  and 
recording  secretary  were  read  and  filed. 

Mrs.  Lee  expressed  appreciation  for  the  excellent 
work  of  the  corresponding  secretary,  Mrs.  J.  C. 
Peele.  The  president  then  asked  for  a  motion  from 
1he  floor  to  dispense  with  the  reading  of  the  min- 
utes, since  they  appeared  in  the  North  Carolina 
Medical  Journal.  The  motion,  made  by  Mrs.  M.  D. 
Hill  and  seconded  by  Mrs.  A.  C.  Bulla,  was  carried. 

Mrs.  E.  C.  Judd,  treasurer,  gave  her  report,  which 
was  accepted.  Mrs.  Frederick  Taylor  asked  for  a 
rising  vote  of  thanks  for  Mrs.  Judd's  work. 

Mrs.  Raymond  Thompson  took  the  chair  while 
the  president,  Mrs.  Lee,  gave  her  report.  Mrs.  P. 
P.  McCain  asked  that  the  report  be  accepted,  and 
that  the  members  stand  to  express  their  thanks  to 
Mrs.  Lee  for  conducting  the  Auxiliary  through  a 
trying  year  of  great  activity  and  achievement. 

The  chairman  of  the  Advisory  Board,  Dr.  Rachel 
Davis,  reported  on  four  matters  passed  on  at  the 
House  of  Delegates  meeting  of  the  Medical  Society 
pertaining  to  the  Auxiliary.  First,  the  president  of 
the  Auxiliary  will  be  asked  in  the  future  to  bring 
greetings  and  give  a  report  at  the  meeting  of  the 
House  of  Delegates  of  the  State  Medical  Society. 
Second,  it  was  urged  that  every  county  have  an 
auxiliary.  Third,  each  county  auxiliary  will  have 
en  adviser  from  their  local  medical  society.  Fourth, 
a  memorial  fund  in  memory  of  the  late  Dr.  Thomas 
Leslie  Lee  has  been  established,  and  the  money 
contributed  will  be  used  to  buy  a  "stack"  on  gyne- 
cology and  obstetrics  to  be  placed  in  the  Medical 
Society's  proposed  medical  library. 

In  the  absence  of  Mrs.  Robert  T.  Pigford,  chair- 
man of  the  Revision  Committee,  Mrs.  Lee  asked, 
in  the  interest  of  time,  that  this  report  be  accepted 
as  adopted  by  the  Board.  Mrs.  O'Briant  made  a 
motion  for  acceptance,  which  was  seconded  by  Mrs. 
Wilkerson   and   carried. 

Mrs.  K.  B.  Pace  presented  the  following  awards: 

The  Davis  Cup  and  $25.00  to  the  Fourth  District 
for  highest  achievements.  This  has  been  won  for 
two  years  in  succession  by  the  Fourth  District. 

$5.00  (donated  by  Mrs.  Frederick  Taylor)  to 
Hoke  County  for  sending  in  the  first  check  for  100 
per  cent  membership. 

$5.00  (donated  by  Mrs.  J.  E.  Wright)  to  Wayne 
County  for  the  largest  number  of  subscriptions  to 
Hygeia. 

$5.00  (donated  by  Mrs.  T.  L.  Lee)  to  Nash-Edge- 
combe for  doing  the  most  work  to  combat  socialized 
medicine. 

$5.00  (donated  by  Mrs.  P.  P.  McCain)  to  Wayne 
County  for  the  largest  contribution  to  the  McCain 
Bed  Fund. 

$5.00  (donated  by  Mrs.  G.  M.  Gillings)  to  Bun- 
combe County  for  the  largest  contribution  to  the 
Stevens   Bed   Fund. 

$5.00  (donated  by  Mrs.  M.  D.  Hill)  to  Nash-Edge- 
combe County  for  the  largest  contribution  to  the 
Cooper  Bed   Fund. 

Mrs.  Lee  recognized  Mrs.  A.  L.  O'Briant,  second 
vice  president  of  the  Southern  Medical  Auxiliary, 
who  spoke  briefly  on  Doctors'  Day,  Jane  Todd 
Crawford  Memorial  Fund,  and  projects  of  the 
Southern  Medical  Auxiliary. 

Mrs.  E.  C.  Judd  presented  the  budget  for  the 
coming  year,  and  made  a  motion  that  it  be  ac- 
cepted. The  motion  was  seconded  by  Mrs.  M.  D. 
Hill  and  carried. 


Delegates  to  the  annual  meeting  of  the  American 
Medical  Association,  to  be  held  in  June  at  Los 
Angeles,  were  elected  from  the  floor  as  follows: 
Mrs.  Leslie  Kirby,  Mrs.  F.  M.  Houser,  Mrs.  M.  D. 
Hill,  Mrs.  Grady  Dixon,  and  Mrs.  C.  F.  Strosnider. 
Mrs.  Reece  Berryhill  moved  that  the  wives  of  mem- 
bers of  the  Medical  Society  in  good  standing  at- 
tending the  A.  M.  A.  convention  serve  as  delegates, 
and  that  a  committee  be  appointed  to  attend  to 
this.     The  motion  was  seconded  and  carried. 

Mrs.  Lee  appointed  Mrs.  M.  D.  Hill  to  work  with 
her. 

Mrs.  L.  W.  Robertson,  chairman  of  the  Nominat- 
ing Committee,  presented  the  slate  of  officers  for 
the  coming  year  as  follows: 

President-Elect— Mrs.    B.    Watson    Roberts,    Dur- 
ham 
Second  vice  president — Mrs.  J.   C.  Peele,  Kinston 
Corresponding  secretary — Mrs.  V.  W.  Taylor,  Jr., 

Elkin 
Recording  secretary — Mrs.  B.  L.  Woodard,  Kenly 
Treasurer— Mrs.  E.   C.  Judd,   Raleigh 
The  report  was  unanimously  accepted.    Mrs.  Ray- 
mond Thompson,  in  appropriate  words,  installed  the 
officers,   who   responded   by   pledging   their  loyalty 
and    support   to    the    objectives    and    ideals    of    the 
A  uxiliary. 

Mrs.  Johnson,  in  her  inaugural  remarks,  thanked 
Mrs.  Lee  for  her  helpful  suggestions,  and  the 
Auxiliary  for  the  honor  shown  her. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

MRS.   B.   L.   WOODARD 
Recording   Secretary 

ADDRESS    BY   THE    PRESIDENT    OF    THE 

STATE  MEDICAL  SOCIETY 

G.   Westbrook    Murphy,    M.D. 

Asheville 

The  mood,  the  attitude,  the  beliefs  and  the  re- 
action of  any  group  is  a  composite  based  upon  an 
average  for  that  group.  If  such  be  true,  then  the 
relationship  between  the  Auxiliary  and  the  Medical 
Society  of  the  State  of  North  Carolina  is  the  most 
intimate  and  compelling  within  human  experience 
— a  matrimonial  alliance.  The  two  groups  being 
thus  wedded,  their  interests  become  identical.  I 
have,  therefore,  the  unique  experience  of  being 
able  to  say  to  you  that  I  bring  not  only  greetings 
and  best  wishes  from  the  Medical  Society  but  a 
great  deal  of  collective  love  as  well. 

In  addition  to  the  help,  the  encouragement,  and 
the  affection  you  give  to  us  individually,  the  Auxil- 
iary as  an  organization  has  a  vital  role  in  our 
medical  partnership. 

Without  reference  to  the  tasks  and  accomplish- 
ments achieved  by  this  group  from  year  to  year, 
you  are  now  called  upon  to  perform  an  extra- 
ordinary service. 

Having  been  balked  in  an  attempt  to  enact  a 
compulsory  health  insurance  law,  our  socialist 
minded  government  has  now  undertaken  a  series 
of  "fringe"  movements.  The  avowed  and  worthy 
cbjectives  of  legislation  to  furnish  medical  care  to 
all  school  children,  to  build  hospitals,  to  subsidize 
schools  of  nursing  and  medicine,  to  invade  the  field 
of  chronic  and  non-infectious  diseases,  and  much 
more  such  give  it  great  popular  appeal.  These  bills 
seem  so  innocent,  and  yet  as  parts  of  a  plan  their 
enactment  would  surely  mean  "government  med- 
icine." 

Our  defense  against  the  continued  drive  to  "so- 
cialize" medicine  and  our  nation  must  be  the  selec- 
tion and  election  of  office  holders  who  think  as  we 
do,  the  education  of  the  public  as  to  the  dangers 
involved,  and  the   stimulation  of  lay  resistance. 

It  is  agreed  that  medical   organizations   as   such, 
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including  the  Auxiliary,  cannot  publicly  oppose  or 
support  candidates  for  office.  Their  members,  how- 
ever, can  and  should  consider  the  ideas  and  the 
ideals  of  the  various  candidates  and  be  very  active 
in  supporting  those  whom  they  believe  can  be  de- 
pended upon  to  resist  the  trend  toward  "statism." 

The  Medical  Society  has  a  new  Department  of 
Public  Relations  which  just  now  is  beginning  to 
function.  It  will  be  an  important  agent  in  inform- 
ing both  the  public  and  the  profession.  The  cam- 
paign to  improve  public  relations  should  and  will 
depend  heavily  upon  the  Auxiliary.  Your  enthu- 
siastic participation  will  be   solicited. 

Because  they  have  entree  into  all  homes  and  have 
the  confidence  of  most  people,  doctors  are  poten- 
tially a  powerful  factor  in  influencing  legislation. 
As  the  wives  of  physicians  you  have  the  oppor- 
tunity and  the  capacity  to  extend  this  influence 
into  social,  school,  and  civic  groups  which  your 
husbands  cannot  reach. 

During  the  past  year  several  attempts  were 
made  to  use  the  Auxiliary  and  the  Medical  Society 
in  informing  the  public  as  to  pending  legislation, 
but  the  machinery  was  too  cumbersome  to  be  very 
effective.  It  is  anticipated  that  the  Legislative 
Committee  of  the  State  Society,  in  cooperation  with 
the  American  Medical  Association,  will  hereafter 
promptly  acquire  information  concerning  health 
legislation  in  both  state  and  nation.  This  knowledge 
should  be  disseminated  quickly  to  members  through- 
out the  state. 

If  you  participate  in  this  campaign  of  education 
and  become  aggressive  in  the  fight  to  preserve  our 
system  of  private  practice,  you  will  do  a  great  serv- 
ice for  medicine  and  the  nation,  and  the  Auxiliary 
will  have  become  doubly  significant. 
Memorial  Service 
Mrs.  G.  Westbrook  Murphy 

Since  our  meeting  last  May  in  1949,  we  have  lost 
friends  and  loved  ones  who  were  members  of  the 
Auxiliary  to  the  Medical  Society  of  the  State  of 
North  Carolina.  We  ourselves  die  a  little  at  the 
departure  of  these  beloved.  Hans  Zinsser  wrote: 
''At  times  the  dead  are  closer  to  us  than  the  living 
and  the  wisdom  and  affection  of  the  past  stretch 
blessed  hands  over  our  lives,  projecting  a  guardian 
care  out  of  the  shadows  and  helping  us  over  hard 
places.  For  there  are  certain  kinds  of  love  that 
few  but  the  very  wise  fully  understand  until  they 
have  become  memories."  We  are  influenced  and 
inspired  all  our  lives  by  those  who  have  gone  from 
us,   whose   spirits   remain   as   deathless. 

The  following  names  are  our  friends  who  have 
left  us  sweet  memories: 

Mrs.   R.   C.   Sadler— Whiteville,   North   Carolina 
Nahum  1-7 

The  Lord  is  good,  a  strong  hold  in  the  day  of 
trouble;  and  He  knoweth  them  that  trust  in  Him. 

Mrs.    George    R.    Benton,    Sr. — Goldsboro,    North 
Carolina 
John  3-16 

For  God  so  loved  the  world,  that  He  gave  His 
only  begotten  Son,  that  whosoever  believeth  in  Him 
should  not  perish,  but  have  everlasting  life. 

Mrs.  E.  A.  Sumner — High  Point,  North  Carolina 
Psalm  91-1,  2 

He  that  dwelleth  in  the  secret  place  of  the  most 
High  shall  abide  under  the  shadow  of  the  Almighty; 
I  will  say  of  the  Lord,  He  is  my  refuge  and  my 
fortress;  my  God;  In  Him  will  I  trust. 

Mrs.   R.   G.    Sowers — Sanford,   North    Carolina 
Colossians  3-4 

When  Christ  who  is  our  life,  shall  appear  then 
shall   ye  also   appear  with   Him   in  glory. 

Mrs.  R.  E.  Nichols,  Sr. — Durham,  North  Carolina 
John  6:40 

And  this   is  the  will   of  him  that  sent  me,  that 


every  one  which  seeth  the  Son,  and  believeth  on 
Him,  may  have  everlasting  life;  and  I  will  raise 
him  up  at  the  last  day. 

Will  you  please  stand  in  reverence  for  a  moment 
of  silent  prayer  before  I  offer  a  closing  prayer? 

O  Almighty  God,  the  God  of  the  spirits  of  all 
flesh,  who  by  a  voice  from  Heaven  didst  proclaim, 
''Blessed  are  they  who  die  in  the  Lord,"  bring  thy 
presence  to  us  who  mourn.  Help  us  that  as  we 
pass  through  the  valley  of  the  shadow  we  shall 
gain  from  thee  an  understanding  of  life — and  death 
— which  before  may  have  been  denied.  Befriend  us 
and  comfort  us.  Lead  us  to  the  conviction  of  the 
immortality  of  our  friends.  Grant  that  we  may  be 
united  again,  in  thine  eternal  kingdom  where  there 
are  many  mansions.  In  Jesus'  name  we  pray. 
Amen. 

Report  of  the  President 

As  president  of  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina,  I  wish  to 
submit  the  following  report: 

My  first  official  act  was  attending  the  meeting 
of  the  South  Carolina  Medical  Auxiliary  in  May  at 
Myrtle  Beach.  I  enjoyed  meeting  with  the  doctors' 
wives  of  our  neighboring  state  very  much.  It  was 
my  pleasure  to  meet,  personally,  Mrs.  Luther  Kice 
— at  that  time  our  national  president — and  Dr. 
Pressly,  who  was  the  A.  M.  A.'s  General  Practi- 
tioner of  the  Year. 

In  June  I  attended  the  A.  M.  A.  Convention  in 
Atlantic  City  with  our  Advisory  Board  chairman. 
Dr.  Rachel  Davis,  and  gave  your  annual  report. 
We  had  a  very  enjoyable  time.  I  was  impressed 
with  the  national  officers,  both  of  the  Auxiliary  and 
of  the  A.  M.  A.  It  was  our  pleasure  and  privilege 
to  see  and  hear  several  of  them.  I  also  had  the 
pleasure  of  meeting  personally  the  Whitaker  and 
Baxter  team.  As  you  know,  I'm  sure,  they  are  the 
directors  of  the  A.  M.  A.'s  National  Education 
Campaign — Voluntary  Health  Insurance  against 
Compulsory  Health  Insurance. 

As  soon  as  I  could  settle  down  after  attending 
three  medical  conventions,  I  completed,  through 
correspondence,  the  list  of  officers  and  committee 
chairmen  for  the  year  1949-1950.  The  response  to 
all  letters  expressing  willingness  to  serve  was  most 
gratifying.  It  proved  to  me  that  there  is  a  grow- 
ing interest  in  Auxiliary  work  throughout  the 
state.  Many  letters  from  county  presidents  accom- 
panying their  reports  this  spring  spoke  of  the  joy 
and  pleasure  they  had  in  working  together  during 
this  year.  We  have,  in  most  instances,  I  think,  out- 
grown the  "we  just  meet  and  have  tea"  stage  and 
have  become  active  in  both  the  state  and  national 
programs. 

In  September,  with  the  aid  of  my  very  efficient 
corresponding  secretary,  Mrs.  J.  C.  Peele,  letters 
were  mailed  to  all  councilors  appealing  to  each  of 
them  to  mobilize  every  doctor's  wife  in  her  district 
to  help  in  the  nation-wide  program  of  assisting  the 
A.  M.  A.  in  their  Education  Campaign.  A  map 
showing  the  organization  of  the  state,  with  each 
councilor's  district  outlined  in  black,  so  that  she 
could  readily  see  which  counties  were  in  her  dis- 
trict, which  ones  were  organized,  and  where  or- 
ganization was  needed,  was  enclosed.  We  also 
mailed  several  pieces  of  organization  literature  to 
each  councilor  to  aid  her  in  effecting  the  organiza- 
tion of  new  auxiliaries. 

Letters  were  gotten  out  to  all  county  presidents 
in  September,  urging  them  to  plan  their  Auxiliary 
work  early.  They  were  also  told  of  the  need  to 
mobilize  every  doctor's  wife  for  the  job  that  was 
ahead  of  us.  A  similar  letter  was  sent  to  all  Board 
members.  Each  Board  member  was  asked  to  bring 
the  history  and  duties  of  her  committee  up  to  date. 
Those  who  did  not  have  a  copy  of  their  history  and 
duties  were   asked  to  write   for  one.    I   received   a 
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number  of  requests  for  these,  which  I  acknowledged 
promptly.  I  studied  the  files  for  information  and 
tried  to  assist  the  chairmen  in  bringing  their  his- 
tories up  to  date.  They  were  asked  to  keep  these 
in  their  files  to  pass  along  to  their  successors. 

A  fall  Board  meeting  was  held  at  the  home  of 
Dr.  and  Mrs.  Stuart  Willis  of  McCain  on  October 
4.  At  this  time  plans  for  the  year  were  presented 
and  discussed.  We  were  fortunate  to  have  with  us 
at  this  time  Dr.  M.  D.  Hill  of  Raleigh,  secretary 
and  treasurer  of  the  Medical  Society,  who  spoke 
to  us  on  medical  legislation.  This  meeting  was 
well  attended.  There  were  twenty-five  Board  mem- 
bers, thirteen  county  presidents,  and  eight  visitors 
in  attendance. 

As  your  president,  I  attended  auxiliary  meetings 
in  the  following  counties  during  the  year:  Burke, 
Greene,  Lenoir,  and  New  Hanover.  I  also  attended 
the  meetings  of  the  first,  second  and  ninth  dis- 
trict auxiliaries.  I  attended  the  organization  meet- 
ing of  Beaufort  county  in  April.  I  accepted  an 
invitation  to  represent  you  at  the  meeting  of  the 
North  Carolina  Division  of  the  American  Cancer 
Society  in  Charlotte  on  October  12,  but  was  un- 
able to  attend.  It  is  with  deep  regret  that  I  can- 
not report  more  visits  to  the  county  auxiliaries  and 
to  the  district  meetings.  I  met  with  several  of  the 
Iredell-Alexander  County  Auxiliary  officers  for  a 
luncheon  meeting  in  September,  and  discussed  auxil- 
iary work  for  the  year.  I  wish  time  would  permit 
me  to  tell  you  in  detail  about  the  visits  I  did  make. 
I  was  made  to  realize  that  all  time  and  effort  spent 
en  being  president  of  this  very  wonderful  organi- 
zation is  well  worth  while.  On  all  occasions  I  have 
stressed  the  importance  of  good  public  relations 
and  your  responsibility  as  public  relations  ambas- 
sadors of  your  husbands. 

Greetings  were  sent  to  our  three  guests  in  the 
sanatoria  beds  early  last  fall,  and  again  when 
there  was  a  change  in  our  guests  during  the  year. 
I  received  nice  letters  of  appreciation  from  each 
of  them.  I'm  sure  it  gives  you  a  great  deal  of 
satisfaction  to  know  that  you  are  having  a  part  in 
the  rehabilitation  of  these  guests.  Greetings  were 
also  sent  to  the  State  Medical  Society  president. 
Dr.  G.  Westbrook  Murphy;  to  the  secretary  and 
treasurer,  Dr.  M.  D.  Hill;  to  the  executive  secre- 
tary, Mr.  James  T.  Barnes;  and  to  the  chairman  of 
public  relations,  Dr.  Donald  Koonce.  To  each  of 
these  I  offered  the  services  of  the  Auxiliary,  and 
pledged  our  support.  After  the  Medical  Society 
established  its  full  time  Public  Relations  Depart- 
ment in  Raleigh  and  Mr.  Leroy  Cox  was  secured 
as  director,  I  immediately  sent  greetings  and  of- 
fered our  services.  He  assured  me  that  the  Auxil- 
iary would  be  called  on  during  the  next  few  months 
to  assist  the  Medical  Society  in  their  public  rela- 
tions program.  Upon  his  invitation  I  attended  the 
meeting  of  the  Public  Relations  Committee  of  the 
Medical  Society  on  April  16  in  Raleigh.  I  received 
much  benefit  from  meeting  with  this  committee, 
and  I  realized,  while  sitting  there,  that  we  could 
be  of  even  greater  service  to  the  medical  profession 
than  I  thought  possible  when  I  took  office  last 
year.  I  was  pleased  when  one  or  two  of  the  doctors 
told  of  instances  where  their  local  auxiliary  had 
helped  them  in  their  public  relations   program. 

Mr.  Cox  is  asking  that  we  help  with  the  "En- 
dorsement Drive."  Although  we  are  glad  to  learn 
that  in  the  past  year  we  have  won,  nationally,  the 
public  support  of  nearly  3,000  organizations,  our 
goal  was  much  higher.  With  the  kind  of  opposi- 
tion we  have  we  need  this  many  organizations 
working  actively  and  on  record  in  one  state  alone. 
I'm  sure  the  members  of  our  state  Auxiliary  have 
done  more  to  help  in  securing  public  support  than 
I  can  report.  The  good  that  you  have  done  cannot 
be  adequately  evaluated  for  months  to  come.    I  no- 


tice with  regret  that  North  Carolina  has  only  four- 
teen organizations  listed  that  have, gone  on  record 
opposing  compulsory  health  insurance.  I  hope  this 
is  not  a  true  picture  of  what  has  been  done  in  our 
state  to  preserve  the  free  enterprise  system  of 
medical  care.  It  is  encouraging  that  the  A.  M.  A.'s 
Education  Campaign  is  getting  off  the  defensive 
and  that  they  are  now  putting  on  a  constructive 
and   aggressive   campaign. 

We  are  promised  that  this  question  of  voluntary 
health  insurance  vs.  compulsory  health  insurance 
will  be  made  an  important  issue  during  the  coming- 
elections.  The  Senate  Labor  and  Public  Welfare 
Committee  is  getting  out  plenty  of  campaign  fod- 
der particularly  tailored  for  use  in  next  fall's  elec- 
tions. Many  labor  publications  are  admitting  there 
is  no  hope  for  compulsory  health  insurance  this 
session,  but  are  urging  members  to  work  for  can- 
didates pledged  to  support  President  Truman's 
plan. 

One  of  our  projects  for  the  year  was  the  hang- 
ing of  a  copy  of  the  Fildes  painting,  "The  Doc- 
tor," in  every  doctor's  office.  I'm  sure  we  did  not 
accomplish  this  goal,  but  many,  many  copies  have 
been  hung  all  over  the  state. 

I  have  not  included  in  my  report  to  you  the  ac- 
complishments of  our  district  councilors  and  com- 
mittee chairmen.  It  is  they  who  have  done  the 
work.  It  was  with  pride  that  I  listened  to  their 
individual  reports  at  the  Board  meeting  last  night, 
and  at  this   meeting  today. 

May  I  take  this  opportunity  to  say  a  sincere 
"Thank  you"  for  the  privilege  of  being  your  presi- 
dent. There  is  no  honor  that  could  ever  come  my 
way  that  would  mean  as  much  to  me  as  the  honor 
you  conferred  on  me  in  making  me  your  president. 
Thank  you  one  and  all  for  the  fine  cooperation  and 
loyal   support  you   have   given  me  this  year. 

When  I  took  over  last  May,  I  felt  very  keenly 
the  responsibility  of  steering  the  course  of  this 
organization  for  a  year.  As  you  know,  we  have 
sailed  the  high  seas:  we  found  ourselves  in  troubled 
waters.  There  came  a  time  when  your  captain 
could  not  carry  on,  but  my  shipmates  kept  us 
afloat  and,  I  believe,  made  some  progress.  I  shall 
be  eternally  grateful  if  I  have  only  kept  you  on 
the  right  course  and  brought  you  safely  into  har- 
bor. I  pledge  my  support  to  our  new  captain,  Mrs. 
Harry  Johnson,  and  I  would  like  for  each  of  you 
to  say  with  me,  "I  pledge  my  loyalty  and  devotion 
to  the  Medical  Society  of  the  State  of  North  Caro- 
lina." Someone  has  said,  "Where  women  associate 
with  men  in  serious  matters,  both  will  grow  strong- 
er, and  the  world's  work  will  be  better  done."  I 
thank  vou! 

MRS.  T.  LESLIE  LEE 

Report   of  the  President-EIect 

First  I  should  like  to  thank  the  president,  Mrs. 
Lee,  for  the  many  useful  suggestions  which  she 
gave  me  to  help  in  my  preparation  for  the  coming- 
year. 

I  have  answered  correspondence  and  taken  care 
of  whatever  duties  have  been  referred  to  me. 

It  was  my  good  fortune  to  attend  the  annual 
meeting  of  the  National  Board,  held  in  Chicago  in 
November.  This  was  so  beneficial  that  I  should 
like  to  recommend  that  future  presidents-elect  at- 
tend, if  at  all   possible. 

I  hope  that  the  preparation  I  have  made  will 
enable  me  to  carry  on  the  tremendous  responsibili- 
ties which  will  be  mine  in  the  coming  year. 

MRS.  HARRY  L.  JOHNSON 

Report   of   First    Vice   President    and    Chairman 
of   Organization 

I  wish  to  thank  all  District  Councilors  for  their 
untiring  efforts  in  organization  for  this  year,  and 
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to  say  to  them  not  to  be  discouraged  in  their  ef- 
forts, because  with  the  next  try  the  right  person 
may  be  found. 

We  have  two  new  county  organizations  to  re- 
port. In  the  Second  District  Mrs.  Ben  Royal  or- 
ganized Beaufort.  In  the  Fourth  District  Mrs.  J. 
W.  Rose  organized  Northampton,  which  joined  with 
1he  Halifax  Auxiliary,  the  same  as  the  medical 
society. 

Catawba  County  in  the  Ninth  District  has  called 
an  organization  meeting  for  May  12.  We  were  un- 
able to  find  a  date  that  suited  everyone  before  the 
state  meeting. 

We  are  hoping  that  Cabarrus  County  will  soon 
be  organized. 

The  total  membership  in  1949  was  1,321;  in 
1950,   1,377. 

MRS.   RAYMOND   THOMPSON 

Reports  of  the  Councilors 

First  District 

The  First  District  has  23  members.  We  met  in 
December  in  Windsor,  with  our  state  president 
giving  us  a  splendid  talk  and  much  inspiration. 
The  members  voted  to  raise  dues  to  $5.00.  Fourteen 
members  have  paid,  and  their  dues  have  been  sent 
to  the  state  treasurer. 

We  sent  a  Christmas  gift  to  the  patient  in  the 
McCain  Bed. 

MRS.  J.   E.   SMITH 
Second  District 

It  is  a  definite  temptation  to  let  our  eyes  rest 
on  the  credit  side  of  the  sheet  in  making  a  report 
of  Second  District  activities  for  the  year  1949- 
1950.  Topping  the  list  of  accomplishments  is  the 
iact  that  we  are  at  last  completely  organized — that 
is,  as  far  as  possibilities  go.  Hyde,  Jones,  and 
Famlico  Counties  are  in  the  Second  District,  but 
have  no  more  than  half  a  dozen  doctors,  all  told, 
and  have  no  organized  medical  societies.  Beaufort 
County  has  organized  too  recently  to  have  a  report 
other  'than  that  fact,  but  the  enthusiastic  group 
gathered  for  the  organization  luncheon  at  the 
Washington  Country  Club  augurs  well  for  the  fu- 
ture. With  nineteen  eligible,  they  began  with  a 
paid  membership  of  fifteen.  Dr.  Rachel  Davis, 
chairman  of  the  State  Medical  Society's  Advisory 
Board,  and  Mrs.  Leslie  Lee,  state  Auxiliary  presi- 
dent, were  guests  at  the  meeting.  The  import  of 
the  message  they  brought  was  immediately  felt, 
t.nd  provided  the  needed  impetus  for  active  partici- 
pation in  the  work. 

The  five  remaining  county  units — Carteret,  Cra- 
ven, Lenoir,  Pitt,  and  Tri-County  (Martin-Washing- 
ton-Tyrrell)— reported  84  paid  members.  This  num- 
ber, added  to  the  15  from  Beaufort  County,  makes 
an  even  hundred  members  for  the  district  out  of 
an  eligibility  list  of  132.  Each  auxiliary  was  out- 
standing in  some  particular  phase  of  activity.  Cra- 
ven ledthe  district  with  100  per  cent  paid  member- 
ship. Carteret  reported  the  largest  contribution  to 
the  cancer  drive  and  also  the  largest  number  of 
subscriptions  to  Today's  Health.  Lenoir,  always  our 
banner  county,  was  the  only  auxiliary  to  report 
sizable  contributions  to  all  three  of  the  Bed  Funds, 
as  well  as  to  the  Student  Loan  Fund,  and  special 
work  done  toward  nurse  recruitment  campaign. 
Pitt  County  reported  the  best  all-round  program  of 
work,  with  special  mention  in  the  field  of  public 
lelations,  and  their  entertainment  of  the  District 
meeting  in  October  was  a  real  highlight.  A  more 
perfect  occasion  was  never  arranged  by  any  group. 
Tri-County,  widely  scattered  and  facing  difficulties 
not  found'by  the  others,  deserves  credit  for  holding 
the  organization  together,  having  regular  meetings, 
and  responding  to  the   calls  made   upon   them. 


Totals  for  the  District  were: 

McCain   Bed    $25.00 

Stevens   Bed   20.00 

Cooper  Bed  54.65 

Student  Loan  Fund   45.00 

Subscriptions   to   Today's   Health   14 

Copies  of  Fildes'  painting,  "The  Doc- 
tor," hung  in  doctor's  offices  33 

As  much  as  we  like  to  dwell  on  the  credit  side 
of  the  page,  we  have  to  admit  that  there  are  enough 
items  on  the  debit  side  to  keep  us  from  getting 
complacent.  In  all  honesty  we  have  to  note  that 
there  was  not  a  single  auxiliary  in  the  District 
that  reported  having  followed  the  state  program. 
There  was  less  activity  in  the  Education  Campaign 
for  Voluntary  Health  Insurance  than  last  year, 
and  our  contributions  to  the  Bed  funds  were  too 
small,  and  our  magazine  subscriptions  too  few. 

The  Second  District  is  all  set  and  ready  to  go, 
however,  for  1950-1951.  We  commit  ourselves  to 
a  definite  pledge  for  more  and  better  work. 

MRS.  BEN  F.  ROYAL 
Third  District 

There  are  eight  counties  in  the  Third  District. 
Of  these,  New  Hanover,  Brunswick,  and  Pender 
comprise  one  auxiliary.  Columbus  is  the  only  other 
organized  county. 

New  Hanover-Brunswick-Pender  Auxiliary  has  a 
paid  membership  of  49  and  has  held  seven  meet- 
ings with  very  interesting  programs  planned  rela- 
tive to  those  suggested  by  the  state  program  chair- 
man. This  auxiliary  was  favored  with  visits  from 
Mrs.  T.  L.  Lee,  state  Auxiliary  president;  Mrs. 
J.  C.  Peele,  corresponding  secretary;  and  Dr.  Ra- 
chel Davis,  Advisory  Board  chairman.  One  hundred 
and  nine  dollars  has  been  contributed  to  the  Mc- 
Cain Bed  Fund.  The  members  assisted  the  county 
medical  society  with  their  annual  symposium,  held 
at  Wrightsville  Beach  in  August. 

Columbus  was  organized  only  last  year  and  has 
had  a  very  active  year,  with  its  entire  membership 
working  wholeheartedly.  With  a  membership  of 
16,  they  have  followed  programs  recommended  by 
the  state  chairman,  and  have  worked  actively  in 
nurse  recruitment.  Contributions  amounting  to 
S55.50  have  been  made  to  the  Sanatoria  Bed  Fund, 
and  $102.45  was  raised  toward  refurnishing  their 
local  hospital  memorial  rooms.  They  have  secured 
27  subscriptions  to  Hygeia.  Literature  on  voluntary 
health  insurance  vs  compulsory  health  insurance 
has  been  distributed  to  all  doctors'  offices,  the  bus 
station,  and  the  railroad  station.  Their  public  re- 
lations committee  influenced  speakers  to  appear 
before  civic  clubs  and  discuss  compulsory  health 
insurance.  Nine  successful  meetings  have  been 
held. 

I  believe  that  as  a  result  of  this  year's  stress  on 
health  programs,  we  are  all  better  qualified  to 
enlighten  the  public. 

MRS.   ELBERT   C.   ANDERSON 
Fourth  District 

The  Fourth  District  is  composed  of  Green,  Hali- 
fax, Johnston,  Nash,  Edgecombe,  Wayne,  Wilson, 
Warren,  and  Northampton  Counties.  Warren  is  the 
only  unorganized  county. 

I  have  made  personal  contacts  with  three  county 
presidents,  attended  five  different  county  meetings, 
and  of  course  took  the  Davis  cup  to  show  at  each 
county  meeting. 

All  counties  have  followed  programs  as  suggest- 
ed by  the  state  program  chairman  with  special 
emphasis  on  socialized  medicine,  especially  John- 
ston and  Nash-Edgecombe.  The  Johnston  County 
Auxiliary  gave  prizes  to  high  school  students  for 
the  best  essays  on  voluntary  health  insurance,  and 
Nash-Edgecombe  sent  more  than  1500  pamphlets 
to   public   offices. 
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Wayne  County  Auxiliary  sold  57  Hygeia  subscrip- 
tions, and  Johnston  did  outstanding  work  in  their 
nurse  fund,  which  was  $300.00.  Nash-Edgecombe 
Auxiliary  has  44  paid  members.  They  have  had 
very  attractive  news  letters  sent  out  before  each 
of  their  four  meetings.  They  have  contributed 
$322.85  to  the  Cooper  Bed  Fund.  Outstanding  pro- 
grams were  given  at  each  meeting,  with  guest 
speakers.  Twenty-five  posters  of  "The  Doctor" 
were  placed  in  doctors'  offices.  More  than  1500 
pamphlets  were  sent  out  from  Whitaker  and  Bax- 
ter, against  socialized  medicine.  Members  of  the 
tuxiliary  spoke  before  various  club  groups.  Cooper 
Bed  patients  were  visited  each  month,  and  gifts 
and  cards  were  sent.  This  auxiliary  has  done  more 
to  promote  public  relations  than  any  that  I  know 
of.  Mrs.  J.  E.  Wright  of  Macclesfield  has  spoken 
in  Chicago  and  over  numerous  radio  stations  on 
community  improvements  and  health  insurance. 
Mrs.  Leon  Robertson  is  president,  and  a  most  en- 
thusiastic worker. 

The  Halifax-Northampton  auxiliaries  have  met 
jointly,  the  same  as  the  medical  society.  Four 
meetings  were  held  during  the  year,  and  as  a  pro- 
ject they  set  up  a  library  in  the  Roanoke  Rapids 
hospital.  Books  were  rolled  down  the  corridor  twice 
daily  for  the  patients.  These  books  were  given  by 
the  members  of  the  Auxiliary.  There  are  22  paid 
members,  and  Mrs.  R.  B.  Blow  is  president. 

Johnston  County  has  20  paid  members — an  addi- 
tion of  12  new  members.  Six  meetings  were  held — ■ 
two  for  the  Cooper  Bed  Fund,  which  netted  them 
$28.50.  A  Doctors'  Day  dinner  was  held,  and  $300.00 
was  raised  from  a  dance  to  send  a  nurse  into  train- 
ing. Twenty-two  Hygeia  subscriptions  were  sold. 
Prizes  were  given  to  high  school  students  for  the 
best  essays  on  voluntary  health  insurance.  An  at- 
tractive scrapbook  is  being  kept.  Mrs.  P.  F.  Yates 
has  done  a  wonderful  work  as  president. 

Green  County,  with  Mrs.  J.  H.  Harper  as  presi- 
dent, has  five  members. 

The  first  meeting,  in  October,  was  held  in  Mrs. 
Harper's  home,  with  the  state  president,  Mrs.  Lee, 
the  state  secretary,  Mrs.  Peele,  and  the  district 
councilors  as  guests.  An  invitation  to  meet  with 
the  Wayne  Auxiliary  was  extended  by  the  _  coun- 
cilor, and  three  other  meetings  were  held  jointly 
with  the  Wayne  Auxiliary.  Pajamas  and  other  gifts 
and  cards  were  sent  to  the  sanatoria  patients. 

Wayne  County  has  a  100  per  cent  membership  of 
40  members,  three  more  than  last  year.  Fifty- 
seven  Hygeia  subscriptions  were  sold.  The  pro- 
grams were  very  interesting,  with  guest  speakers 
and  programs  as  suggested  by  the  state  commit- 
tee. A  doctors'  family  picnic  is  always  held  in 
June.  On  Doctors'  Day,  books  were  added  to  the 
doctors'  library,  and  several  copies  of  the  Fildes 
poster  were  placed  in  doctors'  offices.  Ten  dollars 
was  sent  to  the  Student  Loan  Fund,  and  $60.00  to 
the  McCain  Bed  Fund.  Mrs.  Milton  Clark  is  presi- 
dent. 

Wilson  County  Auxiliary,  with  24  members  (two 
more  than  last  year),  has  held  four  meetings.  Dr. 
Davis  was  guest  speaker  for  the  first  fall  meet- 
ing. Twenty  Hygeia  subscriptions  were  sold,  and 
$5.00  was  sent  to  the  Student  Loan  Fund  and 
$25.00  to  the  Cooper  Bed  Fund.  Gifts  and  visits 
were  made  to  the  sanatoria  patients.  More  work 
was  done  by  the  members  than  has  been  reported, 
because  of  the  fact  that  the  president  moved  away 
and  Mrs.  A.  T.  Strickland,  Jr.,  vice  president,  did 
not  have  all  the  information  needed  to  complete  her 

reP°rt'  MRS.  J.  W.   ROSE 

Fifth  District 

The  year  has  been  a  very  successful  one  in  many 
respects,  and  yet  rather  disappointing  in  a  few 
cases    The  fact  that  there  is  one  county  (Chatham) 


in  the  district  still  unorganized  makes  me  feel  that 
I  have  been  guilty  of  several  of  the  deadly  sins 
mentioned  by  Mrs.  Ralph  Eusden  in  her  article  in 
the  Bulletin.  I  am  happy  to  report,  however,  that 
the  enterprise,  friendship,  harmony,  vision,  leader- 
ship and  courage  in  the  seven  other  counties  in  the 
Fifth  District  have  been  excellent. 

As  councilor,  I  have  met  with  five  county  auxil- 
iaries. On  three  occasions  I  was  accompanied  by 
Dr.  Lynn  Johnsen,  a  member  of  the  Sanatorium 
staff,  who  gave  a  most  interesting  account  of  the 
McCain  Bed,  citing  case  histories  of  each  occupant 
from  the  first  to  the  present  occupant — who,  by 
the  way,  is  Dr.  Ralph  B.  Toms  of  Salisbury,  North 
Carolina,  and  Martinsville,  Virginia.  Dr.  Johnsen 
pointed  out  how  the  support  of  this  bed  ties  in  with 
the  development  of  social  consciousness  in  North 
Carolina. 

There  appears  to  be  a  growing  awareness  of  our 
responsibilities  and  opportunities  to  serve  our  coun- 
try, our  communities,  and  our  husbands.  Our  auxil- 
iaries have  sponsored  programs  in  local  clubs;  as- 
sisted in  tuberculosis  x-ray  clinics;  sent  gifts, 
cards,  and  magazine  subscriptions  to  the  occu- 
pants of  the  three  sanatoria  beds;  helped  in  vari- 
ous drives;  and  sent  flowers  to  sick  doctors  on 
Doctors'  Day,  which  was  observed  by  five  county 
auxiliaries.  As  a  public  relations  program,  Hoke 
County  Auxiliary  sponsored  a  series  of  card  par- 
ties, the  proceeds  from  which  were  divided  between 
the  McCain  Bed,  the  Student  Loan  Fund,  and  the 
Sanatoria  Fund.  Many  letters  have  been  written 
to  leaders  of  local  organizations  in  an  effort  to 
interest  them  in  the  fight  against  socialized  medi- 
cine. 

Robeson  County  Auxiliary,  in  addition  to  many 
worthwhile  activities,  sponsored  a  picnic  for  nurses. 
They  also  sent  each  doctor  a  red  carnation  for  his 
lapel  and  placed  an  arrangement  of  flowers  in  each 
doctor's  office  on  Doctors'  Day.  Their  local  radio 
station  broadcast  a  short  history  of  the  day  and 
lead  a  poem  written  by  Mrs.  Betty  W.  Stoffel, 
entitled  "Prayer  for  our  Doctors." 

Oh  God  of  Wisdom,  make  them  wise 

In  man's  complexity; 
As  Thou  has  made  us   intricate, 

So  let  their  knowledge  be. 

Oh  God  of  Power,  give  them  strength 

Thru  long  incessant  strain; 
And  grant  them  mercy  to  relieve 

Eternities  of  pain. 

Oh  Great  Physician,  who  understands 

All  ills,  all  mortal  feeling, 
Bless  those  who  bring  thru   human   hands 

Thy  miracles   of  healing! 

The  Cumberland  County  Auxiliary  entertained  the 
visiting  ladies  during  the  Tri-State  Medical  Asso- 
ciation meeting,  held  December  2,  1949.  Hoke 
County  Auxiliary  entertained  the  visiting  ladies 
during  the  Fifth  District  Medical  Society  meeting 
en  March  6.  On  this  occasion  Mrs.  McCain,  of  the 
Moore  County  Auxiliary,  arranged  a  tour  of  a  num- 
ber of  outstanding  gardens  of  Southern  Pines.  We 
are  all  aware  of  the  splendid  work  of  Moore  Coun- 
ty Auxiliary  in  planning  the  entertainment  of  visit- 
ing members  of  the  Auxiliary.  We  are  all  greatly 
indebted  to   them. 

I  regret  that  circumstances  prevented  my  accept- 
ing an  invitation  to  visit  Harnett  County  Auxiliary, 
but  reports  of  both  Harnett  and  Lee  Counties  were 
encouraging. 

In  the  Fifth  District  there  are  129  paid-up  mem- 
berships. Total  contributions  made  this  year  were 
as  follows: 
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McCain   Bed   $73.00 

Stevens   Bed   3.00 

Student  Loan   11.00 

Cancer    drive    5.00 

Sanatoria  Fund   10.00 

Four  subscriptions  to  Hygeia  were  sent  in. 
All  counties  have  worked  actively  for  voluntary 
health  insurance  and  have  pushed  the  Blue  Cross 
plan  whenever  opportunity  offered,  and  have  been 
active  in  the  various  drives.  Since  a  great  many 
doctors  already  had  copies  of  "The  Doctor"  in 
their  offices,  only  four  copies  have  been  framed 
and   placed   in   offices   where   there   were   none. 

Situations  vary  in  different  communities,  and  the 
approach  to  the  program  outlined  for  the  year  has 
also  varied.  I  have  tried  to  further  all  phases  of 
Auxiliary  work  and  feel  very  definitely  that  the 
seven  county  auxiliaries  of  the  Fifth  District  have 
shown  a  marked  improvement.  We  plan  to  make 
next  year  the  best  ever. 

MRS.   H.   S.   WILLIS 
Sixth  District 

The  Wake  County  Auxiliary  held  eight  meetings, 
most  of  them  luncheon  meetings  with  guest  speak- 
ers. They  had  a  tea  for  new  members  in  the  fall 
and  a  Christmas  party  with  the  doctors  as  guests. 
Their  president,  Mrs.  James  Wright,  reported  that 
they  have  donated  to  their  nurse  scholarship,  help- 
ed with  the  campaign  for  nurse  recruitment,  donat- 
ed $5.00  to  the  Student  Loan  Fund,  $15.00  each  to 
the  Cooper  and  Stevens  Beds,  and  $65.00  to  the 
McCain  Bed.  They  had  active  committee  chairmen 
corresponding  with  state  chairmen,  and  had  a  year 
book.  The  group  has  taken  part  in  local  drives  and 
has  helped  promote  good  public  relations  between 
the  medical  profession  and  the  public. 

The  Alamance-Caswell  Auxiliary,  with  Mrs.  P.  Y. 
Greene  as  president,  had  a  tea  in  the  fall  for  new 
members.  This  spring  they  had  a  luncheon  meeting 
with  a  business  session  and  a  guest  speaker.  Dr.  E. 
A.  Breeht  was  the  speaker,  and  his  subject  was 
"New  Drugs  and  Their  Uses." 

The  Durham-Orange  Auxiliary,  with  Mrs.  E.  G. 
McGavran  as  president,  held  a  luncheon  meeting  in 
Durham  in  November,  with  a  guest  speaker  and  a 
business  session.  The  speaker  was  Dr.  W.  P.  Rich- 
ardson, and  his  subject  was  "Nursing  and  Nursing 
Education  in  North  Carolina."  At  Christmas  they 
were  guests  of  the  medical  society  at  its  annual 
Christmas  meeting  and  dinner.  The  final  meeting  of 
the  year  was  held  in  Chapel  Hill  in  April,  with  Dr. 
T.  T.  Jones  of  Durham  as  guest  speaker.  Officers 
for  the  next  year  were  elected,  and  $35  was  con- 
tributed to  each  of  the  three  Bed  Funds.  Guests  in 
the  beds  were  remembered  at  Christmas  time.  Mrs. 
Fred  Patterson,  secretary,  sent  handbooks  to  all 
members. 

MRS.  W.  P.  RICHARDSON 
Seventh  District 

There  are  two  very  active  auxiliaries  in  the 
Seventh  District — Gaston  and  Mecklenburg. 

Gaston,  with  a  membership  of  41,  has  held  ten 
meetings.  These  meetings  included  six  luncheons  in 
the  homes  of  the  members,  a  Christmas  dinner  and 
summer  picnic  for  their  husbands,  a  Christmas  Tea 
at  the  Orthopedic  Hospital  for  the  nurses  of  the 
three  hospitals,  and  a  very  elaborate  Smorgasbord 
honoring  their  husbands  on  Doctors'  Day.  Their 
programs  at  the  luncheons  were  on  the  following 
subjects:  The  Gaston  County  Cancer  Detection  Cen- 
ter, Proposed  Federal  Legislation  regarding  Nurs- 
ing Education,  Hospital  Insurance,  Local  Public 
Health,  Socialized  Medicine,  and  Health  Conditions 
in  a  Displaced  Persons'  Camp. 

They  have  contributed  $50.00  to  the  Stevens  Bed, 
$10.00  to  the  Stevens  Bed  patient  for  magazine  sub- 
scriptions, $300.00  to  the  Gaston  Memorial  Building 


Fund  for  the  new  hospital,  $75.00  to  the  March  of 
Dimes,  and  $75.00  to  the  Cancer  Fund.  They  sent 
one  box  of  clothing  to  England  to  a  doctor's  family, 
and  a  box  of  gifts  to  Oteen  at  Christmas.  They  had 
eighteen  subscriptions  to  Hygeia. 

A  member  was  chairman  of  a  committee  to  secure 
nurses  for  the  Girl  Scout  Day  Camp,  and  a  member, 
a  registered  nurse,  served  for  two  weeks.  They  sent 
magazines  to  the  nurses'  home.  A  member  of  this 
auxiliary  is  county  commander  of  the  Cancer  Pro- 
gram; two  members  are  on  the  Board  of  Directors; 
and  a  member  serves  every  two  weeks  at  the  De- 
tection Center.  One  member  has  been  active  in  so- 
liciting hospital  insurance  in  their  own  group.  It 
was  my  privilege  to  attend  their  April  meeting,  and 
to  commend  them  on  their  varied  and  extensive 
•c  ccomplishments. 

Mecklenburg,  with  a  membership  of  149,  has  held 
nine  meetings.  Five  of  these  were  Dutch  luncheons; 
the  others  were  the  annual  open  house  at  Christmas 
at  the  home  of  Dr.  and  Mrs.  Raymond  Thompson, 
SDring  and  fall  picnics  for  members,  and  a  tea  at  the 
Mint  Museum  for  new  doctors'  wives.  The  program 
subjects  for  the  five  luncheons  were:  The  Meaning, 
Aims,  and  Projects  of  the  Auxiliary,  Voluntary 
Health  Insurance,  Cancer  Film  and  Lecture,  Book 
Review  of  Lydia  E.  Pinkham,  and  Borders  and 
Flowering  Shrubs. 

This  auxiliary  contributed  $100.00  to  the  Cooper 
Bed,  and  compiled  a  very  attractive  scrap  book. 
They  reported  four  subscriptions  to  Hygeia.  A  very 
lovely  tea  was  given  for  Miss  North  Carolina  Stu- 
dent Nurse  and  the  high  school  graduates  of  1949. 
Wives  of  internes  and  residents  of  the  hospitals 
were  invited  to  all  occasions.  Doctors'  Day  was  ob- 
served by  the  wives'  sending  a  red  carnation  to  their 
husbands,  to  be  worn  on  "their  day."  I  have  at- 
tended most  of  the  meetings  of  the  Mecklenburg 
group  and  feel  that  this  has  been  a  most  profitable 
year. 

The  annual  district  meeting  was  held  in  Concord 
in  October  in  connection  with  the  meeting  of  the 
Seventh  District  Medical  Society.  Mrs.  Raymond 
Thompson  gave  a  very  interesting  and  instructive 
talk  on  Auxiliary  work,  and  the  ladies  of  Cabarrus 
County  gave  a  tea  at  the  Country  Club.  We  joined 
our  husbands  for  their  dinner  meeting. 

Mrs.  Thompson,  organization  chairman,  and  I 
have  tried  to  organize  Cabarrus,  Lincoln,  and  Cleve- 
land counties.  We  have  used  letters,  literature,  and 
personal  contact.  We  invited  two  ladies  from  each 
county  to  a  regular  meeting  of  our  Mecklenburg 
Auxiliary.  We  hope  and  believe  that  at  least  one 
of  these  counties  will  organize  soon. 

As  retiring  councilor  I  wish  to  request  for  my 
successor  the  same  cooperation  that  you  have  given 
me.  I  want  to  thank  each  one  of  you  for  the  inspira- 
tion and  pleasure  it  has  been  to  work  with  you.  I 
am  sure  that  the  contacts  this  office  has  made  for 
me  will  be  a  very  dear  memory  throughout  the 
coming  years. 

MRS.  C.  L.  NANCE 
Eighth  District 

The  Eighth  District  has  eleven  counties  with  five 
organized  auxiliaries.  These  are  Forysth  which  in- 
cludes members  from  Stokes;  Guilford,  Rockingham. 
Surry- Yadkin  and  Wilkes-Alleghany.  Unorganized 
counties  include  Randolph  and  Watauga-Ashe. 

Forsyth  has  90  members.  They  have  sent  $162.00 
to  the  Sanatoria  Fund,  obtained  43  subscriptions  to 
Hygeia,  and  had  five  interesting  meetings.  The 
members  were  entertained  at  tea  by  their  president, 
and  they  held  a  bridge  and  canasta  benefit  to  raise 
money  for  the  bed  fund.  They  have  planned  a  tea 
for  high  school  girls,  to  be  held  in  May,  to  stimulate 
nurse  recruitment.  Ten  posters  of  "The  Doctor" 
were  hung  on  Doctors'  Day. 

Guilford    has     103    members.     They     contributed 
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$100.00  to  the  Bed  Fund,  and  $5.00  to  the  Student 
Loan  Fund.  They  had  21  subscriptions  to  Hygeia, 
and  have  had  four  interesting  meetings.  This  auxili- 
ary has  a  special  project  for  helping  the  Guilford 
Sanatorium.  During  the  year  they  have  furnished 
many  flowers  for  the  Sanatorium,  and  they  have 
installed  a  television  set  to  be  paid  for  on  a  two 
year  plan.  In  addition  to  this,  they  sent  a  Christmas 
gift  of  $15.00  to  each  of  the  patients  occupying  our 
sanatoria  beds,  and  they  have  had  a  tea  honoring 
19  new  members  who  moved  into  the  county  during 
the  year. 

Rockingham  has  19  members  and  meets  quarterly 
with  the  doctors  for  a  program  of  general  interest. 
Twelve  dollars  and  fifty  cents  was  sent  to  the  San- 
atoria Fund,  and  flowers  were  placed  in  doctors' 
offices  and  hospital  lobbies  on  Doctors'  Day.  The 
auxiliary  assisted  the  medical  society  in  entertain- 
ing the  Eighth  District  at  their  fall  meeting. 

Wilkes-Alleghany  has  13  members.  They  sent 
$10.00  to  the  Sanatoria  Fund,  and  sent  gift  sub- 
scriptions amounting  to  $6.00  to  occupants  of  sana- 
toria beds.  Members  served  in  the  Cancer  Clinic, 
and  they  prepare  suppers  for  the  county  medical 
society. 

Surry- Yadkin  is  organized,  but  has  sent  me  no 
report. 

MRS.  C.  V.  TYNER 
Ninth  District 

Outstanding  work  has  been  done  by  several  auxil- 
iaries in  District  Nine  in  the  campaign  for  voluntary 
health  insurance,  in  promoting  good  public  relations 
between  the  medical  profession  and  the  public,  and 
in  assisting  in  nurse  recruitment. 

In  1949  three  new  auxiliaries  were  organized, 
leaving  two  counties  unorganized.  On  May  12,  Ca- 
tawba County  is  scheduled  to  organize  an  auxiliary 
at  the  home  of  Dr.  and  Mrs.  Glenn  Long,  with  Mrs. 
Raymond  Thompson,  first  vice  president,  as  speaker. 
This  meeting  was  first  planned  for  early  April,  but 
had  to  be  postponed  and  therefore  cannot  be  in- 
cluded this  year.  The  other  unorganized  county, 
Avery,  has  only  four  or  five  eligible  members,  and 
I  have  asked  that  they  be  invited  to  join  a  nearby 
county  auxiliary,  so  that  the  county  by  next  year 
will  be  100  per  cent. 

The  district  has  103  paid  members  according  to 
the  reports  from  four  auxiliaries.  One  county  has 
not  reported,  and  we  were  unable  to  obtain  the 
number  of  members-at-large  from  the  state  treas- 
urer. In  the  four  counties  there  are  126  eligible 
members. 

The  district  has  contributed  $103.14  to  the  Stevens 
Bed  Fund,  $20.00  to  the  Student  Loan  Fund,  and 
$2.00  to  the  cancer  fund.  Hygeia  or  Today's  Health 
has  20  new  subscribers  this  year  through  the  auxil- 
iary, with  more  than  20  already  subscribing  through 
their  husbands.  A  yearbook  is  being  published  by 
Burke  County;  two  groups  have  advisory  commit- 
tees; four  are  following  the  state  program;  and  four 
have  chairmen  or  have  combined  chairmanships  to 
correspond  to  the  state  chairmen. 

Doctors'  Day  was  observed  with  parties  or  dinner 
dances  by  three  auxiliaries,  and  a  fourth  is  planning 
a  dessert  party  in  May.  Members  of  all  groups  have 
taken  part  individually  or  as  groups  in  many  local 
drives  and  in  civic,  welfare  and  patriotic  organiza- 
tional work. 

Burke  County  distributed  booklets,  "Voluntary 
vs.  Compulsory  Health  Insurance,"  to  local  civic 
clubs  and  furnished  speakers  and  material  for 
speeches  on  voluntary  health  insurance.  Iredell- 
Alexander  has  offered  $25.00  in  awards  to  five  lead- 
ing women's  organizations — $5.00  to  each  of  the 
following  groups  for  the  best  educational  program 
on  voluntary  health  insurance  during  1950-51:  State 
Federation  of  Women's  Clubs,  the  award  to  be 
known  as  the  Dr.  T.  Leslie  Lee  Award;   American 


Legion  Auxiliary,  (the  Raymond  Thompson,  Jr., 
Award);  the  Business  and  Professional  Women's 
Club  (the  Ada  M.  Byford  Award);  the  P.T.A.;  and 
the  Home  Demonstration  Clubs.  The  first  three  or- 
ganizations have  accepted  the  awards  either  at  dis- 
trict or  at  state  meetings,  and  the  latter  two  have 
been  offered  the  awards,  to  be  accepted  at  a  later 
oate.  Burke  County  has  operated  a  very  successful 
Bookmobile  at  an  expense  of  $100.00  during  the 
past  year,  has  given  parties  for  student  and  gradu- 
ate nurses,  has  publicized  "Doctors'  Day"  through 
press  and  radio,  and  has  entertained  the  state  Auxil- 
iary president,  who  spoke  on  "Public  Relations  and 
You"  with  emphasis  on  voluntary  insurance. 

Caldwell  County  entertained  the  Ninth  District, 
with  Mrs.  Lee  as  speaker  and  a  tea  and  bridge  party 
for  the  50  or  more  women  attending,  providing  good 
publicity  in  local  and  three  state  papers. 

Rowan-Davie  sent  Christmas  gifts  to  the  three 
beds,  had  programs  on  Voluntary  Health  Insurance, 
and  invited  the  Iredell-Alexander  group  to  meet  for 
luncheon.  At  this  time  I  substituted  for  Mrs.  Lee 
as  a  speaker. 

Four  of  the  auxiliaries  have  been  active  through- 
out the  year,  and  the  fifth  group  did  not  report 
activities  prior  to  the  convention. 

MRS.  J.   SAM  HOLBROOK 
Tenth  District 

The  Buncombe  County  Medical  Auxiliary  is  the 
only  one  organized  in  the  Tenth  District.  We  have 
eighty-four  enthusiastic  members  who  have  worked 
many  hours  in  the  Red  Cross  Blood  Bank,  the  Bun- 
combe County  Medical  Library,  and  the  Memorial 
Mission  Cancer  Clinic. 

We    have   had   six   meetings    this    past   year   and 
have  contributed  $1,205.00  to  the  Stevens  Bed. 
MRS.  JULIAN  MOORE 
Report   of   the   Second   Vice   President   and 
Chairman  of  Activities 
As  retiring  Chairman  of  Activities  for  the  Auxili- 
ary to  the  North  Carolina  Medical  Society,  I  wish  to 
submit  the  following  report  of  the  work  done  by  the 
following  chairmen  for  the  years   1949-50. 

Mrs.  John  H.  Hamilton,  chairman  of  the  McCain 
Bed,  reported  that  Miss  Lena  Aman,  a  guest  in  the 
McCain  Bed  since  December,  1946,  has  recovered  to 
the  extent  that  she  has  left  the  hospital  and  re- 
turned to  her  home.  Miss  Aman  was  very  grateful 
for  all  the  gifts,  cards,  magazines  and  letters  sent 
her,  and  for  the  help  she  felt  we  had  extended  dur- 
ing her  illness.  The  bed  is  now  occupied  by  a  young 
physician,  Dr.  Paul  Toms,  who  was  admitted  De- 
cember 1,  1949,  and  is  improving  satisfactorily. 

This  year  we  have  centered  a  great  deal  of  our 
efforts  on  our  McCain  Endowment  Fund,  and  know 
you  will  feel,  when  you  have  heard  the  Treasurer's 
Report,  that  we  have  reaped  the  rewards  of  our 
efforts. 

Mrs.  G.  M.  Billings,  chairman  of  the  Stevens  Bed, 
reported  that  Miss  Mary  Vick,  who  occupied  the 
Stevens  Bed,  has  also  recovered,  and  has  been  doing 
part-time  nursing.  The  Stevens  Bed  is  now  being- 
occupied  by  a  young  Filipino  surgeon,  Dr.  Marcellino 
F.  Guzman.  Dr.  Guzman  was  on  the  medical  staff  of 
the  Western  North  Carolina  Sanatorium  when  he 
became  ill.  Dr.  Guzman  is  a  well  trained  surgeon, 
and  is  well  thought  of,  both  as  a  man  and  as  a 
surgeon. 

I  am  also  very  happy  to  report  that,  according 
to  Mrs.  Billings,  the  Stevens  Endowment  Fund  is 
also  racing  to  its  goal,  and  has  approximately 
$1,500.00  more  to  go. 

Mrs.  M.  I.  Fleming,  chairman  of  the  Cooper  Bed 
in  the  Eastern  North  Carolina  Sanatorium  at  Wil- 
son, reports  that  Dr.  H.  E.  Brooks  of  Clayton  is 
the  guest  patient  in  the  Cooper  Bed,  and  has  been 
for  the  past  year.  He  is  making  satisfactory  prog- 
ress in  his  recovery,  and  seems  to  be  in  good  spirits 
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and  very  cooperative.  The  Edgecombe-Nash  Auxil- 
iary members  have  visited  him  each  month,  and  on 
different  occasions  sent  cards,  magazines,  flowers, 
candy,  and  other  remembrances.  Mrs.  Fleming  has 
also  visited  Dr.  Brooks  a  number  of  times.  At  this 
point  I  would  like  to  call  attention  to  the  fact  that 
Mrs.  Fleming  has  been  most  untiring  in  her  efforts 
to  take  care  of  this  bed  since  its  birth  in  1944.  Both 
Mrs.  Fleming  and  the  Edgecombe-Nash  Auxiliary 
are  really  to  be  commended  on  the  grand  job  they 
have  done. 

Mrs.  George  W.  Mitchell,  chairman  of  the  Student 
Loan  Fund,  reports  that  one  application  for  a  loan 
has  been  made  in  the  past  year  and  then  recalled. 

I  have  written  an  article  for  the  April  issue  of 
the  North  Carolina  Medical  Journal  on  our  activities, 
and  feel  that  if  each  one  of  you  will  read  it,  you 
will  probably  understand  more  of  the  wonderful 
work  we  are  doing  in  the  North  Carolina  Medical 
Auxiliary. 

The  financial  report  on  the  above  projects  is  in- 
cluded in  the  Treasurer's  Report. 

As  I  come  to  the  end  of  my  term  of  office,  I  wish 
to  thank  each  and  every  one  of  you  for  the  splendid 
cooperation  which  you  have  given  me,  and  to  my 
capable  chairmen — Mrs.  Hamilton,  Mrs.  Billings, 
Mrs.  Fleming,  and  Mrs.  Mitchell — I  want  to  say 
"Thank  you  so  much"  for  the  wonderful  work  you 
each  have  done.  Without  it,  this  report  and  others  in 
the  past  two  years  would  not  have  been  possible. 
MRS.  MILLARD  D.  HILL 

McCain  Bed  Chairman 

Miss  Lena  Aman,  occupant  of  the  McCain  Bed 
since  December  13,  1946,  was  discharged  December 
21,  1949.  During  her  period  of  hospitalization  she 
was  a  thoroughly  cooperative  and  appreciative  pa- 
tient. She  expressed  her  gratitude  many  times  for 
the  privilege  of  occupying  the  McCain  Bed,  and  also 
for  the  many  kindnesses  shown  her  during  her  stay 
by  Auxiliary  members. 

Our  guest  in  the  bed  at  present  is  Dr.  Paul  B. 
Toms,  a  physician  from  Salisbury.  He  is  29  years  old 
and  is  a  graduate  of  the  University  of  North  Caro- 
lina and  University  of  Maryland  Medical  Schools. 
Dr.  Willis  advises  me  that  his  stay  in  the  Sana- 
torium will  likely  be  long. 

Letters  were  sent  to  several  auxiliaries,  urging 
them  to  assist  in  the  completion  of  the  McCain  En- 
dowment Fund.  The  response  was  gratifying.  A  con- 
tribution from  the  Carteret  County  Medical  Auxili- 
ary was  given  in  memory  of  Dr.  Leslie  Lee.  A  con- 
tribution from  the  Columbus  County  Medical  Auxili- 
ary has  been  given  in  memory  of  Mr.  J.  R.  Black, 
St.,  father  of  Dr.  J.  R.  Black.  These  have  been 
acknowledged  and  the  checks  given  our  treasurer, 
who  will  make  the  financial  report. 

MRS.  JOHN  H.  HAMILTON 

Stevens  Bed  Chairman 

Our  bed  patient  this  year  was  Dr.  Marcillino 
Guzman.  He  was  a  member  of  the  staff  of  the 
Western  North  Carolina  Sanatorium  when  he  be- 
came ill.  I  am  glad  to  report  that  he  has  recovered 
sufficiently  to  leave  the  hospital,  and  I  understand 
that  he  is  now  studying  again  in  Philadelphia. 

We  followed  our  usual  program  this  year.  We 
remembered  him  on  holidays  with  cards  and  small 
gifts.  Many  of  the  auxiliaries  in  this  district  sent 
Dr.  Guzman  gifts  and  money  at  Christmas.  He  has 
been  a  very  grateful  patient  and  seemed  to  appre- 
ciate all  the  efforts  of  the  auxiliaries. 

I  am  glad  to  report  that  we  are  very  near  our 
goal  of  $10,000.  I  wish  to  thank  all  the  members  of 
the  auxiliaries  for  cooperating  so  splendidly. 

The  financial  report  will  come  from  Mrs.  Judd. 
MRS.  G.  M.  BILLINGS 


Cooper  Bed  Chairman 

Dr.  H.  E.  Brooks  is  the  guest  in  the  Cooper  Bed, 
and  has  been  for  the  past  year.  He  is  making  satis- 
factory progress  in  his  recovery  and  seems  to  be  in 
good  spirits  and  very  cooperative.  The  Edgecombe- 
Nash  Auxiliary  members  have  visited  him  each 
month,  and  on  various  occasions  sent  cards,  maga- 
zines, flowers,  candy,  and  many  other  remem- 
brances. As  chairman  of  the  work  I  have  visited 
him  a  number  of  times. 

In  November  about  thirty  letters  were  sent  to  the 
various  auxiliary  presidents,  asking  that  they  re- 
member our  guest  at  Christmas  in  some  way;  also 
that  they  try  to  send  me  gifts  of  money  to  help 
maintain  the  bed.  I  am  most  gratified  at  the  results 
and  wish  to  thank  those  who  sent  gifts,  either  money 
or  remembrances,  to  Dr.  Brooks.  I  have  thanked  ail 
from  whom  I  have  received  gifts  of  money  by  send- 
ing them  cards  of  acknowledgment. 

The  sum  total  of  money  received  from  the  auxili- 
aries and  personal  gifts  to  me  amounts  to  $498.01. 
In  March,  at  the  request  of  Mrs.  M.  D.  Hill,  I 
wrote  a  history  of  the  bed  since  its  organization  in 
1944,  and  gave  the  names  of  our  guests  who  have 
occupied  it. 

MRS.  M.  I.  FLEMING 
Student  Loan  Fund  Chairman 

As  chairman  of  the  Student  Loan  Fund  I  wish  to 
submit  the  following  report:  I  have  written  many 
letters  in  answer  to  inquiries  concerning  the  loan 
fund,  its  aims,  and  purpose.  I  have  had  one  inquiry 
and  much  correspondence  concerning  a  loan,  but  no 
loans  have  been   made. 

The  following  individuals  and  auxiliaries  have 
contributed  to  the  Fund: 

Dr.  and  Mrs.  Harry  Johnson $10.00 

(In  memory  of  Dr.  Leslie  Lee) 

Burke  County  10.00 

(In  memory  of  Dr.  Lee) 

Tri-County    25.00 

Wake    County    5.00 

Lenoir   County  20.00 

Moore    County   5.00 

Rockingham  County  1.50 

Robeson    County    5.00 

Wilson  County  5.00 

Surry- Yadkin    1.00 

Edgecombe-Nash   5.00 

Hoke    County   1-00 

Iredell-Alexander     10.00 

Guilford    County   5.00 

Forsyth    County    50.00 

Total $163.50 

I  would  like  to  thank  each  auxiliary  for  their  fine 
response  and  cooperation. 

I  recommend  that  the  loan  be  increased  from 
$100.00  per  year  to  one  person,  as  in  the  by-laws, 
to  $200.00  per  year. 

Respectfully   submitted, 

MRS.  GEORGE  W.  MITCHELL 

Report   of   the   Recording    Secretary 

As  recording  secretary,  I  have  sent  the  minutes 
of  the  fall  Board  meeting  to  all  Board  members,  and 
all  reports  and  minutes  have  been  filed. 

MRS.  B.  L.  WOODARD 

Report   of   the   Corresponding    Secretary 

Your  corresponding  secretary  has  assisted  the 
president  in  taking  care  of  the  correspondence  and 
in  sending  out  to  officers,  councilors,  and  county 
presidents  materials  necessary  for  the  year's  work. 
During  the  year  it  has  been  my  pleasure  to  attend 
one  district  and  three  county  auxiliary  meetings 
with  our  president. 

MRS.  J.  C.  PEELE 
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Report    of    the   Treasurer 

I  herewith  submit  my  report  of  the  treasurer's 
records  for  the  year  1949-1950.  All  accounts  have 
been  recorded  and  disbursed  according  to  the  By- 
Laws. 

I  thank,  most  sincerely,  the  president,  the  Execu- 
tive Board  members  and  each  county  auxiliary  presi- 
dent and  treasurer  for  their  cooperation  in  making 
the  treasurer's  records  what  they  are. 

Hereto  is  appended  the  auditor's  report  covering, 
in  detail,  the  activities  of  the  treasurer's  office  for 
the  past  year. 

MRS.  E.  C.  JUDD 

Auditor's  Report 

July  20,  1950 
Mrs.  E.  C.  Judd,  Treasurer 

The  Auxiliary  to  the  Medical  Society 

of  the  State  of  North  Carolina 
2108  Woodland  Avenue 
Raleigh,  North  Carolina 
Dear  Madam: 

In  accordance  with  your  request,  we  have  exam- 
ined the  books  and  records  of  your  auxiliary  for  the 
period  from  July  1,  1949  to  June  30,  1950  and  sub- 
mit herewith  the  following  statements: 
EXHIBIT  A— Balance  Sheet 
EXHIBIT  B— Summary  of  Receipts   and 

Disbursements 
Schedule  B-l — Receipts    and    Disbursements — 

General  Expense  Fund 
Schedule  B-2 — Receipts  and  Disbursements — 

Sanatoria  Bed  Fund 
Schedule  B-3 — Receipts  and  Disbursements — 

McCain  Endowment  Fund 
Schedule  B-4 — Receipts  and  Disbursements — 

Martin    L.    Stevens    Endowment 
Fund 
Schedule  B-5 — Receipts  and  Disbursements — 

George    M.    Cooper    Endowment 
Fund 
Schedule  B-6 — Receipts  and  Disbursements — 
Student  Loan  Fund 

We  inspected  securities  on  hand  and  obtained 
confirmation  from  the  depository  in  verification  of 
bank  balances.  Your  records  were  found  to  be  in 
excellent  condition. 

Certificate 

We  certify  that,  in  our  opinion,  the  accompanying 
statements  fairly  reflect  the  financial  condition  of 
the  auxiliary  at  June  30,  1950  and  the  results  from 
operations  for  the  year  then  ended,  upon  the  basis 
of  accounting  records  consistently  maintained. 

Respectfullv   submitted, 
R.  L.  STEELE  &  CO. 
By:   R.  L.  Steele,  C.P.A. 

(Exhibits  A  and  B  are  to  be  found  on  the  next  pages.) 

Schedule  B-l 

Receipts  and  Disbursements 

General   Expense   Fund 

Year  ended  June  30,  1950 

Balance  on  Deposit— July  1,  1949 $    509.07 

Receipts: 

Dues   1949-50    (1377   Members 
@   $1.00— National   Dues 

$22.00  paid  in   1948-49) $1,355.00 

Dues  1949-50   (1377  Members 
@  $1.00—  Vz   to   Sanatoria 
Bed    Fund)    688.50       2,043.50 


2,552.57 


Disbursements: 

Auditing  Fee  50.00 

Stationery,  Postage,  Printing 

and  Other  Office  Expense....      352.24 

Safety   Deposit   Box   Rent 6.00 

Mrs.  George  Turner,  National 

Treasurer    (Dues — 1377 

Members   @   $1.00)    1,377.00       1,785.24 

Balance  on  Deposit  June  30,   1950 $    767.33 

(To  Exhibit  B) 

Schedule    B-2 

Receipts  and   Disbursements 

Sanatoria  Bed  Fund 

Year  ended  June  30,  1950 

Balance  on  Deposit  July  1,  1949 $    462.06 

Receipts: 

Contributions    $     5.00 

Dues  1949-50   (1377  Members 

@  $1.00— V2  General  Fund)....  688.50  693.50 

1,155.56 
Disbursements: 

N.   C.   Sanatorium 167.00 

Western  N.  C.  Sanatorium  164.61 

Eastern  N.   C.  Sanatorium  215.70  547.31 

Balance  on   Deposit— June   30,   1950 $    608.25 

Schedule  B-3 

Receipts  and  Disbursements 
McCain  Endowment   Fund 
Year  ended  June  30,  1950 

Balance  in  Savings  Account  July  1,  1949....$    800.47 

Receipts: 

Contributions     $1,050.27 

Savings  Account  Interest  18.26       1,068.53 

Balance  in  Savings  Account — June  30,  1950  $1,869.00 

Schedule  B-4 

Receipts  and  Disbursements 
Martin  L.  Stevens  Endowment  Fund 

Year  ended  June  30,  1950 

Balance  in  Savings  Account — July  1,  1949    $    880.94 

Receipts: 

Contributions     $1,540.41 

Government   Bond   Interest  ....      150.00 

Savings  Account  Interest  18.31       1,708.72 

Balance  in  Savings  Account— June  30,  1950  $2,539.66 

Schedule  B-5 

Receipts   and   Disbursments 
George   M.    Cooper    Endowment    Fund 

Year   ended  June   30,    1950 

Balance  in  Savings  Account— July  1,  1949  $1,665.49 

Receipts: 

Contributions    $737.26 

Savings  Account  Interest  20.00  757.26 

Balance  in  Savings  Account  June  30,  1950  $2,422.75 

Schedule  B-6 

Receipts  and  Disbursements 
Student  Loan  Fund 

Year  ended  June  30,  1950 

Balance  in  Savings  Account— July  1,  1949  $    780.05 

Receipts: 

Contributions      $173.50 

Savings  Account  Interest  20.31  193.81 

Balance  in  Savings  Account— June  30,  1950  $    973.86 
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Exhibit  A 

Balance   Sheet 

As  of  June  30,   1950 


—  a  ':-:=  =  M      ~  *3      =:  i 

.-  -  3  ~  .-  £  -  -  £  v  •-.  C  "=  *. 

=  a.  =:  :=  ■£  O  "a  c  ~  ~  "s:  =  3  S"Q  =:  S?  S 

Assets  T.A.,1  hl~-~  S  W  £  ~  ~  .?•£ ~  S  w  o  £3  £  C 

j  orai        o&att,         xs>5  Stat,  ^«csk         cs^teh.  5m 

inveshtmIenItsnk  (ExhiWt  B)  ""$  9>180-85  $767.33  $608.25  $  1,869.00  $2,539.66  $2,422.75     $    973.86 

U.S.  Defense  Savings  Bonds 
of  10-1-41,  Series  F.  Ma- 
ture 12  years  from  date, 
Maturity    Value    $2,800.00       2,072.00  2  072  00 

U.S.  War  Savings  Bonds  of 
6-1-43,  Series  F.  Mature 
12  years  from  date,  Ma- 
turity  Value    1,500.00       1,110.00  1110  00 

U.S.  War  Savings  Bonds  of 
6-1-44,  Series  F.  Mature 
12  years  from  date,  Ma- 
turity  Value    500.00  370.00  370  00 

U.S.  War  Savings  Bonds  of 
9-1-43,  Series  F.  Mature 
12  years  from  date,  Ma- 
turity   Value    325.00  240.50  240  50 

U.S.  War  Savings  Bonds  of 
4-1-45,  Series  G.  2%%  In- 
terest Payable  Semi-an- 
nually      1,000.00  1  000  00 

U.S.  War  Savings  Bonds  of  i.uw.vu 
6-1-45,    Series    F.    Mature 
12   years   from   date,    Ma- 
turity   Value    500.00          370.00                                         370  00 

U.S.  War  Savings  Bonds  of 
6-30-45,  Series  F.  Mature 
12  years  from  date,  Ma- 
turity  Value    1,000.00  740.00  740  00 

U.S.  War  Savings  Bonds  of 
6-1-47,  Series  G.  2%%  In- 
terest payable  Semi-an- 
nually      1,000.00  1,000  00 

U.S.  War  Savings  Bonds  of 
6-1-47,  Series  F.  Mature 
12  years  from  date,  Ma- 
turity  Value    3,500.00       2,590.00  1,850.00  740.00 

U.  S.  Savings  Bonds  of  7-1- 

48,  Series  G.  1V%%   inter- 
est payable  Semi-annually  2,000.00  2,000  00 

U.S.   Saving's   Bonds  of  2-1- 

49,  Series  G.  2%%   inter- 
est payable  Semi-annually  2,000.00  2,000.00 

U.S.   Savings   Bonds  of  2-1- 

49,    Series    F.    Mature    12 

years  from  date,  Maturity 

Value     1.500.00       1,110.00  1,110.00 

U.S.   Savings   Bonds   of  6-1- 

49,    Series    F.    Mature    12 

years  from  date,  Maturity 

Value     2,000.00       1,480.00  1,480.00 

Total   Assets   25,263.35     767.33     608.25     10,231.00     8,780.16     3,162.75       1,713.86 

TOTAL   SURPLUS   $25,263.35  $767.33  $608.25  $10,231.00  $8,780.16  $3,162.75     $1,713.86 
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Exhibit   B 

Summary  of  Receipts  and  Disbursements 

Year  ended  June  30,  1950 

Cash 
Balance 
7-1-19  Receipts 

General  Expense  Fund   (Schedule  B-l) $    509.07  $2,043.50 

Sanatoria  Bed  Fund   (Schedule  B-2) 462.06  693.50 

Total  Wachovia  General  Checking  Account 971.13  2,737.00 

McCain  Endowment  Fund   (Schedule  B-3) 800.47  1,068.53 

(Wachovia  Saving's  Account) 
Martin  L.  Stevens  Endowment  Fund 830.94  1,708.72 

(Schedule  B-4)   (Wachovia  Savings  Account) 
George  M.  Cooner  Endowment  Fund 1,665.49  757.26 

(Schedule  B-5)    (Wachovia  Savings  Account) 
Student  Loan  Fund   (Schedule  B-6) 780.05  193.81 

(Wachovia  Savings  Account) 

TOTAL  ALL  FUNDS   (To  Exhibit  A) $5,048.08  $6,465.32 


Disbursements 

Cash 
Balance 
6-30   50 

$1,785.24 
547.31 

$    767.33 
608.25 

2,332.55 

1,375.58 
1.869.00 

— 

2,539.66 

— 

2,422.75 

— 

973.86 

$2,332.55 

$9,180.85 

Report    of    the    Finance    Committee 

Budget  1950-1951 

We.   the   Finance   Committee   of  the   Auxiliarv  to 
th°  Medical  Society  of  the  State  of  North  Carolina, 
submit  the  following-  budget  for  1950-1951,  based  on 
collecting'  dues  of  $2.00  from  1500  members: 
Mrs.  Harry  L.  Johnson,  President-Elect 
Mrs.  Raymond  Thompson,  First  Vice  President 
Mrs.  E.  C.  Judd,  Treasurer 


President's  office   (including  corresponding 

secretary)     

Printing,  mimeographing,  and  typing 

(including  1500   membership  cards)    

Auditing    treasurer's    records 

Envelopes  and  postage  for  mailing 

membership   cards    • 

Safety  bank  box — rent  for  one  year 

Chairman   of  past  presidents 

President-Elect  f$50  00  to  be  used  when 

attending  National   Board  meetings) 

First  vice  president  and  councilors 

Second  vice  president  and 

activities    chairmen    

Recording    secretary 

Treasurer   

Chairman  of  Standing  Committees 

Public    Relations    

Program 

Legislative   

Press  and  Publicity  

Today's    Health    

Bulletin     

Scrapbook     

Memorial    

Historian     

Research     

Parliamentarian      

Miscellaneous    

Sanatoria  Beds  

Dues  to  A.M.A.  Auxiliary  (1500  Members) 


Balance  in  Sanatoria  Fund $    608.25 

Bal.  in  General  Expense  Fund....      767.33 
Estimated   Dues   3,000.00 


$    100.00 

300.00 
50.00 

65.00 

6.00 

10.00 

65.00 
100.00 

35.00 
15.00 
50.00 

25.00 

25.00 

10.00 

10.00 

5.00 

2.00 

1.00 

5.00 

5.00 

10.00 

10.00 

25.00 

750.00 

1,500.00 

$3,179.00 


Total    $4,375.58 

Balance   $1,196.58 


Report  of  the  Public  Relations  Chairman 

As  state  chairman  of  public  relations.  I  started 
the  vear  bv  writing  an  article  for  the  North  Carolina 
Medical  Journal  urging  each  county  auxiliarv  to 
carrv  on  cooperative  projects  with  lay  organizations 
which  would  help  to  interpret  to  the  public  health 
needs  and  problems,  and  to  stimulate  interest  in 
working  for  their  solution;  to  make  the  Medical 
Society  and  its  Auxiliary  known  in  the  local  com- 
munity as  groups  which  have  health  as  a  major 
concern. 

Members  throughout  the  state  are  active  in 
P.T.A.  Women's  Clubs,  sponsoring  pre-school  clin- 
ics, tonsil  clinics  and  free  lunches  for  the  under- 
nourished. The  members  have  been  active  in  aiding 
the  Red  Cross  Blood  Bank  program.  On»  Troup 
sponsored  a  radio  program  and  did  house-to-hou=e 
canvassing  for  donors,  which  was  the  salvation  of 
the  blood  program  in  that  communitv.  In  parts  of 
the  state  the  members  have  placed  in  doctor's  offices 
a  framed  painting  of  "The  Doctor." 

I  have  corresponded  with  county  public  relations 
chairmen,  giving  literature  and  suggested  programs 
for  their  communities.  North  Carolina  has  cooper- 
ated with  the  national  organization,  giving  reports 
when  requested  and  carrying  out  instructions  to  the 
best  of  our  ability.  As  chairman  I  have  cooperated 
with  and  carried  out  the  advice  given  by  Dr. 
Murphy,  Dr.  Koonce,  and  Mr.  Cox. 

The  North  Carolina  Medical  Societv  has  made 
great  strides  this  year  in  organizing  public  relations, 
and  we,  as  an  Auxiliary,  have  worked  with  them. 
The  county  and  state  Auxiliarv  public  relations 
chairmen  are  invited  to  their  public  relations  meet- 
ings, and  both  groups  look  forward  to  building  a 
good,  solid  public  relations  program. 

MRS.   CHARLES  D.  THOMAS 

Report  of  the  Program   Chairman 

The  1949-50  program  suggestions  sent  out  by 
Mrs.  Leo  J.  Shaefer,  national  program  chairman, 
and  a  copv  of  her  letter  setting  forth  her  aims,  a 
few  thoughts  and  suggestions  of  my  own,  and  a 
reading  list  compiled  by  Mrs.  N.  B.  Adams  of  the 
Library  Extension  Department,  University  of  North 
Carolina,  were  made  available  to  all  branches  by  the 
October  board  meeting.  In  my  letter  along  with 
the  program  I  urged  each  branch  to  pick  out  some 
part  of  suggested  material  suitable  to  their  use,  and 
to  carry  that  program  through. 

In  April  a  questionnaire  was  sent  each  branch 
concerning  their  work,  and  many  helpful  sugges- 
tions have   been   gleaned  for  next   year.   It   is   dis- 


534                                                     NORTH   CAROLINA  MEDICAL  JOURNAL                            September,   1950 

couraging  that  less  than  half  the  branches  responded  The   Wayne    County   Auxiliary  was   awarded   the 

to  the  questionnaires.  $5.00    prize    for    securing    the    greatest    number   of 

Each  branch  had  at  least  two  meetings,  and  some  Hygeia  subscriptions.  The  award  was  made  on  a  per- 

had  as  many  as  eight.  centage  basis,  according  to  membership. 

An    article    on    "Suggestions    on    Planning    your  MRS.  J.  E.  WRIGHT 

Auxiliary  Program"  was  prepared  for  the  October  _^              . 

issue  of  the  North  Carolina  Medical  Journal.  A  copy  Report  of  the  Doctors    Day  Chairman 

of  our  program  and  an  annual  report  were  sent  to  From   the  reports   I   received.   "Doctors'   Day"   in 

the  American  Medical  Association  Auxiliary.  North    Carolina   was   observed   in   many  interesting 

MRS    B   W    ROBERTS  ways.  The  red  carnation  boutonniere  was  the  most 

popular    method     of    celebrating     "Doctors'     Day." 

Report  of  the  Press  and   Publicity  Chairman  Other    auxiliaries    observed    the    day    in    numerous 

An  account  of  the  fall  Board  meeting  at  McCain  ways,  some  very  original  and  unique.  In  one  county 

was  released  to  thirteen  of  the  largest  newspapers  a  lovely  tribute  was  paid  our  doctors  in  the  news- 

throughout  the  state  paper   in    the    form    of    an    original    poem.    Several 

tvt„+-  „    nf  «,„ .V          i.  -D-     r.       4.                      ■    ,  auxiliaries  presented  framed  prints  of  "The  Doctor" 

Notices  of  the  meeting  at  Pmehurst    accompanied  t0  thei].  husbands.  other  ways  of  celebrating  "Doc- 

TP11P1C!"rtS   °wri;    VM                    '    Johns"n-    w6  t0'-s'   Vav"   were    dinners,    picnics,   and    tributes   to 

been  sent  to  eight  leading  newspapers  in  the  state,  our  doctors  over  th         d-     v 

and    to    Mrs.    Lee's    and    Mrs.    Johnson  s    respective  T   ti,;„i.   tu-*   «.:_  j                     •     j.  _».■  t.          u   i. 

home  town  papers.  At  the  conclusion  of  this  meet-  T  -th  "     fthat  5?"   ,S   °"e   Pr°iect   whlch   ?,?uId   be 

tag  an   account  of  it  will  be  released   to  the   same  «""£   ou^'hether  a   e0^  has   an   auxiliary   or 

papers  mentioned  above.  D0*'  \  wnt'n^  a  responsible  person  in  each  county 

.    ,.  ,        .                            ,    .       ,,       „     ,,      _  and  asking  her  to  make  plans.  This  method  could  be 

Articles    have    appeared    in    the    North    Carolina  the   beginning  of  an   organization. 

January.                                                    the  eXCeption  of  MRS.  BEN  H.  KENDALL 

In     August,     1949,     anproximatelv     100     informal  Report   of   the   Scrapbook   Chairman 

newsletters  were  sent  throughout  the  state.  The  scrapbook  has  been  kept  up  to  date,  and  I  ask 

MRS.  H.  M.  DALTON  your  cooperation  in  sending  material  concerning  the 

t»                                                 ™  Auxiliary. 

Report   ot   the   Legislative   Chairman  MRS.   STUART   GIBBS 

I  attended  the  fall  Board  meeting  and  presented 

my  report.  During  the  year  I  have  sent  suggestions,  Report   of   the  ^Historian 

information,  and  pamphlets  to  several  county  presi-  1949-1950 

dents  for  the   use   of   their   legislative   chairmen.   I  This  year  the  chief  aim  as  stated  by  our  president 

have  also  sent  telegrams  to  congressmen  and  asked  is   the   interpretation   of   the   medical   profession   to 

ray  local  auxiliary  (Wake)   to  do  the  same,  urging  the  public.  In  calling  attention  to  this  chief  aim  it 

that  hearings  be  held  on  the  "Aid  to  Medical  Edu-  is  well  to  be  reminded  that  it  is  one  of  the  objects 

cation"  bill    (H.R.   5940).  This  we  feel  has  b»en  of  named  in  our  constitution.  I  quote  from  Article  II 

heln.  since  hearings  were  held  and  many  of  the  ob-  of  that  document: 

lectionable  features  deleted.  The  bill  has  not  as  yet  "The  object  of  this  Auxiliary  shall  be  to  promote 

been  reported  to  the  House  for  action.  unity,  harmony  and  concord  between  the  members 

Mv  article  entitled  "Legislation  of  Interest."  dis-  of  the  medical  profession  and  between  the  families 

cussing   three   "fringe"  bills,   was   published   in   the  of  such  members;  ...  to  interpret  to  the  public  the 

March  issue  of  the  North  Carolina  Medical  Journal.  traditions,  aims  and  objects  of  the  medical  profes- 

Since  policy  making  is  not  in  our  hands,  we  must  sion  •  •  •  and  to  promote  in  every  possible  way  the 

await  direction;  but  I  believe  that  our  State  Society  interests    in    general    of    the    medical    profession — 

and   the   Auxiliary   should   cooperate   in    setting   up  locally,  and  in  the  State  and  Nation." 

some  policy  for  women,  or  should  choose  and  train  As  the  years  have  passed  these  aims  have  been 

those  who  have  entree   into  women's  organizations  kept  in  mind,  although  we  have  branched  out  into 

in  order  to  fit  them  for  work  in  obtaining  endorse-  many  other  fields  of  endeavor. 

ments  of  their  organizations  against  socialized  med-  During  the  year  1949-1950,  our  county  auxiliaries 

icine.  This  is  one  phase   of  Auxiliary  work  which,  have  tried  to  carry  out  the  recommendations  of  the 

whether  under  the  supervision  of  the  public  relations  president    and    the    Executive    Board    in    promoting 

or  the  legislative  chairman,   could   be   most   helpful  these  objectives: 

and  effective.  1.    Education  of  the  public  in  regard  to  prepaid 

North  Carolina  is  woefully  behind  in  such  endorse-  medical  care  as  opposed  to  compulsory  health 

ments.  Every  bit  of  information  coming  from  A.M.A.  insurance. 

campaign  headquarters   assures   us   that  this   is   an  2.    Maintenance  of  the  three  state  sanatoria  beds, 

urgent  need  in  our  campaign.  3.    Maintenance  of  the   Student  Loan  Fund. 

MRS.  P.  G.  FOX  4.    Assistance  in  campaign  for  student  nurse  re- 
cruiting. 

Report  of  the  Bulletin  Chairman  5.    At  all  times  to  promote  good  public  relations. 

As   Circulation   Chairman   of   North   Carolina   for  The    reports   that   have    been   received    from    the 

the  Bulletin,  I  have  65  subscriptions  to  report.  This  county  auxiliaries  have  shown  a  healthy  growth  both 

is  an  increase  of  11  over  last  year.  in  numbers  and  in  activities. 

MRS.    WALTER    SUMMERVILLE  Beaufort  County  has  been  organized  this  spring, 

and  so  becomes  our  voungest  unit. 

Annual   Report   of   Hygeia    (Today's   Health)  The  following  reports  have  been  received  and  filed 

Chairman  since  our  meeting  in  May: 

The  American  Medical  Association  was  requested  Forsyth  County  History May,   1949 

to  send  Hygeia   subscription   supplies  to  the  presi-  Scotland  County  History  October,  1949 

dents   of   the   county   medical   auxiliaries    of    North  New  Hanover  County  History March,  1950 

Carolina.  Columbus  County  History April,  1950 

Subscriptions  received  during  the  year  were  258.  Forsyth  County  History April,   1950 

The  commission  from  the  sale  of  the  magazine  for  Hoke  County  was  the  first  to  report  100  per  cent 

the  Sanatoria  beds  was  $72.25.  membership. 
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Clippings  which  reported  meetings  held  were  re- 
ceived from: 

Burke  County 

Lenoir  County  (3  times) 

Greensboro-High  Point 

Rowan-Davie — Reorganized  after  a  lapse  of  about 
ten  years. 

Beaufort  County 

Carteret  County 

There  was  splendid  response  to  the  observance  of 
Doctors'  Day  in  our  state  this  year. 

Another  item  is  worthy  of  special  mention  here — 
namely,  that  Carteret  County  Auxiliary  reported  a 
contribution  to  the  McCain  Bed  in  memory  of  Dr. 
Leslie  Lee  of  Kinston. 

The  historian  regrets  that  it  is  not  possible  to 
list  all  the  worthy  activities  of  each  county  auxili- 
ary, but  urges  every  county  historian  to  get  reports 
in  as  early  as  possible  so  that  our  history  can  be 
complete  for  the  May  Meeting. 

Thank  you  for  the  privilege  of  serving  you  in  this 
capacity. 

mrs.  r.  d.  McMillan 

Report  of  the  Research   Chairman 

During  the  year,  two  articles  were  submitted  to 
Mrs.  Mason  I.  Lowrance,  chairman  of  research  and 
romance  of  medicine  of  the  Auxiliary  to  the  South- 
ern Medical  Association.  These  articles  were  "Com- 
pulsory Health  Insurance"  by  Dr.  W.  S.  Rankin  of 
Charlotte,  and  "A  Century  and  a  Half  of  Medicine 
in  North  Carolina"  by  Dr.  Hubert  A.  Royster  of 
Raleigh.  These  articles  are  listed  in  the  booklet,  "A 
List  of  Program  Material,"  issued  by  the  Auxiliary 
to  the  Southern  Medical  Association,  and  made 
available  to  all  branches  of  our  Auxiliary. 

Through  the  courtesy  of  Dr.  Irma  Henderson- 
Smathers  of  Asheville,  your  chairman  has  been  as- 
sembling copies  of  the  Medical  Woman's  Journal, 
beginning  with  the  October,  1949,  issue,  in  which  is 
appearing  a  series  of  biographies  of  women  who 
practiced  medicine  in  North  Carolina  during  the 
one  hundred  years,  1847  through  1947.  These  biog- 
raphies were  compiled  by  Dr.  Henderson-Smathers 
after  much  painstaking  work,  and  she  is  making 
them  available  to  the  entire  Auxiliary  as  a  matter 
of  record  as  well  as  of  general  interest.  At  a  later 
date  they  will  be  published  in  book  form  and  can  be 
made  a  part  of  the  permanent  record  of  our  Auxili- 
ary. 

I  recommend  that  this  book  be  made  the  begin- 
ning of  a  permanent  library  which  the  research 
chairman  be  responsible  for  assembling — the  library 
to  become  a  source  of  historical  record  as  well  as 
a  source  of  program  material,  preserving  for  the 
future  the  achievements  of  our  North  Carolina 
doctors. 

MRS.  R.  S.  CLINTON 

Report  of  the   Revisions   Committee 

The  Board  of  Directors  approved  several  changes 
in  the  By-Laws  at  the  fall  Board  meeting  which  will 
be  voted  upon  today.  Authority  was  given  the  Aux- 
iliary to  operate  under  these  changes  between  the 
fall    Board   meeting   and   the   annual   meeting.    The 
approved  changes  are  as  follows: 
Article  1,  Section  1 
Present  reading:  "The  name  of  this  organization 
shall  be  the  Auxiliary  to  the  Medical   Society  of 
the    State    of    North    Carolina,    a    branch    of    the 
Women's  Auxiliary  to  the  American  Auxiliary." 
Change  the  last  line  to:  "a  branch  of  the  Women's 
Auxiliary  to  the  American  Medical  Association." 
Article  4,  Section  1 
Present  reading:  "The  officers  of  this  Auxiliary 
shall    be    a    president,    president-elect,    two    vice- 
presidents,  recording  secretary,  corresponding  sec- 
retary, secretary  and  treasurer  .  .  ." 
Change  to  read:   "The  officers  of  this  Auxiliary 


shall  be  a  president,  president-elect,  two  vice- 
presidents,  recording  secretary,  corresponding 
secretary  and  treasurer." 

Article  4,  Section  3 

Present  reading:  "All  officers  shall  have  previ- 
ously served  on  the  Board  of  Directors  and  shall 
have  the  endorsement  of  their  local  organization." 
Change  to:  "All  officers  except  the  corresponding 
secretary  and  recording  secretary  shall  have  pre- 
viously served  on  the  Board  of  Directors  and  shall 
have  the  endorsement  of  their  local  organization." 

Article  4,  Section  5 

Present  reading:  "There  shall  be  a  Nominating 
Committee  consisting  of  five  members,  no  two  of 
whom  shall  come  from  the  same  district.  These 
shall  be  elected  at  the  Fall  Board  Meeting  and 
shall  hold  an  organizing  meeting  at  once  to  elect 
a  Chairman  from  their  own  number.  The  record- 
ing secretary  may  poll  this  vote  by  mail." 
Change  second  sentence  to  read:  "These  shall  be 
elected  at  the  Board  Meeting  immediately  preced- 
ing the  Annual  Meeting.  They  shall  hold  an  or- 
ganizing meeting  at  once  to  elect  a  Chairman 
from  their  own  number." 

Article  5,  Section  5 

Present  reading:  "The  recording  secretary  shall 
keep  in  permanent  form  the  minutes  of  the  Aux- 
iliary, the  Executive  Committee,  and  the  Board  of 
Directors.  She  shall  keep  a  file  of  these  members 
and  notify  them  of  their  appointment." 
Change  by  adding:  "She  shall  work  with  a  com- 
mittee of  three  appointed  bv  the  President  to  pre- 
pare the  transactions  of  Annual  Meeting  to  be 
published  in  the  September  issue  of  the  North 
Carolina  Medical  Journal." 

Article  14,  Section  2 

Present  reading:  "The  chairman  of  the  commit- 
tees on  Nominations  and  Press  and  Publicity  are 
elected  for  one  year  only.  All  other  chairmen  are 
appointed  for  a  term  of  two  years  and  mav  not 
serve  two  consecutive  terms.  The  following  chair- 
men are  to  be  appointed  in  odd  years:  Program, 
Public  Relations,  Hygeia,  Memorial,  Legislation. 
The  following  shall  be  appointed  in  even  vears: 
Historian,  Scrap  Book,  Revisions.  Bulletin." 
Change  to  read:  "The  Chairman  of  the  Committee 
on  Nominations  is  elected  for  one  year  only  (see 
Art.  4,  sect.  5).  The  Chairman  of  the  Committee 
on  Press  and  Publicity  is  appointed  by  the  Presi- 
dent for  one  year  only.  All  other  chairmen  are 
appointed  for  a  term  of  two  years  and  may  not 
serve  two  consecutive  terms.  The  following  chair- 
men are  to  be  appointed  in  odd  years:  Program, 
Public  Relations,  Hygeia,  Memorial,  Legislation, 
Doctors'  Day.  The  following  shall  be  appointed  in 
even  years-'  Historian,  Scrap  Book,  Revisions, 
Bulletin,  Research,  Jane  Todd  Crawford  Me- 
morial." 

Article  15 

Amendments.  To  become  Article  16. 

Article  16 

Parliamentary  Authority.  To  become  Article  17. 

Article  15— Affiliation  with  Southern  Medical 
Auxiliary 
(Not   now   in    by-laws.    Taken    from    by-laws    in 

1946  revision  with  a  few  minor  changes.) 
Section  1.  The  Councilor  to  the  Southern  Medical 
Auxiliary  shall  be,  ex-officio,  a  member  of  the 
Board  of  Directors  of  this  Auxiliary. 
Section  2.  This  Auxiliary  shall  have  chairmen  of 
Research,  Jane  Todd  Crawford  Memorial,  and 
Doctors'  Day  who  shall  interpret  and  promote 
these  activities  of  the  Southern  Medical  Auxiliary 
in  this  organization.  They  shall  work  directly 
under  the  corresponding  chairmen  of  the  Southern 
Medical  Auxiliary,  reporting  to  them,  to  the  State 
Councilor  of  the  Southern  Medical  Auxiliary,  and 
to  the  Board  of  Directors  of  this  Auxiliary. 
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Section  3.  The  Research  Chairman  shall  prepare 
such  articles  as  may  be  requested  by  the  Research 
Chairman  of  the  Southern  Medical  Auxiliary  and 
shall  send  three  typewritten  copies  to  the  Re- 
search Chairman  of  the  Southern  Medical  Auxili- 
ary, one  to  the  State  Councilor,  one  to  the  record- 
ing secretary  of  this  Auxiliary,  and  keep  one  in 
her  files  to  pass  on  to  her  successor. 
Section  4.  The  Chairman  of  the  Jane  Todd  Craw- 
ford Memorial  shall  disseminate  knowledge  of  this 
heroine  of  surgery  and  do  such  other  work  as  as- 
signed by  the  corresnonding  Chairman  of  the 
Southern  Medical  Auxiliary. 

Section   5.   The   Chairman    of  Doctors'   Dav   shall 
promote  the  observance  of  March  30th  as  the  dav 
on  which  the  members  of  this  Auxiliarv  will  honor 
in  some  manner  the  doctors  of  North  Carolina. 
MRS.  ROBERT  T.  PIGFORD, 
Chairman 

Report   of  the  Nominating   Committee 

The  Nominating  Committee,  eomnosed  of  Mr«. 
R.  L.  McMillan  of  Winston-Salem.  Mrs.  Frederick 
Tavlor  of  High  Point.  Mrs.  A.  H.  Powell  of  Durham. 
Mrs.  Curtis  Crumn  of  Asheville,  and  Mrs.  Leon  W. 
Robertson  from  Rocky  Mount  submit  for  your  ap- 
proval the  following  slate  of  officers: 

President-Elect — Mrs.    B.    Watson    Roberts, 

Durham 
Second  Vice  President — Mrs.  J.  C.  Peele,  Kinston 
Corresnonding  Secretary — Mrs.  V.  W.  Taylor,  Jr., 

Elkin 
Treasurer — Mrs.  E.  C.  Judd,  Raleigh 

MRS.  LEON  W.  ROBERTSON 
Chairman 

Installation   of   New    Officers 
(By  Mrs.  P.  P.  McCain) 

You  have  been  chosen  to  lead  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  North  Carolina.  You 
were  chosen  because  of  your  interest,  abilitv,  and 
leadership  evidenced  in  your  connection  with  our 
Auxiliary. 

We  are  indeed  fortunate  to  have  you  as  our  of- 
ficers, and  I  am  sure  that  under  your  leadership  we 
will  obtain  higher  goals.  Being  assured  that  you  will 
to  the  best  of  your  ability  carry  out  everv  duty  that 
will  be  required  of  vou  as  officers,  if  this  be  your 
intent  please  say,  "I  do." 


I  pledge  to  you  the  loyal  and  willing  support  of 
every  member. 

May  God  bless  and  strengthen  you  in  the  work 
you  are  undertaking. 

I  do  now  declare  you  to  be  installed  as  our  of- 
ficers. 

Inaugural  Remarks  of  the  Incoming  President 

I  wish  that  I  might  bring  to  you  just  a  few  drops 
of  the  ocean  of  inspiration  and  information  I  re- 
ceived at  the  National  Board  Meeting  which  was 
held  in  Chicago  last  November.  You  would  know 
then  how  very  important  the  officers  of  the  Ameri- 
can Medical  Association  think  you  are.  You  have 
heard  this  morning  from  Dr.  Murphy  and  Dr.  Rachel 
Davis  how  much  we  mean  to  the  State  Medical 
Society. 

Victor  Hugo  is  credited  with  saying,  "Men  have 
sight,  but,  women  have  insight."  We  must  keen  that 
insight  alerted  more  than  ever  during  these  impor- 
tant davs,  because  we  are  the  buffer  between  our 
doctor  husbands  and  the  public.  We  hear  a  treat 
deal  more  of  what  the  people  are  saying,  and  we 
must  have  the  right  answers. 

I  know  many  are  tired  of  hearing  about  socialized 
medicine.  I  was  ouite  disturbed  last  night  at  our 
Board  Meeting,  when  listening  to  the  renorts,  that 
not  one  auxiliary  mentioned  having  reviewed  John 
T.  Flynn's  book,"  "The  Road  Ahead."  It  was  highly 
recommended  to  us  at  the  Chicago  Board  Meeting. 
I  challenge  any  of  you  to  read  this  and  remain 
complacent  about  your  place,  not  as  a  doctor's  wife 
but  as  a  citizen  of  these  freedom  loving  United 
States. 

If  you  will  review  it,  or  have  it  reviewed  in  one 
of  vour  clubs,  I'll  assure  you  others  will  ask  for  it. 
It  deals  with  socialized  medicine  as  rust  one  of  many 
trends  toward  a  government  controlled  economv. 

Our  own  North  Carolina  Health  Plan  has  gained 
national  recognition.  We  may  be  justly  nroud  of  it 
and  give  it  our  full  support.  Let  us  do  what  we  can 
to  make  it  better  known  in  our  own  state  and  in 
others. 

I  feel  honored  but  very  humble  to  have  been 
chosen  your  leader  for  the  coming  year.  I  am  surp 
that  I  have  your  support.  If  at  any  time  I  can  be  of 
any  service  to  you,  will  you  call  on  me  please? 

Now  let  us  all  stand  in  recognition  of  Bert  Lee. 
She  did  a  wonderful  job  this  past  year. 

MRS.  H.  L.  JOHNSON 
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m 


Mrs.  Abbott,  R.  W Goldsboro  Mrs. 

Mrs.  Adair,  W.  E Erwin  Mrs. 

Mrs.  Adams,   C.   N.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Adams,  J.  R. Charlotte  Mrs. 

Mrs.  Adams,  R.  K Morganton 

Mrs.  Ader,  0.  L. Walkertown  Mrs. 

Mrs.  Aderholt,  M.  L...High  Point  Mrs. 

Mrs.  Adkins,  T.  F Durham  Mrs. 

Mrs.  Albright,   S.   L Belmont  Mrs. 

Mrs.  Alexander,    Eben  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Alexander,   J.    M... Charlotte 

Mrs.  Alexander,    S.    B.  Mrs. 

Chapel   Hill  Mrs. 

Mrs.  Alseep,   W.   B.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Alyea,  E.  P Durham  Mrs. 

Mrs.  Ames,  R.  H Greensboro 

Mrs.  Anders,    MeG Gastonia  Mrs. 

Mrs.  Anderson,  E.  G.  Wilmington  Mrs. 

Mrs.  Anderson,  J.  B Asheville  Mrs. 

Mrs.  Anderson,    Norman    L. 

Asheville  Mrs. 

Mrs.  Anderson,    W.    Banks  Mrs. 
Durham 

Mrs.  Anderson,    Wake Wilson  Mrs. 

Mrs.  Andrew,   L.   A. 

Winston-Salem  Mrs. 

Mrs.  Angel,   Edgar Franklin  Mrs. 

Mrs.  Anthony,  W.  A. Gastonia 

Mrs.  Applewhite,  C.  C...  Raleigh  Mrs. 

Mrs.  Arena,  Jay Durham 

Mrs.  Armentrout,    C.    H.  Mrs. 

Asheville 

Mrs.  Armistead,  D.  B...Greenville  Mrs. 
Mrs.  Armstrong,  B.  W...Charlotte 

Mrs.  Armstrong,   C.   W.  Mrs. 

Salisbury  Mrs. 

Mrs.  Arney,   W.   C Morganton  Mrs. 

Mrs.  Arnold,  Ralph  A Durham  Mrs. 

Mrs.  Ashford,   C.   H.....New  Bern  Mrs. 

Mrs.  Atkins,   S.   S Asheville  Mrs. 

Mrs.  Austin,  F.  D.,  Jr.. .Charlotte  Mrs. 

Mrs.  Avery,   E.   S.  Mrs. 

Winston-Salem 

Mrs.  Aycock,    E.    B Greenville  Mrs. 

Mrs.  Aycock,    F.    M Princeton 

Mrs.  Aycock,  Jack Statesville  Mrs. 

Mrs.  Ayers,  J.  S Clinton  Mrs. 

Mrs.  Bahnson,    E.    R.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Bailey,  C.  W...Rocky  Mount  Mrs. 

Mrs.  Baird,  Haynes Charlotte  Mrs. 

Mrs.  Baker,  Lenox  D. Durham 

Mrs.  Baker,  T.  W Charlotte  Mrs. 

Mrs.  Baldwin,  W.  E Whiteville  Mrs. 

Mrs.  Ballard,    Claude Kinston  Mrs. 

Mrs.  Ballew,   J.    R Raleigh  Mrs. 

Mrs.  Barbee,   G.   S Zebulon 

Mrs.  Bardin,    Malcom Wilson  Mrs. 

Mrs.  Barefoot,    W.    F.  Mrs. 

Wilmington  Mrs. 

Mrs.  Barefoot,  G.  B...Wilmington  Mrs. 

Mrs.  Barefoot,    Sherwood    W.  Mrs. 

Greensboro  Mrs. 

Mrs.  Barker,    C.    S New   Bern 

Mrs.  Barrett,   J.   M. Greenville  Mrs. 

Mrs.  Barringer,  A.  L.  Mrs. 

Mt.   Pleasant  Mrs. 


Barron,  A.  A Charlotte  Mrs. 

Baxter,   O.   D Matthews 

Baylin,    George Durham  Mrs. 

Beach,   C.   M Madison  Mrs. 

Beamer,    Parker  Mrs. 

Winston- Salem  Mrs. 

Beard,  G.  C Atkinson  Mrs. 

Beasley,   E.   B Fountain  Mrs. 

Beavers,  C.   L Greensboro 

Beavers,  J.  W...Kernersville  Mrs. 

Beavers,  W.  O Greensboro  Mrs. 

Beckwith,    C.    P.  Mrs. 
Roanoke    Rapids 

Belcher,   C.   C Asheville  Mrs. 

Belk,    Geo.    W Gastonia 

Bell,    Erick Wilson  Mrs. 

Bell,   O.  E Rocky   Mount  Mrs. 

Bell,    Spencer   A.  Mrs. 

Hamptonville  Mrs. 

Bellows,  R.  T Charlotte  Mrs. 

Benbow,  E.   P Greensboro 

Benbow,   Edgar  Mrs. 

Winston-Salem 

Bender,  J.  J Red   Springs  Mrs. 

Bender,  J.  R. 

Winston-Salem  Mrs. 
Bennett,   E.    C. 

Elizabethtown  Mrs. 

Benson,    N.    O Lumberton 

Bentley,  J.   G.  Mrs. 

Moravian  Falls  Mrs. 

Benton,    George,   Jr.  Mrs. 

Goldsboro  Mrs. 

Benton,    Wayne   J.  Mrs. 

Greensboro 

Berryhill,   W.    Reece  Mrs. 

Chapel  Hill  Mrs. 

Best,  D.   E Goldsboro  Mrs. 

Best,    Glenn   E Clinton  Mrs 

Bethel,  M.  B Charlotte 

Biggs,  J.  I Lumberton  Mrs. 

Bigham,  R.  S.,  Jr.. .Charlotte 

Billings,  G.  M Morganton  Mrs. 

Bird,    I Greensboro  Mrs. 

Bittinger,    C.    L.  Mrs. 

Mooresville 

Bittinger,    S.   M.  Mrs. 

Black   Mountain 

Bizzell,   Edward.... Goldsboro  Mrs. 

Bizzell,    Malcolm. .Goldsboro  Mrs. 

Black,  J.   R Whiteville  Mrs. 

Black,    Kyle Salisbury  Mrs. 

Black,  P.  A.  L...Wilmington  Mrs. 
Blackwelder,   Verne 

Lenoir  Mrs. 

Blair,  J.   L Gastonia  Mrs. 

Blair,  J.    S Gastonia  Mrs. 

Blalock,  B.  K Charlotte  Mrs. 

Blount,    F.   A.  Mrs. 

Winston-Salem  Mrs. 

Blow,  R.  B Weldon 

Blue,   Waylon Sanford  Mrs. 

Bolus,    Michael Raleigh  Mrs. 

Bond,   George   F...Bat   Cave 

Bond,  J.   P Gastonia  Mrs. 

Bonner,   K.   P.   B.  Mrs. 

Morehead  City  Mrs. 

Bonner,   O.   B High   Point  Mrs. 

Boone,   Waldo Durham 

Booker,  E.   N Selma  Mrs. 


Bowers,   M.    A. 

Winston-Salem 

Bowles,   Norman Durham 

Bowman,  H.  E Aberdeen 

Boyce,  O.  D Gastonia 

Boyette,  D.   P Kinston 

Brabson,   J.   A Charlotte 

Bradford,    G.    E. 

Winston-Salem 

Bradford,  W.  B Charlotte 

Bradford,   W.  Z Charlotte 

Bradshaw,   H.    H. 

Winston-Salem 
Bradshaw,    T.    G. 

Rock   Ridge 

Bradley,   H.   J Greensboro 

Brady,    C.    E Robbins 

Branaman,    Guy Raleigh 

Brandon,  H.  A...Yadkinville 
Brandon,    William    R. 

Statesville 
Brantley,   Julian,   Jr. 

Rocky  Mount 
Bratten,    Paul    C. 

Winston-Salem 
Breeden,   W.   H. 

Fayetteville 
Brenizer,    A.    G.,    Jr. 

Charlotte 
Brewer,  J.   Street.. Roseboro 

Brian,    Earl    W Raleigh 

Bridges,  D.  H.....Bladenboro 

Briggs,   H.   H Asheville 

Brinkhous,    Kenneth   W. 

Chapel   Hill 

Brinkley,    H.    M Durham 

Brinn,   T.   P Hertford 

Britt,  J.  N Lumberton 

Brockman,   H.   F. 

High  Point 
Brooks,   E.   B. 

Winston-Salem 

Brooks,  F.  P. Greenville 

Brooks,  R.   E Burlington 

Broughton,   A.   C,  Jr. 

Raleigh 
Broun,    M.    S. 

Roanoke  Rapids 

Brouse,  I.  E Wilmington 

Brown,   C.    R Goldsboro 

Brown,  Charlie  W Hamlet 

Brown,  E.   M... ..Washington 
Brown,   Frank   R. 

Greensboro 

Brown,  G.  W Raeford 

Brown,   Ivan   W Durham 

Brown,  J.  A Cleveland 

Brown,   K.   S. Asheville 

Brown,   L.    G Southport 

Brown,   Victor   E. 

Williamston 

Brunson,    E.    P Albemarle 

Bryan,   A.   Hughes 

Chapel   Hill 

Buckner,  J.  M Swannanoa 

Buffalo,  J.  S Garner 

Bugg,   C.   R. Raleigh 

Bugg,   Everett  I.,   Jr. 

Durham 
Buie,  R.   M Greensboro 
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Mrs.  Bulla,   A.    C Raleigh 

Mrs.  Bullock,  D.  D Rowland 

Mrs.  Bullock,  Ernest- Wilmington 
Mrs.  Bundy,   W.    L. 

North    Wilkesboro 

Mrs.  Bunn,   David   G Pembroke 

Mrs.  Bunn,   R.   W. 

Winston-Salem 

Mrs.  Burdette,   F.   M Southport 

Mrs.  Burton,    C.    N Asheville 

Mrs.  Burwell,   John    C. 

Greensboro 
Mrs.  Burwell,    Walter    Brodie 

Henderson 

Mrs.  Byerly,  J.   H Sanford 

Mrs.  Byerly,  W.  G Lenoir 

Mrs.  Byrd,  Chas.  W Dunn 

Mrs.  Byrd,    W.    C McCain 

Mrs.  Byrnes,   T.   H Charlotte 

Mrs.  Byrum,   C.   C Belhaven 

Mrs.  Caldwell,   Robert....Mt.  Airy 
Mrs.  Callaway,   J.    Lamar 

Durham 
Mrs.  Cannon,   Eugene    B. 

Asheboro 
Mrs.  Cardwell,   Willard 

Greensboro 

Mrs.  Carlyle,  J.   B Burlington 

Mrs.  Carpenter,    C.   C. 

Winston-Salem 
Mrs.  Carpenter,  F.  L...Statesville 
Mrs.  Carrington,    George 

Burlington 

Mrs.  Carroll,  F.  W Hookerton 

Mrs.  Carter,    Bayard Durham 

Mrs.  Casstevens,  J.  C...Clemmons 
Mrs.  Casteen,   Kenan....Leaksville 

Mrs.  Cathell,  E.  J Lexington 

Mrs.  Caveness,  Z.   M Raleigh 

Mrs.  Caviness,  V.  S Raleigh 

Mrs.  Cayer,  David 

Winston-Salem 

Mrs.  Cekada,  Emil   B Durham 

Mrs.  Chandler,  E.  T Richlands 

Mrs.  Chaplin,   S.   C Columbia 

Mrs.  Chapman,  E.  J Asheville 

Mrs.  Cheek,  K.  M High  Point 

Mrs.  Chesson,    A.    L Raleigh 

Mrs.  Cheves,   W.    G Raleigh 

Mrs.  Childs,   H.   N Jamestown 

Mrs.  Clapp,    Hubert.... Swannanoa 

Mrs.  Clark,   Bodie  T Wilson 

Mrs.  Clark,   D.   D Clarkton 

Mrs.  Clark,   Harold    S...  Asheville 
Mrs.  Clark,    Milton    S...Goldsboro 

Mrs.  Clary,    W.    T Greensboro 

Mrs.  Clay,    Thomas Mayodan 

Mrs.  Clayton,   Eugene.. ..Asheville 

Mrs.  Clement,  D.  B Salisbury 

Mrs.  Cleveland,  P.  B Gatesvilfe 

Mrs.  Clinton,  R.  S Gastonia 

Mrs.  Cloninger,   Charles 

Conover 

Mrs.  Cobb,  D.  B Goldsboro 

Mrs.  Cochrane,   Fred   R. 

Charlotte 
Mrs.  Codington,   H.    A. 

Wilmington 
Mrs.  Cogdell,   David    M. 

Fayetteville 

Mrs.  Coleman,  G.  S Raleigh 

Mrs.  Combs,   Fielding 

Winston-Salem 

Mrs.  Combs,    J.    J Raleigh 

Mrs.  Cook,  H.  L Greensboro 

Mrs.  Cook,   W.    E Fayetteville 


Mrs.  Cooke,    G.    C. 

Winston-Salem 

Mrs.  Cooke,  H.  M Charlotte 

Mrs.  Cooke,    Q.    E...Murfreesboro 
Mrs.  Cooley,    S.    S. 

Black  Mountain 
Mrs.  Cooper,  A.  Derwin.  Durham 
Mrs.  Cooper,    George    M.,    Jr. 

Raleigh 
Mrs.  Coppridge,   William   M. 

Durham 

Mrs.  Corbett,   C.   L Dunn 

Mrs.  Corbin,   G.   W.,  Jr. 

Wake    Forest 
Mrs.  Corcoran,    E.   Emmons 

Asheville 

Mrs.  Cornell,  W.  S Charlotte 

Mrs.  Corpening,    O.    J. 

Granite  Falls 
Mrs.  Corpening,   William 

Granite  Falls 

Mrs.  Counts,  W.  R Enfield 

Mrs.  Covington,   M.   C. 

Roanoke  Rapids 

Mrs.  Cox,  A.  N Madison 

Mrs.  Cox,  G.  S Tabor  City 

Mrs.  Cox,   William   F. 

Winston-Salem 
Mrs.  Cozart,   W.    S. 

Fuquay  Springs 

Mrs.  Cracken,  J.  P Durham 

Mrs.  Craig,  Robert  L Asheville 

Mis.  Crane,  Geo.  W Durham 

Mis.  Cranmer,   J.    B. 

Wilmington 

Mrs.  Cranz,   Oscar Kinston 

Mrs.  Craven,   Fred   T Concord 

Mrs.  Crawford,    W.   J...Goldsboro 
Mrs.  Creadick,    Robert....  Durham 

Mrs.  Credle,   C.   S Colerain 

Mrs.  Creech,   L.    U High  Point 

Mrs.  Creed,   G.   O Laurinburg 

Mrs.  Crensenzo,   Victor 

Reidsville 

Mrs.  Cressman,    C.    S Graham 

Mrs.  Crisp,   S.   M Greenville 

Mrs.  Croom,    A.    B High    Point 

Mrs.  Croom,  R.  D Maxton 

Mrs.  Cross,  A.  R High  Point 

Mrs.  Crouch,    A.    M.,   Jr. 

Wilmington 
Mrs.  Crouch,  A.  M.,  Sr. 

Wilmington 
Mrs.  Crouch,    T.   D... Stony   Point 

Mrs.  Crow,    S.    L Asheville 

Mrs.  Crowell,  J.  A Charlotte 

Mrs.  Crowell,    T.   W. Durham 

Mrs.  Crump,   G.   Curtiss 

Asheville 
Mrs.  Crumpler,  A.   S. 

Fuquay  Springs 
Mrs.  Crumpler,  J.  F. 

Rockv   Mount 

Mrs.  Cubberely,   C.   L Wilson 

Mrs.  Currie,   D.   S Parkton 

Mrs.  Currie,    D.    S.,   Jr. 

Fayetteville 
Mrs.  Cutchin,   Henry 

Roanoke  Rapids 

Mrs.  Cutchin,  J.  H Whitakers 

Mrs.  Dalton,  B.  B Asheboro 

Mrs.  Dalton,  H.  M Kinston 

Mrs.  Dalton,  W.   N. 

Winston-Salem 

Mrs.  Daniel,   W.   E Charlotte 

Mrs.  Daniels,  R.  L New  Bern 


Mrs.  Darden,  J.   L Colerain 

Mrs.  Daughtridge,  A.   L. 

Rocky   Mount 
Mrs.  Davidson,   Alan. ...New  Bern 

Mrs.  Davis,  C.  C Wilmington 

Mrs.  Davis,  J.  P..  Winston-Salem 
Mrs.  Davis,  Philip  B...High  Point 
Mrs.  Davis,  W.  H. 

Elizabeth  City 

Mrs.  Deans,   A.    W. Battleboro 

Mrs.  Deaton,  Paul  M...Statesville 
Mrs.  Deaton,  W.  R.,  Jr. 

Winston-Salem 

Mrs.  DeCamp,  A.   L Charlotte 

Mrs.  Dees,   D.   A Bayboro 

Mrs.  Dees,  Rigdon  O... Greensboro 

Mrs.  Deloatch,   M.   W Tarboro 

Mrs.  Dewar,    W.    B Raleigh 

Mrs.  Dick,   MacDonald.  .  Durham 

Mrs.  Dickie,    J.    W Wilmington 

Mrs.  Dickinson,    Kenneth 

Raleigh 
Mrs.  Dickson,    Brice    T.,   Jr. 

Gastonia 
Mrs.  Dickson,    M.    S...  Burlington 

Mrs.  Dillard,   Geo.   P Draper 

Mrs.  Dixon,   G.   G Ayden 

Mrs.  Doffermyre,    L.    R Dunn 

Mrs.  Donnelly,    G.    L Asheville 

Mrs.  Dorenbusch,  A.   A. 

Charlotte 

Mrs.  Dosher,  W.  S Wilmington 

Mrs.  Drummond,    Chas.    S. 

Winston-Salem 

Mrs.  Duck,  Otis  W Mars  Hill 

Mrs.  Duffy,  Bertha New  Bern 

Mrs.  Duffy,    Charles....New   Bern 

Mrs.  Dula,    F.    M Lenoir 

Mrs.  Dunn,   R.   B Greensboro 

Mrs.  Durham,   C.   W...Greensboro 

Mrs.  Eagle,   James   C Spencer 

Mrs.  Eagle,   Watt   W Durham 

Mrs.  Earp,   R.   E Selma 

Mrs.  Easom,   Herman Wilson 

Mrs.  Eckbert,  W.  F Cramerton 

Mrs.  Edgerton,    G.    S Charlotte 

Mrs.  Eldridge,  C.  P Raleigh 

Mrs.  Elfmon,  S.  L..... Fayetteville 
Mrs.  Ellinwood,  Everett  H. 

Greensboro 

Mrs.  Elliott,  A.  H Wilmington 

Mrs.  Elliott,   G.   D. Fair   Bluff 

Mrs.  Elliott,  J.  A Charlotte 

Mrs.  Elliott,  J.   P Apex 

Mrs.  Ennett,  Thomas Beaufort 

Mrs.  Erb,   N.    S Salisbury 

Mrs.  Erwin,   E.   A.,   Sr. 

Laurinburg 

Mrs.  Faison,  E.  S Charlotte 

Mrs.  Fales,  R.  M Wilmington 

Mrs.  Farmer,  W.  E Asheville 

Mrs.  Farmer,  Wm.  A. 

Fayetteville 
Mrs.  Farmer,  William  D. 

Greensboro 
Mrs.  Farthing,  J.  W... Wilmington 
Mrs.  Feldman,  Leon  H. 

Asheville 

Mrs.  Felton,   R.  L Carthage 

Mrs.  Ferrell,  J.   A Raleigh 

Mrs.  Ferguson,   George   B. 

Durham 

Mrs.  Ferguson,   R.   T Charlotte 

Mrs.  Fernehough,   W.   T. 

Reidsville 
Mrs.  Fetner,  L.  M Lenoir 
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Feuer,   A.   L Dallas  Mrs. 

Field,  B.   L. Salisbury  Mrs. 

Fields,  L.  E Chapel   Hill  Mrs. 

Fike,   Ralph Wilson 

Finch,   0.   E Raleigh  Mrs. 

Fisher,  George  Mrs. 

Elizabethtown  Mrs. 

Fitzgerald,  J.   H.  Mrs. 

Smithfield  Mrs. 

Fleetwood,    Joe Conway  Mrs. 

Fleming,    Frank Elkin  Mrs. 

Fleming,    Fred Coats  Mrs. 

Fleming,  L.  E Charlotte  Mrs. 

Fleming,  M.   I.  Mrs. 

Rocky   Mount  Mrs. 
Fleming,  Ralph   G... Durham 

Flowers,  C.   E Zebulon  Mrs. 

Floyd,   A.   G. Whiteville  Mrs. 

Floyd,   Hal Fairmont 

Flythe,  W.  H High  Point  Mrs. 

Forbes,  G.  E Laurinburg  Mrs. 

Forbes,  T.  E Reidsville  Mrs. 

Forbus,   Wiley Durham  Mrs. 

Ford,  D.  E Washington 

Ford,  Fred Maxton  Mrs. 

Forde,   F Maxton  Mrs. 

Forsyth,    H.    Francis  Mrs. 

Winston-Salem  Mrs. 

Foster,  C.  B Charlotte  Mrs. 

Foster,  J.  F Sanford  Mrs. 

Foster,   M.   T Fayetteville  Mrs. 

Fowlkes,  W.  M Wendell  Mrs. 

Fox,   Dennis   B Albemarle  Mrs. 

Fox,  Norman  A.  Mrs. 
Guilford   College 

Fox,  P.  G Raleigh  Mrs. 

Franklin,   E.   W Charlotte 

Frazier,  J.  W Salisbury  Mrs. 

Freedman,  Arthur  Mrs. 

Greensboro  Mrs. 

Freeman,  J.  D... Wilmington  Mrs. 
Freeman,  P.   L. 

Bessemer  City  Mrs. 

Freeman,  W.  T Asheville  Mrs. 

Fritz,  0.  G Walkertown  Mrs. 

Frizzelle,   M.   T Ayden  Mrs. 

Fulcher,   Luther Beaufort  Mrs. 

Fuller,  H.  F Kinston  Mrs. 

Furgurson,  E.  W.  Mrs. 

Plymouth  Mrs. 

Gage,  L.  G Charlotte  Mrs. 

Gallant,  R.  M Charlotte  Mrs. 

Gardner,  Clarence  E.  Mrs. 

Durham  Mrs. 

Garrard,  R.  T Greensboro 

Garrenton,   C.   G Bethel  Mrs. 

Garrison,    R.    B Hamlet  Mrs. 

Garvey,  Fred  Mrs. 

Winston-Salem  Mrs. 

Garvin,   O.   David  Mrs. 
Chapel  Hill 

Gaswick,  H.   W.  Mrs. 

Winston-Salem  Mrs. 

Gaul,  J.   S Charlotte 

Gay,  Charles  H Charlotte  Mrs. 

Geddie,  K.  B High  Point  Mrs. 

Gibbons,  J.  J Lenoir  Mrs. 

Gibbs,  N.  M New  Bern 

Gibbs,   Stewart  Mrs. 

Rocky  Mount  Mrs. 

Gibson,  John  S Gibson  Mrs. 

Gibson,  L.  0 Statesville  Mrs. 

Gibson,  M.  R Raleigh 

Gilbert,  E.  L.  Mrs. 

Winston-Salem  Mrs. 

Gilbert,   George Asheville  Mrs, 

Gilliam,  J.  S High  Point 


Gilmore,  C.  M Greensboro 

Gilmour,  M.  T Charlotte 

Glenn,  Channing 

Elizabethtown 

Glenn,  H.  F Gastonia 

Glenn,  John Durham 

Goodman,  E.  G Lanvale 

Goodwin,  C.  W Wilson 

Goodwin,  0.   S Apex 

Gordon,  J.  S Charlotte 

Gouldin,  G.  F Elm  City 

Grady,  E.  S Smithfield 

Grady,  Franklin..  New  Bern 

Graham,  C.  P Wilmington 

Graham,  John   B. 

Chapel  Hill 
Graham,  Walter... -Charlotte 
Graham,  William  A. 

Durham 

Graves,  R.  B Lowell 

Gray,  C.  L High  Point 

Grayson,  C.  S.....High  Point 
Green,  Harold 

Winston-Salem 

Greene,  J.  V Fayetteville 

Greene,   P.  Y Burlington 

Greene,  W.  A Whiteville 

Greenhill,  Maurice. .Durham 
Greenwood,  J.   B... Charlotte 

Grier,   C.   T Carthage 

Grier,  J.  C... Southern  Pines 

Griffin,   H.   L Asheboro 

Griffin,  Thomas. ...Troutman 
Griffin,  W.  R.,  Jr. 

Asheville 
Griffin,  W.  R.,  Sr. 

Asheville 

Griffith,   F.   W Asheville 

Griffith,    L.    M Asheville 

Griggs,  W.  W Gastonia 

Grimes,  W.  L. 

Winston- Salem 

Grimson,   Keith  Durham 

Gunter,  June  U Durham 

Gunter,  Van  W Sanford 

Gwynn,  H.  L Yanceyville 

Haar,  F.  B Greenville 

Haekler,  R.  H... Washington 
Hadley,  Herbert  ..Greenville 
Hairfield,  B.  D...Morganton 

Hall,   J.   C Salisbury 

Hall,  J.  M Elkin 

Hall,  James   B Charlotte 

Hall,  W.  D. 

Roanoke  Rapids 

Hamer,  A.  W Morganton 

Hamer,  Douglas,  Jr. ..Lenoir 

Hamilton,  Alfred Raleigh 

Hamilton,  J.  H Raleigh 

Hammond,   A.   F.,  Jr. 

New  Bern 

Hand,  E.  H Pineville 

Hansen-Pruss,   O.    C. 

Durham 

Hardman,   E.   F Charlotte 

Harden,  Allie Greenville 

Harden,  Graham 

Burlington 

Hare,  R.  B Wilmington 

Harloe,  J.   B Charlotte 

Harper,   J.   H Snow   Hill 

Harrell,   George 

Winston-Salem 

Harrell,  Jack Goldsboro 

Harrell,  W.  F Charlotte 

Harrelson,   R.   C,   Jr. 

Tabor   City 


Mrs.  Harrill,   James 

Winston-Salem 

Mrs.  Harris,   C.   U Williamston 

Mrs.  Harris,    I.    E Durham 

Mrs.  Harris.   R.   P.,   Jr. 

Thomasville 
Mrs.  Harry,  John  M. 

Fayetteville 

Mrs.  Harsley,  W.  H Belmont 

Mrs.  Hart,  Deryl Durham 

Mrs.  Hart,    0.    J...Winston-Salem 

Mrs.  Hart.  V.   K Charlotte 

Mrs.  Hartness,   W.   R.,  Jr. 

Sanford 
Mrs.  Harvey,   W.   W...Greensboro 

Mrs.  Hatcher,  M.  A Hamlet 

Mrs.  Hatcher,   Sam  W. 

Morehead   City 

Mrs.  Hawes,   C.   M Washington 

Mrs.  Hawes,    Cecil Charlotte 

Mrs.  Hawes,  G.  A. Charlotte 

Mrs.  Hawkins,   J.   H Graham 

Mrs.  Hayes,  J.   H Fairmont 

Mrs.  Hayes,  W.  C Wilkesboro 

Mrs.  Haywood,  H.  B Raleigh 

Mrs.  Hedgepeth,  A.   W...Pinetops 
Mrs.  Hedgpeth,  Carey 

Lumberton 
Mrs.  Hedgpeth,  E.   McG. 

Chapel    Hill 
Mrs.  Hedgpeth,    Louten    Rhodes 
Lumberton 

Mrs.  Hedrick,   Clyde Lenoir 

Mrs.  Hedrick,  R.  E. 

Winston-Salem 
Mrs.  Heffner,   Bain. ....  .Burlington 

Mrs.  Heinitsh,   Geo. 

Southern  Pines 

Mrs.  Helms,  J.  B Morganton 

Mrs.  Helsabeck,   B.   A. 

Winston-Salem 
Mrs.  Helsabeck,   C.   J. 

Walnut   Cove 

Mrs.  Helsabeck,  R.  S King 

Mrs.  Hemphill,  C.  H Highlands 

Mrs.  Henderson,  John   P.,   Sr. 

Jacksonville 

Mrs.  Hendrix,  James Durham 

Mrs.  Henley,  T.  F. 

Winston-Salem 
Mrs.  Henson,  Thomas  A. 

Greensboro 
Mrs.  Herndon,   C.  N. 

Winston-Salem 

Mrs.  Herrin,  H.  K Gastonia 

Mrs.  Herring,  E.  H Raleigh 

Mrs.  Herring,  T.  T Wilson 

Mrs.  Hester,  J.   R Wendell 

Mrs.  Hester,  W.   S.... Reidsville 

Mrs.  Hiatt,  J.   S.,  Jr McCain 

Mrs.  Hickman,    Harry Lenoir 

Mrs.  Hicks,  I.  F Dunn 

Mrs.  Hicks,  V.  M Chapel  Hill 

Mrs.  High,  L.   A. Nashville 

Mrs.  Highsmith,  W.  C. 

Fayetteville 
Mrs.  Hightower,  Felda 

Winston-Salem 

Mrs.  Hill,  M.  D Raleigh 

Mrs.  Hillier,  W.  F Asheville 

Mrs.  Himmelwright,   G.    G. 

Washington 

Mrs.  Hinman,    H.    E. Asheville 

Mrs.  Hinnant,    M Micro 

Mrs.  Hipp,   E.   R Charlotte 

Mrs.  Hitch,  J.  M Raleigh 
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Mrs.  Hocutt,  B.  A Clayton 

Mrs.  Hodges,  H.  H Charlotte 

Mrs.  Hogshead,   Ralph,   Jr. 

Morganton 
Mrs.  Holbrook,  J.   Sam 

Statesvillc 

Mrs.  Holmes,  A.  B Fairmont 

Mrs.  Holmes,   George 

Winston-Salem 
Mrs.  Holmes,  H.  F...Stantonsburg 
Mrs.  Hollister,   W.   F. 

Southern  Pines 

Mrs.  Holt,  L.  B Winston-Salem 

Mrs.  Holt,  Thomas. .Rockv  Mount 

Mrs.  Holt,   W.   P Erwin 

Mrs.  Hooker,  J.   S Wilson 

Mrs.  Hooks,   R.  E St.  Pauls 

Mrs.  Hoot,  M.  P Greenville 

Mrs.  Home,  Frank.. Rocky  Mount 

Mrs.  Hoskins,  W.  H Whiteville 

Mrs.  House,  W.  O Tarboro 

Mrs.  Houser,  F.  M Cherrvville 

Mrs.  Hovis,  L.  W Charlotte 

Mrs.  Howard,   C.   E Goldsboro 

Mrs.  Howard,  J.   R. 

Lake  Waccamaw 

Mrs.  Howell,  W.  L Ellerbe 

Mrs.  Hubbard,   F.   C,   Sr. 

North  Wilkesboro 

Mrs.  Hudson,  M.  H Valdese 

Mrs.  Huey,   Thos.    W.,   Jr. 

Charlotte 

Mrs.  Hundlev.  Deane Wallace 

Mrs.  Hunt,  J.  S Charlotte 

Mrs.  Hunt,  W.  Jack....High  Point 

Mrs.  Hunt,  W.  S Raleigh 

Mrs.  Hunter,  J.  P Cary 

Mrs.  Hunter,  S.  B.,  Jr Kenly 

Mrs.  Hunter,  W.  B Lillington 

Mrs.  Hunter,  W.   C Wilson 

Mrs.  Huntington,   S.   H. 

Burlington 
Mrs.  Hurdle,   S.   W. 

Winston-Salem 

Mrs.  Huston,  J.   W Asheville 

Mrs.  Hutchinson,  S.  S. 

Bladenboro 

Mrs.  Ingram,  Hal High  Point 

Mrs.  Ingram,  W.  B Charlotte 

Mrs.  Irmen,  F.  A Raleigh 

Mrs.  Irwin,   Henderson Eureka 

Mrs.  Ivey,  Henry  B. Goldsboro 

Mrs.  Izlar,  H.   L... Winston-Salem 

Mrs.  Jackson,   B.   R Raleigh 

Mrs.  Jackson,   M.  V Princeton 

Mrs.  Jackson,   W.   L...High  Point 

Mrs.  Jacobs,  J.   E Charlotte 

Mrs.  James,  A.  A.,  Jr Sanford 

Mrs.  James,  F.  P Laurinburg 

Mrs.  James,   George 

Winston-Salem 

Mrs.  James,  W.  D Hamlet 

Mrs.  Jarman,   F.    G. 

Roanoke  Rapids 
Mrs.  Johnson,  Amos  N.  ..Garland 
Mrs.  Johnson,  C.  T...Red  Springs 
Mrs.  Johnson,  Floyd  ....Whiteville 
Mrs.  Johnson,   G.   Frank 

Winston-Salem 

Mrs.  Johnson,   Gale Dunn 

Mrs.  Johnson,   George 

Wilmington 
Mrs.  Johnson,  H.  W... Wilmington 

Mrs.  Johnson,  Harry  L Elkin 

Mrs.  Johnson,  J.   L Graham 

Mrs.  Johnson,  Paul 

Winston-Salem 


Mrs.  Johnson,  W.  R Asheville 

Mrs.  Johnson,  Wingate   M. 

Winston-Salem 
Mrs.  Johnston,   James   E. 

Charlotte 
Mrs.  Johnston,  William  O. 

Charlotte 
Mrs.  Jones,   Beverly   N.,   Jr. 

Winston-Salem 
Mrs.  Jones,   Beverly  N.,   Sr. 

Winston-Salem 

Mrs.  Jones,    C.    C Apex 

Mrs.  Jones,  C.  M Greenville 

Mrs.  Jones,  D.  H.,  Jr Princeton 

Mrs.  Jones,  Frank  W Newton 

Mrs.  Jones,  Logan Charlotte 

Mrs.  Jones,  M.  E Granite  Falls 

Mrs.  Jones,   O.   Hunter..Charlotte 

Mrs.  Jones,  R.  J Kinston 

Mrs.  Jones,  T.   T Durham 

Mrs.  Jones,   W.   M Gastonia 

Mrs.  Jordan,  W.  P Windsor 

Mrs.  Joyce,   W Madison 

Mrs.  Judd,  E.   C Raleigh 

Mrs.  Judd,  G.  B Varina 

Mrs.  Judd,  J.  M Varina 

Mrs.  Justa,  Sam Rocky  Mount 

Mrs.  Justice,   W.    S Asheville 

Mrs.  Kafer,  Oscar New  Bern 

Mrs.  Kafer,  Oswald  O.  ..Edwards 
Mrs.  Kapp,  Hege..Winston-Salem 
Mrs.  Kavanaugh,  W.  P. 

Cooleemee 

Mrs.  Keiter,  W.  E Kinston 

Mrs.  Keith,  Marion  Y. 

Greensboro 
Mrs.  Keleher,    Michael    F. 

Asheville 

Mrs.  Kelly,   L.    W Charlotte 

Mrs.  Kemp,    Malcolm 

Southern  Pines 

Mrs.  Kendall,    Ben Shelby 

Mrs.  Kendrick,    Chas Lenoir 

Mrs.  Kennedy,  J.  P. Charlotte 

Mrs.  Kennedy,   L.  T Charlotte 

Mrs.  Kent,  Alfred,  Jr. 

Granite   Falls 
Mrs.  Kernodle,    Charles 

Burlington 
Mrs.  Kernodle,  G.  W... Burlington 

Mrs.  Kernodle,  J.  R Burlington 

Mrs.  Kerns,  T.  C Durham 

Mrs.  Kerr,   Joe Wilson 

Mrs.  Kesler,  Robert  C. 

Greensboro 
Mrs.  Kimmelstiel,   Paul   P. 

Charlotte 

Mrs.  King,  Edward Asheville 

Mrs.  King,  Edward  S Shelby 

Mrs.  King,  Parks   McCombs 

Charlotte 
Mrs.  King,   Robert,   Jr. 

Burlington 
Mrs.  King,  Robt.  W...Fayetteville 

Mrs.  Kinlaw,   J.    B Rowland 

Mrs.  Kinlaw,  M.  C Lumberton 

Mrs.  Kirby,  W.  L. 

Winston- Salem 

Mrs.  Kirksey,  J.  J. Morganton 

Mrs.  Kirksey,  W.  A Morganton 

Mrs.  Kistler,  C.  C Raleigh 

Mrs.  Kitchin,    Thurman 

Wake   Forest 

Mrs.  Kleinman,    David Raleigh 

Mrs.  Kneedler,  W.   H Davidson 

Mrs.  Knight,  F.  L Sanford 

Mrs.  Knight,  W.  P Greensboro 


Mrs.  Knoefel,  A.  E.,  Jr. 

Black  Mountain 

Mrs.  Knox,  J.  C Wilmington 

Mrs.  Knox,  R.  E. 

Roanoke  Rapids 
Mrs.  Knowles,  D.  L. 

Rocky  Mount 

Mrs.  Koch,  L.  C Rocky  Mount 

Mrs.  Kodach,    Albert Asheville 

Mrs.  Koonce,  D.  B Wilmington 

Mrs.  Kornegay,    L.    W. 

Rocky  Mount 
Mrs.  Kornegay,  R.   D. 

Rocky  Mount 
Mrs.  Koseruba,  G.  M. 

Wilmington 

Mrs.  Kroh,   Laird Charlotte 

Mrs.  Kroncke,  F.  G. 

Roanoke  Rapids 

Mrs.  Kutsher,  G.  W Asheville 

Mrs.  Lafferty,   J.   O Charlotte 

Mrs.  Lafferty,   Robert  H. 

Charlotte 
Mrs.  Lake,   Ralph   C... Greensboro 

Mrs.  Lane,  John Rocky  Mount 

Mrs.  Lane,  M.  E Pinetops 

Mrs.  Lang,   A.   M Morganton 

Mrs.  Large,  H.  Lee Charlotte 

Mrs.  Lassiter,  V.   C. 

Winston-Salem 

Mrs.  Lassiter,  W.  H Selma 

Mrs.  Latham,  J.   R New  Bern 

Mrs.  Lattimore,  E.   B Shelby 

Mrs.  Lawrence,  B.  J Raleigh 

Mrs.  Lawson,  Robert 

Winston-Salem 

Mrs.  LeBauer,  S.  F Greensboro 

Mrs.  Lee,  Mike Kinston 

Mrs.  Lee,  T.  Leslie Kinston 

Mrs.  Lee,   Wayne Charlotte 

Mrs.  Legrand,  Robert 

Greensboro 

Mrs.  Lennon,   H.    C Greensboro 

Mrs.  Lewis,   Clifford   W. 

High    Point 

Mrs.  Lide,  T.  N Winston-Salem 

Mrs.  Liles,  L.   C Raleigh 

Mrs.  Lindsey,  Bart  G. 

Walnut  Cove 
Mrs.  Lindsey,   Robert  B. 

Chapel   Hill 

Mrs.  Little,   H.   L Gibsonville 

Mrs.  Little,  Joseph  R Salisbury 

Mrs.  Little,  Lonnie  M. 

Statesviile 
Mrs.  Littlejohn,   T.   W. 

Winston-Salem 
Mrs.  Llewellyn,  J.   T. 

Williamston 
Mrs.  London,  A.  H.,  Jr.. .Durham 

Mrs.  Long,  B.  L. Glen  Alpine 

Mrs.  Long,  Ha  C Goldsboro 

Mrs.  Long,  V.  M... Winston-Salem 

Mrs.  Long,  W.  L.,  Jr Raleigh 

Mrs.  Long,   W.   M Mocksville 

Mrs.  Lott,    Clifton Asheville 

Mrs.  Lounsbury,  J.  B. 

Wilmington 

Mrs.  Lovill,  R.  J Mount  Airy 

Mrs.  Lowery,  J.   R Salisbury 

Mrs.  Lubchenko,  Nick 

Harrisburg 

Mrs.  Lupton,  C.  C Greensboro 

Mrs.  Lutterloh,   Hayden  ..Sanford 

Mrs.  Lyday,  C.  E Gastonia 

Mrs.  Lyday,   Russell   O. 

Greensboro 
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Mrs.  Lyman,   Richard Durham 

Mrs    Lymberris,  M.  N... Charlotte 

Mrs.  Lynn,  C.  K Valdese 

Mrs.  Lyon,    Brockton. Greensboro 

Mrs.  MacAtee,    George,   Jr. 

Ashevule 

Mrs.  Mackie,  G.  C.  ..Wake  Forest 

Mrs.  Maddrey,   M.   C. 

Roanoke  Rapids 
Mrs    Maeee,  D.  M.  P...Morganton 

Mrs.  Malone,  H.  B Morganton 

Mrs    Maness,   A.   K Greensboro 

Mrs.  Maness,   Paul Burlington 

Mrs    Mangum,    C.   T Leaksville 

Mrs.  Mann,  J.  T High  Point 

Mrs.  Manning,  Isaac   H.,  Jr. 

Durham 
Mrs.  Marr,  J.  T.  ..Winston-Salem 

Mrs.  Marr,   M.   W Pmehurst 

Mrs.  Marsh,  F.  B Salisbury 

Mrs.  Marshall,   James   F. 

Winston-Salem 

Mrs.  Martin,  J.  A Lumberton 

Mrs.  Mason,  Manly ^ewport 

Mrs.  Massey,   C.   C Charlotte 

Mrs.  Matheson,  J.  G £hoskie 

Mrs.  Matheson,  R.  A.  ...Raeford 
Mrs.  Mathews,  James  H...  Oteen 
Mrs.  Mathews,  R.  W...Greensboro 
Mrs.  Matthews,  Vann  M. 

Charlotte 

Mrs.  Matthews,  W.  W 

Leaksville 

Mrs.  Matthews,  Wallace 


Mrs.  McGrath,   F.    B.  Lumberton 

Mrs.  McGuffin,   William   C 

Ashevule 

Mrs.  Mclntyre,  Stephen 

Lumberton 

Mrs.  Mclver,  Lynn Sanford 

Mrs.  McKay,  Clinton  H. 

Charlotte 

Mrs.  McKay,  Hamilton   W. 

Charlotte 


\lpine 

Isto" 
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Mrs.  Matthews,  Wm.  C 


Asheville 
Charlotte 


Mrs.  Mauzy,   Hampton 

Winston-Salem 

Mrs.  Maxwell,    C.    E Beaufort 

Mrs.  May,  W.  J Winston-Salem 

Mrs.  Mayer,  W.  B.-^-Charlotte 
Mrs.  McAdams,  C.  R...  Belmont 
Mrs.  McAdams,   C.   R.,  Jr- 

Charlotte 

Mrs.  McAllister,  H.  M 

Lumberton 

Mrs.  McBryde,  Angus  M. 

Durham 

Mrs.  McBryde,  M.  H Reidsville 

Mrs.  McCain,  P.  P. 

Southern  Pines 

Mrs.  McCall,  W.  H Asheville 

Mrs.  McCampbell,  J.  W. 

Morganton 

Mrs.  McCarty,  R.  L Charlotte 

Mrs.  McClees,  E.  C..       .Elm  City 

Mrs.  McConnell,  H.  R Gastoma 

Mrs.  McCuiston,  A.  M. 

Mount  Olive 
Mrs.  McCutcheon,  W.  B.  Durham 
Mrs.  McDonald,  A.   M...Char lotte 

Mrs.  McDonald,  J.  K Charlotte 

Mrs.  McDowell,  H.  C. 

Winston-Salem 

Mrs    McDowell,  R.  H Belmont 

Mrs.  McDowell,  W.  K Tarboro 

Mrs.  McEachern,  D.  E.        . 

Wilmington 

Mrs.  McElrath,  Percy Raleigh 

Mrs.  McFayden,    0.   L.,   Jr. 

Fayetteville 

Mrs.  McFayden,  0.  L.,  Sr. 

Fayetteville 


Mrs.  McGavran,  E.  G. 


" 


■::■'' 


Chapel  Hill 


Mrs.  McGowan,   Joseph   F 

Asheville 


Mrs.  McKay,  Robert  W. 

Charlotte 

Mrs.  McKay,  W.  P Fayetteville 

Mrs.  McKee,  J.  S Morganton 

Mrs.  McKee,  Lewis   M Durham 

Mrs.  McKenzie,  B.  W Salisbury 

Mrs.  McKinnan,  W.  J. 

Wadesboro 

Mrs.  McKnight,  R.  B...  Charlotte 

Mrs.  McLain,  J.  E Wilson 

Mrs.  McLamb,  G.  L Mebane 

Mrs.  McLaughlin,    C.    S.,    Sr. 

Charlotte 

Mrs.  McLean,  E.  K Charlotte 

Mrs.  McLean,  James   W. 

Fayetteville 
Mrs.  McLean,  Peter.  ..Laurinburg 

Mrs.  McLeod,  J.  C ...Goldsboro 

Mrs.  McLeod,  J.  H Fayetteville 

Mrs.  McMahan,   D.   P. ..Leaksville 

Mrs.  McManus,  H.  F ...Raleigh 

Mrs.  McMillan,  R.  D. 

Red  Springs 

Mrs.  McMillan,  R.  L. 

Winston-Salem 

Mrs.  McMillan,  R.   M. 

Southern   Pines 

Mrs.  McNeill,  C.  A.,  Jr... Elkin 

Mrs.  McNeill,  J.  H. 

North  Wilkesboro 
Mrs.  McPheeters,   S.   B. 

Goldsboro 

Mrs.  McPherson,   C.   W. 

Burlington 

Mrs.  McPherson,   S.   D.,  Jr. 

Durham 
Mrs.  McRae,  Marvin  ..Greensboro 
Mrs.  McTyre,  H.  E. 

Winston-Salem 

Mrs.  Meade,  Forest  C. 

Statesville 
Mrs.  Mebane,  W.   C... Wilmington 

Mrs.  Medlin,  L.  M Tabor  City 

Mrs.  Melchior,  George Wilson 

Mrs.  Menefee,  E.  E.,  Jr.. .Durham 
Mrs.  Merritt,  J.   Fred 

Greensboro 

Mrs.  Metcalf,  L.  E ...Asheville 

Mrs.  Meyers,  Paul Kmston 

Mrs.  Milham,  C.  G Hamlet 

Mrs.  Miller,  H.  R. 

Black  Mountain 

Mrs.  Miller,   0.   L Charlotte 

Mrs    Miller,  R.  B Goldsboro 

Mrs.  Miller,  R.  C Gastoma 

Mrs.  Miller,   R.   P Charlotte 

Mrs.  Miller,  W.  E Whiteville 

Mrs.  Miller,  W.   H Goldsboro 

Mrs.  Milliken,  J.  S. 

Southern  Pines 

Mrs.  Mills,  J.  C. 

North  Wilkesboro 

Mrs.  Mills,  W.  H Greensboro 

Mrs.  Mitchell,  G.  T. 

North  Wilkesboro 

Mrs.  Mitchell,  George Wilson 

Mrs.  Mitchell,  Roy  C Mt.  Airy 


541 

Mrs    Mitchener,  J.  S Raleigh 

Mrs.  Mock,  C.  G Salisbury 

Mrs.  Mock,  Frank  L...  Lexington 
Mrs.  Monroe,  D.   Geddie 

Fayetteville 

Mrs.  Montgomery,  J.   C,  Jr. 

Charlotte 

Mrs.  Montgomery,   J.   C,    Sr. 

Charlotte 

Mrs    Moore,  B.  D Mount  Holly 

Mrs.  Moore,  D.  L Greenville 

Mrs    Moore,  Edward  E... Asheville 

Mrs.  Moore,   H.   B Graham 

Mrs.  Moore,   Julian Asheville 

Mrs.  Moore,   K.   C. Laurinburg 

Mrs.  Moore,  L.  W Beaufort 

Mrs.  Moore,  Oren. Charlotte 

Mrs.  Moore,  R.  A. 

Winston-Salem 

Mrs.  Moore,  R.  L. 

Bessemer  City 

Mrs.  Moore,  Robert Charlotte 

Mrs.  Moorefield,   R.   H. 

Kannapohs 

Mrs.  Mordecai,  Alfred 

Winston-Salem 

Mrs.  Morehead,   R.   P. 

Winston-Salem 

Mrs.  Morey,  Milton 

Morehead  City 
Mrs.  Morgan,   A.   E... Fayetteville 

Mrs.  Morgan,  B.  E Asheville 

Mrs.  Morgan,    Grady Asheville 

Mrs.  Moricle,    Hunter...Reidsville 
Mrs.  Morris,  John.  Morehead  City 

Mrs.  Morris,  L.  M..... Gastonia 

Mrs.  Morrison,  J.  R Statesville 

Mrs.  Moseley,  Z.  V Kinston 

Mrs.  Motley,   Fred   E Charlotte 

Mrs.  Mumford,  A.  M..Winterville 

Mrs.  Munroe,   Collin Charlotte 

Mrs.  Murchison,  D.  R. 

Wilmington 

Mrs.  Murnan,  J.  R Charlotte 

Mrs.  Murray,   R.   L Raeford 

Mrs.  Murray,  W.  G Greensboro 

Mrs.  Murphy,  G.  W Asheville 


Mrs.  Nabers,  G.  CSummerfield 
Mrs.  Nailling,  Richard  ..Asheville 
Mrs.  Nalle,   Brodie   C,   Sr. 

Charlotte 

Mrs.  Nance,   C.   L Charlotte 

Mrs.  Naumoff,   Phillip..  Charlotte 

Mrs.  Neal,  J.  Walter Raleigh 

Mrs.  Neal,   R.   D Charlotte 

Mrs.  Neblett,  H.  C Charlotte 

Mrs.  Neirelle,  C.  H. 

Scotland  Neck 
Mrs.  Nesmith,   L.    E... Laurinburg 

Mrs.  Newell,   L.   B Charlotte 

Mrs.  Newland,  F.  B. 

Pleasant  Garden 
Mrs.  Newman,   Harold    H.,    Jr. 

Salisbury 

Mrs.  Newsome,  H.  C. 

Pilot  Mountain 

Mrs.  Newton,  H.  L Charlotte 

Mrs.  Newton,  W.  K. 

North  Wilkesboro 

Mrs.  Nichols,  R.  E.,  Jr Durham 

Mrs.  Nichols,  T.  R.......Morganton 

Mrs    Nicholson,  Wm.  N..Durham 

Mrs.  Nifong,   Frank Clemmons 

Mrs.  Nisbet,  D.  H...  .  -W* 

Mrs.  Noble,  Robert Raleigh 

Mrs.  Noel,  Wm.  W Henderson 
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Mrs.  Norburn,   Charles   S. 

Asheville 

Mrs.  Norburn,   R.   L Asheville 

Mrs.  Norfleet,   C.   M.,  Jr. 

Winston-Salem 

Mrs.  Norfleet,   N.   C Tarboro 

Mrs.  Norman,  J.  S. 

Kings  Mountain 
Mrs.  Norment,  William  B. 

Greensboro 

Mrs.  Norris,  Chas.   B Charlotte 

Mrs.  Norris,  Donald. ...Cherryville 

Mrs.  Norton,  J.  W.  R Raleigh 

Mrs.  Nowlin,    Preston. ...Charlotte 

Mrs.  O'Briant,   A.   L Raeford 

Mrs.  Odom,  Guy Durham 

Mrs.  Odom,  R.  T..Winston-Salem 
Mrs.  Oehlbeck,  L.  W...Morganton 

Mrs.  Oelrich,  A.   M. Sanford 

Mrs.  Offutt,  Vernon Kinston 

Mrs.  Ogburn   H.    H Greensboro 

Mrs.  Ogburn,   L.   C. 

Winston-Salem 

Mrs.  Ogle,  Ben  C Raleieh 

Mrs.  Olive,  P.  W Fayetteville 

Mrs.  Oliver,    Adlai Raleigh 

Mrs.  Oliver,  J.  A..... Rockwell 

Mrs.  Oliver,   R.  D Selma 

Mrs.  Orgain,   Ed Durham 

Mrs.  Orr,  Charles  C Asheville 

Mrs.  Outland,  R.  B...Rich  Square 
Mrs.  Owen,  Duncan  S. 

Fayetteville 

Mrs.  Owens,  F.  L Pinehurst 

Mrs.  Owens,  Z.  D... Elizabeth  City 

Mrs.  Pace,  K.  B Greenville 

Mrs.  Pace,  S.  E. Wilmington 

Mrs.  Packer,  L.  L Laurel  Hill 

Mrs.  Page,   Geo.   D Charlotte 

Mrs.  Papineau,    Alban  ..Plymouth 

Mrs.  Palmer,  Y.   S Valdese 

Mrs.  Parker,  J.  W Seaboard 

Mrs.  Parker,  0.  L Clinton 

Mrs.  Parker,  P.  G Erwin 

Mrs.  Parker,  Roy Kinston 

Mrs.  Parker,   W.   R Greensboro 

Mrs.  Parker,  W.  T Fayetteville 

Mrs.  Parks,  W.   C High   Point 

Mrs.  Parrot,  John  A Kinston 

Mrs.  Parrot,  Mercer Kinston 

Mrs.  Parrott,  W.  T.,  Jr.. .Kinston 

Mrs.  Parsons,  L.  J Lumberton 

Mrs.  Paschal.  George Raleigh 

Mrs.  Pate,  A.  H. Goldsboro 

Mrs.  Pate,  J.  G Gibson 

Mrs.  Pate,  M.  B St.  Pauls 

Mrs.  Pate,  W.  H Pikeville 

Mrs.  Patterson,  Carl  N.  ..Durham 
Mrs.  Patterson,  F.   M.   S. 

Laurinburg 
Mrs.  Patterson,   Fred   G. 

Chapel  Hill 
Mrs.  Patterson,  Hubert  C. 

Durham 
Mrs.  Patterson,  J.  H.  ..Broadway 
Mrs.  Patton,  W.  H.,  Jr. 

Morganton 

Mrs.  Payne,  J.  A Sunbury 

Mrs.  Pearse,  Richard  L... Durham 

Mrs.  Pearson,   H.   0 Pinetops 

Mrs.  Peasley,  E.  D Asheville 

Mrs.  Peck,  Harold Pinehurst 

Mrs.  Peck,   W.   M McCain 

Mrs.  Peede,   A.    W Lillington 

Mrs.  Peele,  J.  C. Kinston 

Mrs.  Pegg,  F.  G...Winston-Salem 
Mrs.  Pendleton,  Wilson. .Asheville 


Mrs.  Pennington,  G.  W. 

Charlotte 

Mrs.  Perry,  D.  R Durham 

Mrs.  Perry,  H.  B.,  Jr Boone 

Mrs.  Perryman,   O.   C,  Jr. 

Winston-Salem 
Mrs.  Persons,  Elbert  L..  Durham 
Mrs.  Peters,  A.  R.,  Jr. 

Washington 

Mrs.  Peters,  D.   B Asheville 

Mrs.  Pettus,  W.  H.,  Jr..  Charlotte 

Mrs.  Petty,   T.  A Rural   Hall 

Mrs.  Phelps,   J.    M Creswell 

Mrs.  Phifer,  E.  W.,  Jr. 

Morganton 
Mrs.  Phifer,   E.   W.,    Sr. 

Morganton 
Mrs.  Phillips,   E.   N. 

North  Wilkesboro 
Mrs.  Pickard,  H.  M.  .Wilmington 
Mrs.  Pickrell,    Kenneth    L. 

Durham 
Mrs.  Pigford,   R.   T.  ..Wilmington 

Mrs.  Pipes,   David    M Asheville 

Mrs.  Pishkoe,  M.  T Pinehurst 

Mrs.  Pittman,  A.  R..... Lumberton 
Mrs.  Pittman,   R.   L.,   Sr. 

Fayetteville 
Mrs.  Pittman,  W.  A.. .Fayetteville 

Mrs.  Pitts,    W.    R Charlotte 

Mrs.  Piver,  W.  C,  Jr. 

Washington 
Mrs.  Pleasants,  Edward  ..Raleigh 
Mrs.  Plummer,  David   E. 

Thomasville 

Mrs.  Podger,  Kenneth Durham 

Mrs.  Pollock,  Raymond 

New  Bern 

Mrs.  Pool,  B.  B Winston-Salem 

Mrs.  Poole,  P.  P.....Rocky  Mount 

Mrs.  Powell,  Albert Durham 

Mrs.  Powell,   C.  J Wilmington 

Mrs.  Powell,  E.   Charles 

Goldsboro 

Mrs.  Powell,  J.  D Taylorsville 

Mrs.  Powell,   W.    F Asheville 

Mrs.  Powers,  F.  P Raleigh 

Mrs.  Powers,  John  A Charlotte 

Mrs.  Prefontaine,  E.  ..Greensboro 

Mrs.  Pressly,  J.  D Statesville 

Mrs.  Pressly,   J.    L Statesville 

Mrs.  Prince,   Geo.   E Gastonia 

Mrs.  Printz,   Don Asheville 

Mrs.  Proctor,  Richard 

Winston-Salem 

Mrs.  Pugh,  C.  H Gastonia 

Mrs.  Puppel,  Allen  D Durham 

Mrs.  Putney,  Robert,  Jr. 

Elm  City 
Mrs.  Putney,   Robert,   Sr. 

Elm  City 

Mrs.  Quickie,  J.   C Gastonia 

Mrs.  Rabold,  Leonard  G. 

Greensboro 
Mrs.  Rabun,  John  B... Fayetteville 
Mrs.  Rainey,  W.  T.. .Fayetteville 
Mrs.  Ramsey,  J.  G.. ...Washington 

Mrs.  Rand,   C.   H Fremont 

Mrs.  Raney,    Beverly Durham 

Mrs.  Rankin,  W.  S Charlotte 

Mrs.  Ranson,  J.  Lester. .Charlotte 

Mrs.  Raper,  J.   S Asheville 

Mrs.  Rapp,  Ira  H Charlotte 

Mrs.  Rathbun,   Lewis   S. 

Asheville 
Mrs.  Ray,   Frank  L Charlotte 


Mrs.  Ray,  J.  B Leaksville 

Mrs.  Reavis,  Charles  W. 

Greensboro 

Mrs.  Reece,  John  C Morganton 

Mrs.  Reeves,  J.  L Hope   Mills 

Mrs.  Reeves,  Robert  J Durham 

Mrs.  Register,  J.  F Greensboro 

Mrs.  Reid,  C.  Graham...  Charlotte 

Mrs.  Reid,  J.  W Lowell 

Mrs.  Reid,  Ralph   C Pineville 

Mrs.  Reid,  W.  J Greensboro 

Mrs.  Reynolds,   E.   H Reidsville 

Mrs.  Rhodes,  J.  S Raleigh 

Mrs.  Rhudy,   B.   E Greensboro 

Mrs.  Rhyne,   S.   A Statesville 

Mrs.  Rice,  E.  L. Gastonia 

Mrs.  Richardson,   Ernest 

New  Bern 
Mrs.  Richardson,  F.  H. 

Black  Mountain 
Mrs.  Richardson,  J.  J. 

Laurinburg 
Mrs.  Richardson,  Win,  P. 

Chapel  Hill 

Mrs.  Ricks,  L.  E Fairmont 

Mrs.  Riddle,   Harry Gastonia 

Mrs.  Ridge,  Clyde  F...High  Point 

Mrs.  Riggs,   M.   M Drexel 

Mrs.  Riggsbee,  John  B. 

Chapel  Hill 

Mrs.  Ringer,   Paul Asheville 

Mrs.  Riner,   C.   R Greensboro 

Mrs.  Robinson,  Don  E. 

Burlington 

Mrs.  Roberts,  B.  W Durham 

Mrs.  Roberts,  Bryan  N. 

Hillsboro 

Mrs.  Roberts,  Louis  C Durham 

Mrs.  Roberts,  R.  Winston 

Winston-Salem 

Mrs.  Roberts,   W.    M Gastonia 

Mrs.  Robertson,   C.   B Jackson 

Mrs.  Robertson,  Edwin  M. 

Durham 
Mrs.  Robertson,  J.   F. 

Wilmington 
Mrs.  Robertson,  J.  M.  .Harmony 
Mrs.  Robertson,  J.  N. 

Fayetteville 

Mrs.  Robertson,  L.  H Salisbury 

Mrs.  Robertson,  L.  W. 

Rocky  Mount 
Mrs.  Robertson,  Logan.  Asheville 
Mrs.  Robinson,  Chas.  W. 

Charlotte 

Mrs.  Robinson,   J.    L Gastonia 

Mrs.  Robinson,   John    D.. .Wallace 
Mrs.  Rogers,  Gaston. .Chapel  Hill 

Mrs.  Rogers,   J.   R Raleigh 

Mrs.  Rogers,  S.  S Greensboro 

Mrs.  Root,  A.   S Raleigh 

Mrs.  Rose,   A.   H Smithfield 

Mrs.  Rose,   D.   J Goldsboro 

Mrs.  Rose,  James  W Pikeville 

Mrs.  Ross,   Otho  B.,  Jr. 

Charlotte 
Mrs.  Rousseau,  J.   P. 

Winston-Salem 

Mrs.  Rosser,  R.  G Durham 

Mrs.  Rowe,  George  C Marion 

Mrs.  Royal,  Ben  F. 

Morehead  City 

Mrs.  Royal,  D.  M Salemburg 

Mrs.  Royster,    C.   L Raleigh 

Mrs.  Royster,  J.  D Benson 

Mrs.  Ruark,  Robert Raleigh 

Mrs.  Rubins,  A.   S Greensboro 
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Mrs.  Ruffin,   J.    B Ahoskie 

Mrs.  Ruffin,  Julian Durham 

Mrs.  Rundles,  R.  Wayne 

Durham 

Mrs.  Russell,   W.    M Asheville 

Mrs.  Salle,  Geo.  F Washington 

Mrs.  Salter,  Theodore  ....Beaufort 

Mrs.  Sams,  W.  A Marshall 

Mrs.  Sanders,  L.   H Raleigh 

Mrs.  Sanger,  W.  Paul.. ..Charlotte 
Mrs.  Sapp,  O.  L. 

Guilford   College 

Mrs.  Saunders,  J.   T Asheville 

Mrs.  Saunders,  S.  A Aulander 

Mrs.  Saunders,   S.   S...High  Point 
Mrs.  Sawyer,  L.  E. 

Elizabeth    City 
Mrs.  Schiebel,   Herman   Max 

D urn  am 
Mrs.  Schoenheit,  E.  W... Asheville 
Mrs.  Schwartz,  Nathan 

Goldsboro 
Mrs.  Sehweizer,    Donald    C. 

Greensboro 

Mrs.  Scott,  A.  F Salisbury 

Mrs.  Scott,  P.   S Burlington 

Mrs.  Scott,   S.  F Burlington 

Mrs.  Sealy,  Will   C Durham 

Mrs.  Seay,   H.  L Huntersville 

Mrs.  Seay,   T.   W Spencer 

Mrs.  Selby,   William  ......Charlotte 

Mrs.  Senter,  W.  J Raleigh 

Mrs.  Severn,    H.   D Asheville 

Mrs.  Shafer,   I.   E Salisbury 

Mrs.  Shakelford,   Robert 

Mt.  Olive 

Mrs.  Sharpe,  C.  R Lexington 

Mrs.  Shaw,  J.  A Favetteville 

Mrs.  Shaw,  L.  R Statesville 

Mrs.  Shelburne,   Palmer 
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BREATHLESSNESS,  PALPITATION,  AND  DIZZINESS 
AS  PSYCHOSOMATIC  SYMPTOMS 

Lawrence  C.  Kolb,  M.D.* 
Rochester,  Minnesota 


Since  a  large  number  of  patients  have  been 
referred  to  the  psychiatric  section  of  the 
Mayo  Clinic  complaining  of  breathlessness, 
palpitation  and  dizziness,  it  seemed  possible 
that  such  symptoms  are  a  frequent  problem 
in  the  general  practice  of  medicine.  These 
patients  are  referred  originally  for  study 
with  such  diagnoses  as  coronary  occlusion, 
angina  pectoris,  asthma,  or,  occasionally, 
root  pain  from  a  spinal  cord  tumor.  For  the 
most  part  the  symptoms  have  been  described 
as  occurring  in  acute  episodes. 

When  a  patient  is  seen  during  or  immedi- 
ately after  an  attack  of  apparently  acute  air 
hunger,  complaining  of  uncomfortable  feel- 
ings about  the  heart  with  palpitation  and  diz- 
ziness, it  is  certainly  necessary  to  consider 
seriously  the  presence  of  a  cardiorespiratory 
disorder.  Yet  it  must  be  remembered  that 
these  symptoms  are  frequently  indicative  of 
a  psychosomatic  disorder. 

Patients  with  this  complex  of  symptoms 
may  be  seen  in  different  situations.  An  ap- 
parently healthy  young  woman  may  come  to 
the  office  complaining  of  symptoms  of  short- 
ness of  breath,  pounding  of  the  heart,  and 
giddiness.  Examination  frequently  fails  to 
disclose  any  abnormal  physical  condition. 
During  the  course  of  the  examination  the 
patient  may  appear  restless  and  unduly  dis- 
turbed about  her  physical  condition,  and  may 
complain  of  sensitivity  under  the  left  breast 
when  the  heart  is  palpated.  She  may  blush  or 
appear  to  perspire  unduly. 
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Or  one  may  be  called  out  in  the  middle  of 
the  night  to  see  a  middle  aged  man,  who  says 
that  he  awakened  shortly  before,  quite  out 
of  breath,  with  his  heart  pounding,  and  with 
a  feeling  that  he  was  about  to  die.  Again, 
physical  examination  often  gives  little  clue 
to  the  patient's  obvious  discomfort  and 
alarm.  Such  attacks  may  be  repeated  so  fre- 
quently that  the  patient  becomes  a  nuisance 
and  soon  finds  himself,  unless  under  the  care 
of  a  wise  physician,  subjected  to  a  compli- 
cated and  prolonged  diagnostic  search  for 
some  physical  will-o'-the-wisp.  During  such 
diagnostic  procedures,  a  number  of  opinions 
and  therapeutic  suggestions,  sometimes  dia- 
metrically opposed  and  conflicting,  are  of- 
fered to  the  patient.  In  spite  of  those  advices 
and  various  pharmacologic  ministrations,  his 
illness  often  increases  in  severity.  Eventu- 
ally, as  a  last  resort,  the  patient  may  be  sent 
to  a  psychiatrist. 

While  many  patients  with  symptoms  of 
shortness  of  breath,  giddiness  and  palpita- 
tion are  seen  and  treated  by  psychiatrists,  by 
far  the  greater  majority  are  managed  by 
their  own  physicians.  Furthermore,  the  treat- 
ment of  many  of  these  patients  is  reasonably 
successful  over  long  periods  of  time  in  the 
hands  of  certain  practitioners.  Within  the 
past  six  months  I  have  re-examined  several 
patients  who  were  seen  shortly  after  World 
War  I  with  the  series  of  symptoms  men- 
tioned. These  patients  had  returned  home 
and,  though  troubled  from  time  to  time  by 
their  symptoms,  had  managed  to  raise  a 
family  and  maintain  their  positions.  Al- 
though they  were  never  entirely  well  or  with- 
out  symptoms    and    although    nothing   was 
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learned  in  regard  to  the  effect  of  their  con- 
tinuing illness  upon  their  children,  they  had 
remained  effective  members  of  their  com- 
munity. Unfortunately  for  the  thesis  to  be 
developed,  few  details  of  the  care  provided 
them  by  their  local  physicians  were  ob- 
tained. 

The  Hyperventilation  Syndrome 
Quite  commonly  the  patient  who  is  re- 
ferred for  psychiatric  study,  after  extensive 
examinations  to  determine  the  cause  of  these 
symptoms,  inquires — and  often  with  obvious 
resentment — whether  his  condition  is  imag- 
inary. When  informed  that  this  is  not  the 
case,  he  occasionally  comments  that  his 
friends  or  medical  attendants  seem  to  feel 
that  it  is.  Their  attitude  has  aroused  his 
indignation,  and  feelings  of  personal  doubt 
and  shame. 

Most  certainly  the  patient's  symptoms  are 
not  imagined.  Usually  these  psychosomatic 
symptoms  are  an  expression  of  the  hyper- 
ventilation syndrome.  If  this  symptom  com- 
plex is  not  diagnosed  before  the  patient  com- 
plains of  numbness  of  the  extremities  and 
face  or  until  overt  signs  of  tetany  develop, 
it  will  frequently  go  unrecognized.  The  initial 
symptom  of  overbreathing  is  lightheadedness 
or  giddiness.  If  hyperventilation  is  con- 
tinued, the  patient  has  a  feeling  that  he  is 
about  to  faint;  his  gait  may  seem  unsteady, 
and  he  may  perspire  profusely.  The  next  de- 
velopment is  a  sensation  of  air  hunger,  with 
a  feeling  of  pressure  in  the  thorax.  Some  pa- 
tients refer  this  to  the  heart,  while  others 
speak  of  it  as  a  "band-like"  feeling.  At  this 
point  the  patient  often  becomes  panicky  and 
increases  the  depth  and  rate  of  his  breathing, 
thereby  aggravating  the  initial  cause  of  his 
subjective  symptoms.  Tingling  sensations 
then  develop  in  the  tips  of  the  extremities, 
about  the  mouth,  and  sometimes  around  the 
eyes.  There  may  ensue  tetanic  contractures 
of  the  fingers  and  toes.  With  growing  panic, 
disturbances  of  awareness  and  even  hysteri- 
cal behavior  may  follow.  The  attack,  if  con- 
tinued further,  may  actually  lead  to  loss  of 
consciousness. 

The  initial  stage  of  overbreathing  may  be 
so  slight  in  degree  that  it  escapes  the  aware- 
ness of  the  patient.  The  irregular  respiratory 
rhythm  of  the  anxious  person,  with  his  ten- 
dency to  sighing  and  yawning  may,  if  suffi- 
ciently prolonged,  lead  to  a  considerable  re- 


duction in  his  alveolar  carbon  dioxide  ten- 
sion, producing  the  symptoms  of  hyperventi- 
lation and  consequent  alkalosis  without  ob- 
vious overbreathing. 

In  those  patients  who  present  only  the  in- 
itial symptoms  of  giddiness,  breathlessness, 
and  palpitation  or  a  pressure  sensation  in 
the  thorax,  it  is  well  worth  while,  diagnosti- 
cally  and  therapeutically,  to  have  the  patient 
overbreathe  for  a  period  of  two  minutes  while 
in  a  sitting  position.  Customarily,  I  demon- 
strate to  the  patient  what  is  desired  by  per- 
sonally breathing  deeply  and  rapidly  for  a 
few  seconds.  Then  he  is  requested  to  attempt 
the  same  for  two  minutes,  or  as  long  as  he 
feels  able.  Many  patients  will  discontinue  the 
overbreathing  in  sixty  or  ninety  seconds,  stat- 
ing that  they  cannot  go  on.  With  some,  en- 
couragement is  needed  to  have  them  pursue 
the  test  for  a  sufficient  period  of  time.  If 
the  patient's  symptoms  are  due  to  hyperven- 
tilation, they  will  be  reproduced  by  this  pro- 
cedure, often  to  the  surprise  of  the  patient. 
More  important,  perhaps,  than  the  diagnos- 
tic value  of  this  test  is  the  realization  it  gives 
the  patient  that  the  physician  has  the  pro- 
per respect  for  his  symptoms  and  for  him  as 
a  person.  This  is  the  first  step  in  the  man- 
agement of  his  anxiety  state.  In  a  few  in- 
stances the  reproduction  of  the  patient's 
symptoms  through  the  diagnostic  hyperventi- 
lation test,  together  with  advice  as  to  how  an 
attack  of  hyperventilation  may  be  controlled 
by  rebreathing  into  a  paper  bag,  is  suffi- 
cient to  relieve  the  patient. 

Anxiety  as  a  Cause  of  Hyperventilation 
However,  the  majority  of  patients  with 
the  symptoms  mentioned  are  suffering  from 
more  deep-seated  emotional  disturbances,  in 
which  anxiety  is  manifested  episodically 
through  the  symptoms  described.  Oftentimes 
these  symptoms  are  only  a  small  portion  of 
the  total  complaint.  Additional  questioning 
may  reveal  significant  difficulties  in  the  pa- 
tient's past  performance  in  his  social,  intel- 
lectual, and  occupational  life. 

There  is  no  necessity  to  elaborate  to  any 
medical  group  the  multiple  physiologic  mani- 
festations of  anxiety.  All  of  us  recognize  that 
the  structure  and  function  of  the  autonomic 
nervous  system — the  nervous  system  through 
which  anxiety  and  other  emotions  are  dis- 
charged— are  such  that  symptoms  of  anxiety 
may  be  referred  to  any  organ  or  system.  It 
is  not  surprising  that  anxiety  should  make 
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itself  manifest  through  the  respiratory  sys- 
tem. From  the  first  breath  of  the  infant,  emo- 
tions are  expressed  through  the  respiratory 
system;  laughing,  crying,  sighing,  talking, 
screaming,  and  whispering  are  all  expressive 
of  various  emotions  which  require  the  utili- 
zation of  the  respiratory  musculature.  The 
difficulty  in  understanding  the  origin  of  anx- 
iety attacks  lies  perhaps  in  the  unfortunate 
manner  in  which  this  term  is  defined.  It  has 
been  stated  that  anxiety  denotes  apprehen- 
sion, fearfulness,  or  fear.  By  some  it  has 
been  defined  as  an  unpleasant  emotion,  or 
as  an  emotion  generated  by  a  conflict  of 
forces  in  the  economy  of  the  person  and  used 
by  the  ego  as  a  warning  signal  that  the  per- 
sonality has  been  threatened.  The  threat,  it 
has  been  stated,  may  come  from  outside  the 
body  or  from  forces  that  arise  within  the 
personality.  Anxiety  has  been  contrasted  with 
fear.  And  fear  has  been  described  by  some 
psychiatrists  as  anxiety  which  results  from 
an  external  force. 

Those  definitions  have  never  been  of  assis- 
tance to  me  in  trying  to  uncover  the  causa- 
tive factors  responsible  for  the  acute  anxiety 
attacks  of  my  patients.  Sullivan's  precise  def- 
inition of  anxiety,  on  the  other  hand,  de- 
scribes this  emotion  in  interpersonal  terms 
and  immediately  delineates  the  data  which 
one  must  seek  in  order  to  determine  the  ori- 
gin of  a  specific  anxiety  attack  occurring  in 
a  particular  individual  and  in  a  particular 
situation.  To  Sullivan,  anxiety  is  a  state  of 
tension  which  occurs  when  one  is  in  anticipa- 
tion of  an  unfavorable  estimate  by  some  oth- 
er significant  person.  I  wish  to  repeat  that: 
Anxiety  is  a  state  of  tension  which  occurs 
when  one  is  in  anticipation  of  an  unfavorable 
estimate  by  some  other  significant  person.  In 
other  words,  if  you  wish  to  understand  the 
cause  for  an  acute  anxiety  state,  the  economic 
way  to  do  so,  after  satisfying  yourself  that 
the  original  symptoms  are  not  due  to  some 
physical  disease,  is  to  turn  your  immediate 
attention  to  the  personal  relations  of  the 
patient. 

This  statement  does  not  mean  that  the 
symptoms  mentioned  are  always  due  to  the 
dread  or  expectation  of  unfavorable  recep- 
tion by  another  person.  Certainly  similar 
symptoms  may  be  induced  by  fear  of  immi- 
nent destruction  or  by  the  frustration  of 
some  physical  need.  The  following  personal 


observations,  made  during  the  recent  war, 
may  illustrate  the  situational  differences  ex- 
isting between  fear  and  anxiety.  The  ship 
on  which  I  served  as  neuropsychiatrist  was 
responsible  at  one  time  for  accepting  for 
treatment  patients  evacuated  from  the  Phil- 
ippine combat  areas.  The  men  reached  this 
ship  within  a  few  hours  to  several  days  after 
their  combat  experience.  Those  with  symp- 
toms of  combat  neurosis  were  still  subject 
to  attacks  of  gross  panic,  characterized  by 
tremulousness,  breathlessness,  palpitation, 
giddiness  and  other  complaints,  when  they 
were  disturbed  by  noises  or  at  night  when 
they  were  suffering  combat  dreams.  Their 
symptoms  rapidly  subsided  when  the  ship 
withdrew  from  the  combat  zone  and  their 
fear  of  imminent  death  was  alleviated. 

At  another  time  it  was  the  ship's  assign- 
ment to  move  some  of  these  men,  now  sta- 
tioned in  base  hospitals  far  behind  the  com- 
bat zone,  to  the  United  States.  Such  patients 
usually  began  the  trip  with  a  high  degree  of 
enthusiasm.  However,  in  the  last  two  or  three 
days  of  each  voyage  it  was  apparent  that  a 
number  of  the  men  were  again  in  difficulty. 
Their  symptoms  recurred;  they  slept  less 
well;  and  more  than  one  made  suicidal  at- 
tempts. These  men  now  had  anxiety — anx- 
iety over  the  manner  in  which  they  would 
be  received  by  their  families,  wives,  and 
friends.  How  would  they  explain  their  re- 
turn to  their  home  from  the  combat  area 
without  a  wound?  Would  they  be  accepted 
by  their  friends  and  relatives  as  having  hon- 
orably discharged  their  duties?  Could  they 
accept  for  themselves  the  inability  to  con- 
tinue with  their  units  in  combat? 

Uncovering  the  Causes  of  Anxiety 
Revealing  histories  concerning  the  cause 
of  the  acute  anxiety  attack  are  often  ob- 
tained by  using  the  following  method.  Once 
a  careful  physical  examination  has  been  com- 
pleted and  it  is  certain  that  no  organic  ex- 
planation exists,  the  history  of  the  attack  in 
which  the  patient  had  his  symptoms  should 
be  reviewed.  At  this  time  details  should  be 
sought  as  to  the  social  setting  in  which  the 
attack  occurred.  The  patient  should  be  asked 
to  recount  everything  that  took  place  just 
prior  to  the  onset,  including  the  company  he 
was  keeping  and  even  the  conversation  and 
his  thoughts  relative  to  this  conversation.  It 
may  be  learned  that  the  patient  was  then  in 
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company  with  some  person  important  to  him 
■ — a  parent,  wife,  employer,  or  close  friend — 
and  that  the  nature  of  the  relationship  at  the 
time  was  conducive  to  the  development  of 
doubt  regarding  himself.  He  may  have  ex- 
pected criticism  for  something  he  had  done, 
or  he  may  have  been  anxious  over  his  own 
impulses  of  anger  or  resentment  toward  the 
other  important  person.  In  some  instances 
he  may  have  been  concerned  over  other  so- 
cially prohibited  impulses,  such  as  sexual  de- 
sires. 

Needless  to  say,  one  does  not  always  devel- 
op this  information  when  first  discussing 
the  setting  of  the  anxiety  attack  with  the 
patient.  However,  such  patients  invariably 
have  further  attacks,  and  the  attempt  to  an- 
alyze the  interpersonal  conflict  initiating 
each  individual  attack  usually  bears  fruit. 
Eventually  a  more  or  less  consistent  pattern 
producing  the  anxiety  attack  becomes  evi- 
dent, if  the  patient  is  given  the  opportunity 
of  discussing  in  detail  the  setting  of  each 
individual  attack.  As  he  becomes  aware  of 
the  similarity  of  the  conflicts  arousing  the 
anxiety  in  each  situation,  and  is  able  to  ac- 
cept the  emotion  generated  thereby,  his 
symptoms  disappear. 

Of  course  there  are  many  patients  who 
have  the  episodic  attacks  of  breathlessness, 
palpitation,  and  giddiness  when  alone,  either 
awake  or  asleep.  The  anxiety  attack  which 
occurs  when  the  patient  is  awake  and  alone 
is  probably  induced  by  tension  resulting  from 
anticipation  of  some  unfavorable  estimate  by 
another  individual.  These  inner  thoughts, 
hard  to  express  and  often  not  easily  recalled, 
are  not  obtained  without  difficulty.  Never- 
theless, the  patient  should  be  asked  about 
his  thoughts  immediately  preceding  the  on- 
set of  his  symptoms.  Not  infrequently  this 
question  yields  some  immediately  revealing 
information. 

It  is  extraordinary  how  frequently  the 
acute  anxiety  attack  occurs  at  night  and  is 
mistaken  for  an  attack  of  nocturnal  dyspnea 
due  to  cardiac  disease.  It  is  also  extraordi- 
nary that,  in  our  eagerness  to  assess  the  pos- 
sible physical  factors  underlying  an  illness, 
we  seldom  try  to  imagine  the  patient's  pos- 
sible experience  and  its  emotional  effect  upon 
him.  The  commonest  cause  for  awakening 
at  night  startled,  short  of  breath,  in  a  sweat, 
with  palpitation  of  the  heart,  is  a  terrifying 
dream  or  nightmare.  If  the  patient  is  then 


overwhelmed  by  panic,  an  attack  of  hyper- 
ventilation may  ensue.  The  psychic  origin  of 
the  nocturnal  attack  is  frequently  missed, 
simply  because  the  physician  does  not  ask 
whether  the  patient  was  dreaming. 

Methods  of  Management 
Three  specific  cases  will  serve  to  illustrate 
the  management  of  patients  with  these  symp- 
toms. 

Case  1 

A  25  year  old  woman  was  referred  by  her  physi- 
cian with  a  statement  that  she  was  suffering  from 
transitory  attacks  of  stiffness  in  the  hand.  It  was 
learned  that  three  years  previously  she  first  had 
an  attack  in  which  she  seemed  short  of  breath,  and 
within  a  few  moments  felt  giddy  and  had  some 
tingling  sensations  in  the  fingers  of  her  hands; 
shortly  thereafter  a  cramp-like  spasm  developed  in 
the  fingers  of  the  hand  and  persisted  for  several 
minutes.  She  could  not  recall  the  setting  in  which 
the  attack  occurred.  She  was  examined  carefully  at 
this  time,  but  no  physical  disease  was  discovered. 
She  remained  well  until  two  years  later,  when  she 
had  a  similar  attack  while  taking  flying  lessons.  The 
condition  cleared  up  immediately  after  the  plane  had 
landed.  A  similar  seizure  occurred  four  months  later. 

A  careful  study  failed  to  reveal  any  disturbance 
of  metabolism  or  of  the  endocrine  system.  From  her 
c'escription  of  the  attacks  it  was  felt  that  she  might 
have  been  suffering  from  hyperventilation.  She  was 
unable  to  recall  the  details  of  her  thoughts  and  feel- 
ings in  relation  to  her  first  attack,  but  did  mention 
that  she  was  fearful  about  flying  before  the  second 
and  third  attacks.  The  patient  was  asked  to  over- 
breathe,  and  within  a  period  of  two  minutes  there 
developed  the  full  blown  picture  of  a  tetanic  con- 
tracture of  the  hand,  as  well  as  paresthesias  of  the 
extremities  and  face,  and  subjective  sensations  of 
giddiness  and  faintness.  She  was  informed  that  her 
symptoms  might  recur  in  situations  where  she  was 
made  anxious  or  fearful,  and  advised  that  the  symp- 
toms could  be  relieved  by  rebreathing  or  by  holding 
her  breath.  She  has  remained  free  of  symptoms  since 
this  demonstration  several  years  ago. 

Case  2 

This  patient  was  a  57  year  old  woman  who  had 
been  under  medical  care  since  her  menopause  at  the 
age  of  50.  At  the  onset  of  the  menopause  she  com- 
plained of  headaches,  nausea,  tremulousness,  and 
cold  sweats.  Her  blood  pressure  was  found  to  be 
180  systolic,  90  diastolic.  She  was  treated  by  diet  and 
Theominal,  and  made  regular  visits  to  her  physi- 
cian. She  did  well  for  a  period  of  five  years,  until 
her  treatment  by  this  physician  was  abruptly  ter- 
minated when  her  husband  had  an  argument  with 
the  doctor's  wife. 

The  patient  was  brought  to  me  two  years  later 
by  her  husband,  who  stated  in  her  presence  that  he 
could  no  longer  stand  her  "huffing  and  puffing."  In 
the  intervening  two  years  he  had  taken  her  to  sev- 
eral other  physicians  for  her  increasingly  frequent 
and  severe  attacks  of  dyspnea.  The  patient  described 
these  as  occurring  only  in  the  morning  upon  awak- 
ing. She  then  seemed  short  of  breath,  and  soon 
became  dizzy  and  weak;  she  noticed  palpitation,  fol- 
lowed by  tingling  and  numbness  about  the  mouth  and 
tips  of  the  extremities.  The  attacks  now  were  oc- 
curring daily.  Each  morning  they  prevented  her 
husband  and  daughter  from  going  to  work,  and  kept 
her   from    preparing   the   breakfast    and    doing   the 


October,   1950 


HYPERVENTILATION— KOLB 


549 


housework.  She  had  been  advised  to  "snap  out  of 
it,"  and  had  been  given  sedatives  and  ammonium 
chloride   without  avail. 

The  only  abnormality  observed  on  physical  ex- 
amination was  a  slight  elevation  of  blood  pressure. 
She  was  requested  to  hyperventilate,  and  it  was 
demonstrated  to  her  that  her  symptoms  could  be 
reproduced  by  this  mechanism.  The  patient  was  con- 
sidered to  have  essential  hypertension  complicated 
by  attacks  of  hyperventilation  due  to  anxiety. 

From  spontaneous  remarks  made  by  the  patient 
at  this  time,  it  was  learned  that  during  the  period 
of  overbreathing  she  was  concerned  about  dying — 
not  the  possibility  of  her  own  death,  but  the  death 
of  her  husband.  She  spoke  of  the  recent  death  of 
her  brother  from  heart  disease  and  cancer.  She  went 
on  to  state  that  her  children  had  now  grown  up  and 
no  longer  needed  her.  It  was  learned  that  the  family 
recently  had  threatened  her  with  hospitalization  in 
a  mental  institution.  Her  past  history  indicated  that 
she  was  a  driving,  energetic  woman  who  had  been 
completely  immersed  in  her  family  and  who  felt  lost 
since  her  children  had  grown  up  and  left  the  family 
home.  It  was  inferred  from  her  remarks  about  death 
that  she  harbored  some  resentment  toward  her  hus- 
band, who  certainly  showed  little  sympathy  with  her 
during  the  initial  interview.  It  appeared  that  her 
anxiety  attacks  were  induced  when  she  repressed 
resentful  feelings  toward  her  husband  and  family — 
emotions  which  were  unacceptable  to  her,  as  they 
also  threatened  further  separation  from  her  family. 

When  seen  next,  she  stated  that  she  had  not  had 
further  attacks  of  breathlessness.  It  was  learned  that 
she  had  married  her  husband  suddenly  after  being 
jilted,  and  had  given  up  an  excellent  job  at  the 
time.  Her  own  daughter  had  been  jilted  some  six 
months  ago.  She  described  her  husband  as  being 
self  centered,  buried  in  his  work,  disinterested  in 
social  life,  and  disparaging  in  his  attitude  toward 
her  activities  at  church  and  her  recreations.  He  was 
seen  and  advised  to  spend  more  time  with  his  wife. 

In  three  subsequent  visits  she  was  encouraged  to 
ventilate  her  unacceptable  feelings  in  regard  to  her 
husband  and  family.  She  commented  on  the  fact  that 
she  wished  to  resume  typing  and  piano  playing. 
She  was  frank  in  speaking  of  her  anger  toward  her 
husband  for  his  years  of  indifference  and  obstinacy 
and  ridicule,  culminating  when  he  forbade  her  to 
continue  to  attend  the  doctor  who  had  helped  her 
so  well  throughout  the  menopause.  The  patient  was 
encouraged  to  plan  activities  outside  the  home  which 
might  help  to  make  her  less  dependent  on  the  fam- 
ily. 

When  the  patient  had  been  without  over- 
breathing  attacks  and  without  drugs  for  more  than 
a  month,  and  was  again  doing  her  housework,  she 
decided  that  further  treatment  was  unnecessary, 
since  her  immediate  symptoms  had  been  relieved. 

This  case  illustrates  several  important  fac- 
tors in  the  management  of  these  cases.  First, 
the  patient  was  made  aware  of  the  physiolo- 
gic mechanism  underlying  the  attacks  by 
having  her  hyperventilate.  This  test  also 
made  her  realize  that  her  symptoms  were  re- 
garded as  significant  in  themselves.  Second, 
a  series  of  simple  psychotherapeutic  discus- 
sions allowed  the  patient  to  express  herself 
freely  in  regard  to  her  emotions  and  attitude 
toward  her  family.  This  ventilation  of  her 
feelings,  interspersed  only  with  a  few  direc- 
tional questions  indicating  her  possible  an- 


ger and  resentment,  relieved  her  of  her  symp- 
toms. The  patient's  own  statements  were  re- 
peated to  her  verbatim  in  order  to  indicate 
to  her  her  feelings  toward  others.  Third,  this 
patient  was  an  excellent  choice  for  brief  psy- 
chotherapy, as  she  gave  a  history  of  previous 
satisfactory  adjustment  at  home,  at  work, 
and  in  marriage. 

Not  all  patients  presenting  these  symptoms 
have  such  superficially  imbedded  and  easily 
exposed  sources  of  anxiety.  Very  frequently 
such  persons  are  suffering  from  a  long  stand- 
ing, complex  psychoneurosis,  as  is  indicated 
by  a  history  of  other  symptoms  and  of  dif- 
ficult adjustment  in  the  parental  home,  at 
school,  or  later  in  various  adult  activities. 
Such  patients  are  unsuitable  for  attempts  at 
brief,  uncovering  psychotherapy  of  the  type 
used  in  case  2. 

Case   3 

A  27  year  old  woman  came  in  complaining  of 
episodic  attacks  characteristic  of  hyperventilation.  In 
addition,  she  described  multiple  fears.  There  were 
phobias  about  getting  on  streetcars  or  busses,  going 
to  the  movies,  and  going  out  to  supper.  She  was 
also  afraid  that  she  would  not  live  up  to  the  ex- 
pectations of  her  mother,  was  dubious  about  her 
own  capabilities,  and  indicated  that  her  marriage 
was  in  difficult  straits  and  that  she  had  previously 
been  separated  from  her  husband  for  a  period  of 
eighteen  months.  She  stated  that  their  only  son  was 
a   bed-wetter. 

Brief  questioning  elicited  the  information  that 
her  mother  had  been  a  nagging,  sadistic  person,  who 
unmercifully  switched  the  patient  and  her  brother 
whenever  they  failed  to  obey  her  command.  The  fa- 
ther, a  mild,  subservient  individual,  had  seldom  been 
at  home.  The  patient  was  a  quiet  and  obedient, 
though  fearful,  child,  usually  timid  and  retiring, 
who  felt  that  she  must  always  acquiesce  to  the 
wishes  of  others  or  be  subject  to  their  criticism  and 
withdrawal  of   affection. 

The  diagnosis  in  this  case  was  long  standing  anx- 
iety neurosis,  associated  with  the  hyperventilation 
syndrome  and  a  phobic  state.  The  anxiety  attacks 
occurred  regularly  in  situations  wherein  the  pa- 
tient's husband  or  mother,  or  even  the  doctor  did 
something  or  said  something  to  arouse  her  anger. 
She  could  not  allow  herself  to  expr-ess  her  anger, 
as  she  feared  that  this  would  lead  to  further  criti- 
cism and  rejections.  Although  the  majority  of  anx- 
iety attacks  were  relieved  after  several  months  of 
psychiatric  treatment,  she  was  not  entirely  free  of 
her  symptoms  of  dizziness  and  palpitation  and  of  her 
phobias  until  a  year  of  regular  visits  had  elapsed. 

The  physician  who  first  sees  the  patient 
presenting  these  psychosomatic  expressions 
of  anxiety  should,  as  soon  as  he  has  made  his 
diagnosis,  decide  on  some  positive  approach 
to  treatment.  The  patient  whose  symptoms 
are  of  recent  onset,  who  is  known  to  have 
been  successful  in  his  business,  marriage,  and 
social  life,  and  who  has  no  symptoms  indica- 
tive of  a  complicated  psychoneurotic  or  psy- 
chotic process  may  be  expected  to  do  well 
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with  simple  medical  treatment  along  the  lines 
described.  Patients  whose  family  and  per- 
sonal histories  indicate  serious  disturbances 
in  the  past  should,  if  possible,  be  referred  to 
a  psychiatrist  for  treatment.  However,  there 
are  some  instances  in  which  this  cannot  pos- 
sibly be  done.  In  either  circumstance,  addi- 
tional time  devoted  to  getting  a  detailed  his- 
tory of  the  interpersonal  situation  in  which 
the  attacks  of  giddiness,  breathlessness  and 
palpitation  occur,  allowing  and  encouraging 
the  patient  to  speak  freely  of  his  ideas  and 
attitude  in  regard  to  his  illness  and  to  those 
about  him,  will  be  found  highly  rewarding. 
If  such  patients  require  medication,  it  is  pref- 
erable to  give  them  small  doses  of  the  bar- 
biturates, rather  than  morphine  or  other 
narcotics,  including  Demerol. 

There  is  one  prerequisite  to  the  successful 
handling  of  the  patient  with  an  anxiety  state. 
This  is  freedom  from  anxiety  in  the  physi- 
cian himself.  Patients  often  comment  on  the 
apparent  uneasiness  of  their  doctors,  be- 
trayed through  failure  to  state  directly  that 
the  symptoms  are  due  to  nervousness  or  anx- 
iety, through  the  prescription  of  a  multitude 
of  drugs  in  order  to  provide  symptomatic  re- 
lief, and  also  through  the  need  to  repeat  diag- 
nostic tests  already  performed,  or  to  subject 
the  patient  to  new  and  more  complicated  di- 
agnostic procedures.  The  patient's  impression 
of  the  seriousness  of  his  condition  often  bears 
a  direct  relationship  to  the  number  of  ex- 
aminations, special  tests,  and  medications 
which  are  administered  to  him.  None  of  us 
are  equipped,  through  training  or  experience, 
to  treat  all  conditions  effectively.  Nor  are 
we  equipped  by  temperament  to  handle  all 
varieties  of  emotional  disease.  If  there  is  un- 
easiness or  doubt  in  the  physician's  mind  re- 
garding his  relationship  to  a  particular  pa- 
tient, this  should  be  recognized  for  what  it 
is — personal  anxiety — and  as  an  indication 
that  this  patient  might  better  be  treated  by 
a  colleague. 


Many    troubles    of   the    general    practitioners    are 

due  to  faults  of  their  own.  The  chief  of  these  is 
laziness.  This  makes  them  fail  to  make  diagnoses 
they  should  be  able  to  make,  and  to  give  treatments 
they  ought  to  give.  It  makes  them  neglect  to  read 
medical  journals  and  to  do  postgraduate  study.  It 
makes  many  of  them  mere  directors  of  patients  to 
specialists.  No  wonder  patients  so  treated  by  their 
family  doctor  by-pass  him,  and  go  directly  to  the 
specialist. — W.  D.  Gatch:  The  Preservation  of  Gen- 
eral Practice,  J.  Indiana  M.  Assoc.  41:826  (August) 
1948. 


THE  ROLE  OF  THE  PHYSICIAN  IN  THE 
DIAGNOSIS  OF  BREAST  CARCINOMA 

Eugene  P.  Pendergrass,  M.D. 

Philadelphia 

Although  hundreds  of  scientists  have 
worked  for  years  on  studies  of  cancer,  the 
fundamental  principle  in  the  treatment  of 
the  disease  has  not  changed.  Today,  as  in  the 
earliest  known  time,  the  only  way  to  treat 
cancer  successfully  is  by  removal  or  destruc- 
tion of  the  cancerous  tissue. 

Early  Treatment  of  Cancer  Requires  Early 
Discovery 

The  public  is  being  educated  to  under- 
stand that  early  cancer  is  curable.  In  order 
to  treat  cancer  early,  it  must  be  discovered 
early.  The  best  chance  of  removing  or  de- 
stroying cancer  completely  is  while  it  is  all 
in  one  place — that  is,  before  it  has  metasta- 
sized. This  is  called  the  first  stage  of  can- 
cer. Both  the  patient  and  the  physician  share 
in  the  responsibility  for  discovering  the  dis- 
ease while  it  is  in  this  stage. 

The  patient  is  the  first  line  of  defense 
against  cancer.  It  is  her  responsibility  to 
watch  for  those  signs  of  cancer  which  can 
be  seen  or  felt,  and  to  consult  a  competent 
physician  immediately  if  she  notes  a  cancer 
sign  or  symptom ;  and  whether  she  has  evi- 
dence of  the  disease  or  not,  to  present  herself 
to  her  physician  regularly  for  a  thorough 
physical  examination.  It  is  the  physician's 
responsibility  to  look  for  and  to  be  able  to 
recognize  signs  of  early  cancer,  both  ex- 
ternal and  internal. 

The  exterior  of  the  body  is  easily  inspected 
and  examined  by  the  individual  herself,  and 
the  responsibility  for  detecting  the  earliest 
signs  of  external  cancer,  therefore,  is  upon 
her.  If  she  does  not  watch  for  those  signs,  or 
if,  after  discovering  them,  she  does  not  seek 
competent  medical  care  until  cancer  has 
passed  its  early  and  most  curable  stage,  she 
has  no  one  but  herself  to  blame  for  the  con- 
sequences. 

The  Role  of  the  Physician 

The  physician  has  an  important  role   to 

play  in  the  early  diagnosis  of  cancer.  His 


From  the  Department  of  Radiology,  Hospital  of  the  Uni 
versity  of  Pennsylvania,  Philadelphia.  Pennsylvania. 

Read  before  the  Second  General  Session,  Medical  Society  of 
the  State  of  North  Carolina,   Pinehurst,   May  3,   1950. 


Iter  a 


October,   1950 


BREAST  CANCER— PENDERGRASS 


551 


efforts  should  be  concerned  with  (1)  im- 
proving his  own  diagnostic  ability,  and  (2) 
teaching  his  patients  how  to  recognize  can- 
cer themselves. 

Over  the  years,  doctors  in  certain  fields 
of  medicine  have  stimulated  their  patients 
to  learn  how  to  help  in  their  own  care.  This 
preventive  type  of  medicine  has  been  em- 
ployed with  considerable  success  by  obstet- 
ricians in  pre-  and  post-natal  cases;  by  pe- 
diatricians in  infectious  disease ;  by  clinicians 
in  the  care  of  diabetes ;  and  by  phthisiolo- 
gists  in  the  treatment  of  tuberculosis.  It  is 
my  belief  that  a  program  of  education  can  be 
prepared  and  given  to  each  patient  by  his 
or  her  doctor  which  will  greatly  increase  the 
opportunities  for  early  diagnosis  in  cancer. 

A  woman  who  wants  to  keep  herself  off 
the  breast-cancer  casualty  list  should  ex- 
amine her  breasts  for  cancer  signs  once  a 
month  if  she  is  past  35  years  of  age.  If  she 
is  younger  she  need  not  examine  them  so  fre- 
quently, but  she  should  do  so  two,  three,  or 
four  times  a  year,  depending  on  her  age.  The 
object  of  these  frequent  examinations  is  to 
detect  signs  of  cancer  as  soon  as  they  ap- 
pear, so  that  diagnosis  and  treatment  may 
be  secured  without  delay.  Delay  is  cancer's 
greatest  ally. 

What  to  Look  for 
The  signs  of  breast  cancer,  which  may  also 
be  signs  of  some  other  abnormal  condition, 
are: 

A  lump. 

Deformity — that  is,  deviation  from 
the  normal  contour  of  the  breast. 
Skin  attachment — that  is,  dimpling 
or  pulling  in  of  the  skin  over  the 
breast,  making  a  slight  depression. 
Retraction  of  the  nipple. 
Bleeding  or   a   discolored  discharge 
from  the  nipple. 
Ulceration. 

An  enlarged  lymph  node  in  the  arm- 
pit. 
Many  of  these  signs  may  indicate  some 
other  abnormality  rather  than  cancer,  and 
a  woman  who  finds  such  a  sign  should  not 
be  overcome  with  fear.  She  should,  however, 
be  put  on  the  alert  to  consult  her  physician 
at  once.  Only  he  can  make  an  accurate  diag- 
nosis. If  the  condition  is  not  cancer,  her 
mind  will  be  put  at  rest;  if  it  is  cancer,  no 
time  will  be  lost  in  securing  treatment. 


1. 
2. 
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4. 
5. 

6. 

7. 


Pain,  as  a  rule,  is  either  a  symptom  of 
late  cancer  or  a  symptom  of  some  other  ab- 
normality. 

Method  of  Examining  the  Breasts 
The  following  instructions  should  be  given 
to  the  patient. 

Inspection 

The  breasts  can  be  inspected  best  before 
a  mirror  with  both  breasts  uncovered.  The 
inspection  should  be  carried  out  in  the  erect 
and  horizontal  posture.  Good  light,  prefer- 
ably daylight,  without  shadows  is  essential. 
One  should  note  the  size  and  position  of  each 
breast.  The  breasts  often  are  different  in 
size,  shape,  and  position.  One  should  de- 
termine whether  one  breast  is  higher  than 
the  other,  whether  there  is  dimpling  of  the 
skin  at  any  point.  The  nipples  normally  are 
directed  downward  and  outward,  and  occa- 
sionally they  are  retracted.  Any  discharge 
from  the  nipples,  deviation  from  the  usual 
alignment,  or  retraction  is  an  important  ob- 
servation. 

Every  portion  of  each  breast  should  be 
carefully  inspected  and  compared  with  the 
opposite  side.  Such  an  inspection  is  facilitated 
by  placing  the  arms  over  the  head  and  rais- 
ing each  breast  gently,  so  that  the  lower 
portions  of  the  breast  may  be  seen. 

Physical  examination 

The  breast  should  be  examined  by  placing 
the  fingers  on  the  breast  and  pressing  gen- 
tly. The  fingers  should  be  moved  from  place 
to  place  on  the  breast  until  the  entire  area 
has  been  felt.  If  the  breast  is  pendulous,  the 
breast  tissue  should  be  gently  examined  be- 
tween the  thumb  and  other  fingers,  the 
thumb  being  placed  on  the  upper  portion  of 
the  breast  and  the  other  fingers  on  the  un- 
der surface.  If  there  is  a  lump  in  the  breast, 
it  will  usually  be  felt  in  the  course  of  this 
examination.  Small  ai'eas  of  breast  tissue 
should  not  be  pinched  between  the  finger 
tips.  If  this  is  done,  the  rolling  of  normal 
breast  tissue  may  be  mistaken  for  a  lump. 

After  completing  the  examination  in  the 
erect  posture,  the  patient  should  lie  down  in 
a  slightly  oblique  position,  placing  a  pillow 
under  the  shoulder  and  chest  so  that  the 
breast  can  be  felt  on  the  chest  wall.  Smaller 
lesions  can  often  be  demonstrated  in  this 
manner.  With  a  hand  mirror,  one  can  see  and 
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examine   every    portion   of   the    breast   and 
axilla. 

If  patients  are  taught  what  to  look  for, 
they  will  often  be  able  to  find  small  lesions 
that  might  be  overlooked  by  the  physician. 
This  is  true  in  patients  before  and  after  op- 
erations, 

The  examination  should  be  made  in  the 
gentlest  possible  manner,  care  being  taken 
not  to  bruise  the  breast  tissue. 

If  any  abnormal  signs  are  found,  a  phy- 
sician should  be  consulted  at  once.  The  pa- 
tient should  avoid  further  manipulation  of 
the  breast.  This  precaution  is  doubly  impor- 
tant if  a  lump  is  present.  Repeated  examina- 
tion may  result  in  separating  small  particles 
of  tissue  from  the  main  growth  and  cause 
them  to  be  carried  through  the  lymphatic 
channels  or  the  blood  stream  to  other  parts 
of  the  body,  where  new  growth  may  be 
started. 

The  patient's  examinations  should  be  re- 
corded in  a  diary,  used  solely  for  that  pur- 
pose. 

Mental  Attitude  Toward  Breast  Cancer 

The  attitude  of  the  individual  woman  to- 
ward breast  cancer  is  an  important  factor  in 
the  control  of  this  disease.  Her  attitude  is 
going  to  determine  whether  we  will  continue 
to  have  15,000  and  more  deaths  annually  in 
this  country  from  cancer  of  the  breast.  She 
can  take  a  sensible  attitude  toward  the  prob- 
lem, attack  it  with  determination,  and  face 
whatever  comes  with  courage ;  or  she  can  be 
so  fearful  that  she  will  not  even  look  for 
signs  of  breast  cancer,  and  will  not  act  if 
she  becomes  aware  of  one.  The  first  atti- 
tude will  accomplish  much ;  the  second  will 
accomplish  nothing. 

There  is  only  one  sensible  course  of  action 
for  the  woman  who  would  guard  herself 
against  breast  cancer.  She  must  watch  for 
early  signs  of  the  disease,  knowing  that  the 
highest  percentage  of  cures  occurs  in  those 
cases  in  which  it  is  discovered  and  treated 
in  its  early  stage.  If  she  finds  a  sign  of  breast 
cancer,  she  should  seek  the  most  competent 
medical  service  available  to  her  and  ask  to  be 
told  the  truth. 

What  has  been  said  concerning  breast  can- 
cer in  women  may  be  said  also  for  men. 
Breast  cancer  in  man  is  infrequent,  forming 
only  1  to  2  per  cent  of  the  total  number  of 


cases;  but   men,   like  women,  seek  medical 
advice  late  in  many  instances. 

Summary 
The  physicians  cannot  be  blamed  entirely 
for  the  delay  in  the  diagnosis  and  treatment 
of  cancer;  the  patients  themselves  are  fre- 
quently to  blame.  Let  us  as  physicians  try 
to  attack  the  problem  by  telling  our  patients 
how  they  can  help  protect  themselves.  It  has 
helped  in  other  fields  of  medicine ;  it  should 
help  in  the  control  of  cancer. 


THE  USE  OF  INSULIN  AND  AMYTAL  IN 
THE  TREATMENT  OF  CERTAIN  FUNC- 
TIONAL GASTROINTESTINAL  COM- 
PLAINTS, WITH  PARTICULAR  REF- 
ERENCE TO  NAUSEA  AND  VOMITING 

M.  Russell  Barnes,  M.D.* 

and 

David  Cayer,  M.D. 

Winston-Salem 

Functional  disturbances  of  the  gastrointes- 
tinal tract  have  steadily  increased  in  inci- 
dence and  have  assumed  greater  importance 
in  medical  practice.  It  has  been  estimated 
that  10  to  20  per  cent  of  the  patients  in 
general  hospitals  are  admitted  primarily  for 
evaluation  and  treatment  of  gastrointestinal 
complaints ;  in  as  many  as  50  per  cent  of 
such  persons,  the  presenting  complaints  are 
ultimately  found  to  be  functional. 

Functional  gastrointestinal  disorders  are 
characterized  by  a  variety  of  symptoms 
which  are  often  related  to  some  psychologic 
disturbance  and  for  which  no  primary  ana- 
tomic or  physiologic  cause  can  be  demonstra- 
ted. These  symptoms  depend  both  upon  the 
constitutional  make-up  of  the  patient,  as  in- 
fluenced by  heredity  and  disease,  and  upon 
the  intensity  of  the  environmental  stimuli 
Functional  gastrointestinal  disturbance  ap- 
pear most  frequently  in  young  persons  — • 
often  as  the  result  of  added  responsibitities 
such  as  marriage,  or  bearing,  rearing,  and 
supporting  a  family ;  the  anticipation  of  fu- 
ture problems,  real  or  imaginary ;  or  the  ap- 
pearance  of  discrepancies  between  ambition 
and  capacity. 
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Not  all  such  disturbances  occur  in  inade- 
quate or  psychoneurotic  patients.  Many  per- 
sons with  reasonably  good  constitutional 
backgrounds  seek  reassurance  as  to  the  ab- 
sence of  organic  disease,  as  well  as  a  logical 
explanation  for  complaints  which  persist  in 
the  presence  of  repeatedly  negative  physical 
and  laboratory  examinations. 

It  is  well  known  that  anorexia  and  nausea 
will  follow  emotional  disturbances  even  in 
completely  stable  individuals.  In  such  per- 
sons, however,  the  symptoms  are  usually  of 
short  duration  and  minimal  intensity.  In  a 
neurotic  or  constitutionally  inadequate  per- 
son the  same  conditions  may  produce  severe 
and  persistent  symptoms.  Often  the  patient 
with  a  functional  gastrointestinal  disturb- 
ance is  fully  aware  of  the  relationship  be- 
tween his  digestive  symptoms  and  emotional 
upheavals.  In  more  chronic  cases,  however, 
the  patient  may  have  forgotten  the  stimulus 
originally  responsible  for  his  persistent  gas- 
trointestinal disorders. 

Symptoms 

The  subjective  manifestations  of  gastroin- 
testinal neuroses  are  numerous,  and  may  mi- 
mic those  of  any  organic  gastrointestinal  dis- 
ease. While  the  chief  comnlaint  is  usually 
that  of  "stomach  trouble,"  it  may  be  de- 
scribed as  an  inability  to  swallow,  filling  up 
quickly  on  eating,  epigastric  discomfort,  in- 
creased salivation,  coated  tongue  and  bad 
taste  in  the  mouth,  belching,  nausea,  post- 
prandial vomiting,  heartburn,  or  epigastric 
gnawing.  The  mechanism  by  which  such 
symptoms  are  produced  is  much  debated.  Al- 
though the  refinement  of  physical  and  labor- 
atory techniques  and  the  more  frequent  use 
of  roentgen  studies  and  gastroscopy  have 
helped  to  separate  the  organic  from  the  func- 
tional disturbances,  there  remains  a  large 
group  of  individuals  in  whom  no  anatomic 
or  physiologic  explanation  can  be  found  for 
the  symptoms  described. 
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The  Need  for  a  Plan  of  Treatment 
Before  the  diagnosis  of  a  functional  gas- 
trointestinal disorder  is  made,  all  possibility 
of  organic  disease  must  be  eliminated.  When 
ltl(l  this  has  been  accomplished  to  the  satisfaction 
of  both  physician  and  patient,  the  physician 
has  not  dischai-ged  his  obligation  solely  by 
reassuring  the  patient  as  to  the  absence  of 
isuch  disease.  He  should  endeavor  to  provide 


the  patient  with  some  rational  explanation 
for  his  complaints,  and  to  outline  for  him  a 
regimen  which  may  be  expected  to  produce 
symptomatic  improvement. 

The  therapy  of  functional  gastrointestinal 
disorders  remains  one  of  the  more  difficult 
problems  in  medicine.  Follow-up  studies  on 
such  cases  reveal  that  the  patient  often  de- 
cides that  his  case  is  hopeless  and  that  the 
physician  is  inadequate.  Because  of  lack  of 
time,  understanding,  or  interest  on  the  part 
of  the  physician,  many  of  these  patients  are 
left  dissatisfied  and  wander  from  one  doctor 
to  another  in  the  hope  of  obtaining  relief. 

The  most  successful  therapeutic  regimens 
in  general  use  at  the  present  time  are  based 
on  a  bland  diet,  antispasmodics,  sedation, 
and  reassurance.  Wilbur  has  reported  that 
50  per  cent  of  the  patients  for  whom  such 
a  regimen  was  prescribed  obtained  relief 
from  functional  digestive  disturbances  for 
an  average  of  two  years'11. 

Physiologic  Effects  of  Insulin 
Since  Sakel,  in  1933,  first  used  insulin  in 
the  treatment  of  psychoses,  it  has  been  em- 
ployed for  many  other  purposes,  such  as 
treating  acute  alcoholism  and  combat-preci- 
pitated psychoses,  and  improving  the  gen- 
eral physical  state  of  malnourished  individ- 
uals'2'. 

The  frequent  occurrence  of  gastrointestinal 
symptoms  in  patients  with  frank  psychiatric 
disorders,  and  the  rapid  improvement  and 
disappearance  of  these  symptoms  m  many 
such  persons  following  insulin  sub-shock 
therapy  suggested  that  insulin  might  be  of 
value  in  the  management  of  other  functional 
gastrointestinal  disturbances. 

The  favorable  effect  of  insulin  on  func- 
tional gastrointestinal  disturbances  has  not 
been  explained.  Hohman  and  Kline'31  postu- 
lated that  insulin  stimulates  the  sympatho- 
adrenal mechanism,  restoring  homeostasis. 
Gellhorn'4'  stated  that  the  hypoglycemia  pro- 
duces marked  stimulation  of  the  sympathetic 
nervous  system.  In  sub-shock  doses,  insulin 
increases  the  volume  of  gastric  secretions ; 
higher  dosages  may  depress  the  secretions. 
Hollander'5'  has  reported  that  the  volume  and 
acidity  of  gastric  secretion  and  of  gastric 
motor  activity  can  be  increased  for  as  long 
as  two  hours  by  administering  enough  in- 
sulin to  reduce  the  blood  sugar  level  below 
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50  mg.  per  100  cc.  Regin(0)  reported  that  gas- 
tric tone  and  contraction  were  first  sup- 
pressed, then  increased,  after  insulin.  It 
seems  fairly  well  established  that  insulin 
produces  an  increase  in  gastric  tone,  mo- 
tility, and  secretions. 

The  use  of  insulin  is  not  without  danger. 
The  effects  of  insulin  on  the  central  nervous 
system  probably  are  due  to  metabolic  anoxia, 
which  may  produce  cerebral  damage.  Such 
changes,  however,  are  invariably  associated 
with  shock,  rather  than  sub-shock  therapy. 
Gilbert'7'  has  also  reported  cardiovascular 
changes  resulting  from  disturbed  cardiac  me- 
tabolism and  the  action  of  adrenaline,  which 
is  secreted  as  a  compensatory  mechanism.  He 
stated  that  the  altered  response  of  the  heart 
to  adrenaline,  as  well  as  the  increased  produc- 
tion of  adrenaline,  can  be  prevented  by  the 
use  of  Prostigmine.  FarrelF1  has  reported 
generalized  cardiac  enlargement  and  an  in- 
crease in  systolic  and  diastolic  blood  pressure 
following  the  administration  of  insulin.  Such 
changes  were  not  noted  in  the  patients  here 
discussed. 

Clinical  Study 
Materials  and  methods 

Twenty-five  hospitalized  persons  were  di- 
vided into  three  groups  as  follows:  (1)  11 
patients  whose  presenting  complaint  was 
nausea  and  vomiting  which  was  functional 
in  origin  (table  1),  (2)  13  patients  with 
neuroses  associated  with  nonspecific  gastro- 
intestinal complaints  (table  2),  (3)  2  pa- 
tients with  organic  disease  associated  with 
nausea  and  vomiting  (table  3). 

All  patients  were  given  a  complete  physi- 
cal examination  by  at  least  two  and  often 
three  independent  examiners.  Where  the  his- 
tory or  findings  suggested  any  psychic  fac- 
tor in  the  illness,  a  psychiatric  consultation 
was  obtained.  Roentgen  studies  of  the  stom- 
ach, duodenum,  small  bowel,  colon,  and  gall- 
bladder were  done.  In  addition  to  the  usual 
routine  laboratory  studies — such  as  the  urin- 
alysis, blood  counts,  and  a  serologic  test  for 
syphilis — proctoscopy,  gastroscopy,  and  liv- 
er function  studies  were  performed  when 
the  symptoms  indicated  a  need  for  these  pro- 
cedures. All  treatment  was  withheld  until 
attempts  to  demonstrate  organic  disease  had 
failed. 

The  following  routine  was  employed  for 
the  administration  of  insulin  and  Amytal, 
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with  minor  variations  depending  upon  the 
reaction  of  the  patient.  The  day  before  treat- 
ment was  started,  a  single  injection  of  10 
units  of  insulin  was  given  before  the  evening 
meal  to  determine  any  possible  sensitivity. 
The  following  morning,  before  the  patient 
had  eaten,  0.2  Gm.  of  Sodium  Amytal  was 
given  orally  at  7  a.m.,  and  at  7:30  a.m.,  20 
units  of  regular  insulin  was  administered 
subcutaneously.  This  initial  dose  of  insulin 
was  increased  by  5  units  on  each  successive 
morning  until  the  desired  effects  were  ob- 
tained. The  treatment  was  usually  continued 
over  a  period  of  seven  to  ten  days.  Sodium 
phenobarbital,  0.1  Gm.,  was  administered 
orally  each  night  at  bedtime.  Side  rails  were 
applied  to  the  bed,  and  the  patient  was  not 
allowed  to  get  up  until  after  he  had  eaten 
breakfast. 

The  optimal  dose  of  insulin  was  consid- 
ered to  be  that  producing  hunger  and  other 
manifestations  of  moderate  hypoglycemia 
without  shock,  stupor,  or  inability  to  cooper- 
ate with  orders.  Usually  the  patient  would 
cloze  until  awakened  to  eat.  Breakfast  was 
delayed  until  9:30  or  10  a.m.  Blood  sugar 
levels  immediately  before  breakfast  were 
usually  in  the  range  of  40  to  60  mg.  per  100 
cc.  The  concomitant  use  of  Sodium  Amytal 
appeared  to  allay  to  a  considerable  degree 
the  anxiety  which  ordinarily  results  from 
hypoglycemia  due  to  insulin.  Only  one  pa- 
tient had  evidence  of  a  more  advanced  shock, 
and  this  responded  readily  to  the  oral  admin- 
istration of  carbohvdrate. 
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Table  2  (Group  2) 
Patients  with  Neuroses  Associated  with 
Nonspecific  Gastrointestinal  Complaints 


Table  3  (Group  3) 
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Results  and  initial  follow-up 

Group  1:  As  might  be  anticipated,  the 
best  results  were  obtained  in  the  patients 
having  nausea  and  vomiting  as  presenting 
complaints  (group  1)  rather  than  in  those 
with  ill  defined,  vague,  and  changing  symp- 
toms. All  the  patients  in  group  1  showed 
great  improvement  (table  1).  In  most  in- 
stances they  ceased  vomiting  within  three  to 
four  days  after  treatment  was  begun,  and 
were  relatively  asymptomatic  at  the  time  of 
discharge.  During  a  follow-up  period  of  two 
years,  only  2  patients  in  this  group  have  had 
recurrences  of  the  initial  symptoms.  In  both 
cases  a  second  course  of  insulin  and  Amytal 
was  again  effective  for  at  least  one  year. 

Group  2:  In  all  except  2  of  the  patients 
having  neuroses  with  associated  gastrointes- 
tinal complaints  (group  2)  and  the  imme- 
diate response  to  treatment  was  good  (table 
2) .  Within  a  period  of  two  years,  however, 
recurrences  of  similar  or  even  new  gastro- 
intestinal symptoms  were  reported  by  half 
the  patients  whose  courses  could  be  followed. 

Group  3:  One  of  the  patients  with  or- 
ganic diseases,  in  whom  a  partial  obstruc- 
tion of  the  small  intestine  was  later  demon- 
strated at  operation,  was  unimproved  by  in- 
sulin and  Amytal.  In  the  second  patient,  how- 
ever— a  38  year  old  man,  who  had  received 
insulin  and  Amytal  sub-shock  therapy  in  a 
psychiatric  institution  prior  to  being  seen 
here — the  treatment  had  resulted  in  prompt 
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cessation  of  the  symptoms  of  nausea  and 
vomiting.  When  they  recurred  several  weeks 
later  and  were  associated  with  headaches,  he 
reported  to  this  clinic.  At  this  time  there 
was  definite  papilledema,  and  subsequent 
craniotomy  revealed  a  tumor  in  the  posterior 
fossa.  This  case  is  included  only  to  empha- 
size the  importance  of  carefully  detailed  and, 
if  necessary,  repeated  studies  to  rule  out  or- 
ganic diseases.  A  favorable  response  to  in- 
sulin therapy  does  not  always  preclude  the 
possibility  of  an  organic  basis  for  digestive 
symptoms. 

Comment 

A  discussion  of  functional  gastrointestinal 
complaints  often  leads  to  a  detailed  analysis 
of  the  etiology  of  psychoneuroses.  While  it 
is  true  that  these  symptoms  frequently  do 
occur  in  psychoneurotic  and  constitutionally 
inadequate  persons,  severe  and  disabling 
symptoms  unrelated  to  demonstrable  organic 
disease  may  often  occur  in  relatively  stable 
individuals  subjected  to  unusual  emotional 
or  physical  stress.  In  both  groups  of  pa- 
tients an  active  program  of  therapy  may  pro- 
duce marked  amelioration  or  even  cure  of 
the  digestive  difficulties. 

A  definite  explanation  for  the  cause  of 
such  symptoms  in  these  patients  cannot  be 
made,  but  in  many  instances  they  are  prob- 
ably related  to  a  distui'bance  of  the  vegeta- 
tive nervous  system.  The  nausea,  retching, 
and  excessive  peristalsis  which  may  follow 
prefrontal  lobotomy  and  small  cerebral 
thromboses,  and  the  instances  of  esophago- 
malacia,  gastromalacia,  and  peptic  ulcer  fol- 
lowing injury  to  brain  tissue  emphasize  the 
importance  of  "the  balance  of  forces"  in  the 
central  nervous  system  in  maintaining  the 
integrity  of  gastrointestinal  function.  Fur- 
ther evidence  of  central  nervous  system  im- 
balance   in    patients    with    gastrointestinal 
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complaints  may  be  reflected  objectively  by 
vasomotor  instability,  gastric  hypermotility, 
dermographia,  dilated  pupils,  labile  pulse  and 
blood  pressure,  and  alteration  in  the  deep 
reflexes.  It  is  entirely  possible  that  many  of 
the  digestive  symptoms  occurring  in  the  ab- 
sence of  recognizable  organic  change  are  re- 
lated to  irritability,  changes  in  motility,  al- 
tered secretory  response,  and  submucosal 
vascular  changes  which  lower  the  pain 
threshold. 

The  uniformly  good  results  noted  during 
and  immediately  after  therapy  with  insulin 
and  Amytal  in  these  selected  persons  can 
probably  be  attributed  to  alterations  in  the 
gastrointestinal  motility  and  secretions,  as 
well  as  to  stimulation  of  the  sympathetic  ner- 
vous system.  Thev  can  scarcely  be  attributed 
to  the  nonspecific  effects  of  hospitalization, 
antispasmodics,  or  other  medication,  since 
the  majority  of  the  patients  had  been  hos- 
pitalized here  and  elsewhere  previously  with- 
out even  transient  relief. 

The  role  of  psychotherapy 

The  importance  of  psychotherapy  in  the 
general  plan  of  treatment  cannot  be  denied. 
In  almost  all  instances  this  was  carried  on 
by  the  internist,  before  and  during  insulin 
therapy.  The  patient,  in  addition  to  feeling 
that  something  is  being  done  for  him,  is 
brought  to  reality  more  strongly  by  the  in- 
creased appetite,  hyperhidrosis,  and  nervous- 
ness. The  treatment  further  provides  reas- 
suring evidence  that  no  organic  disease  is 
present,  by  demonstrating  to  the  patient  that 
he  can  eat  and  retain  food.  Consequently  the 
patient  more  readily  accepts  the  psychic  eti- 
ology and  the  psychotherapeutic  approach  to 
the  problem,  and  further  psychotherapy  is 
greatly  facilitated.  Not  uncommonly  the  se- 
ries of  treatments  provides  a  face-saving 
measure  for  the  patient,  who  may  require 
some  such  help  to  interrupt  a  prolonged  cy- 
cle of  anorexia  and  vomiting  which  other 
members  of  the  family  have  already  accepted 
as  neurotic  in  origin. 

Contraindications  to  insulin  therapy 

Even  in  the  smaller  or  "sub-shock"  doses, 
insulin  may  occasionally  produce  a  convul- 
sion in  an  individual  who  is  hyper-reactive. 
Kelley,  using  insulin  in  sub-shock  dosages, 
found  convulsions  to  occur  in  one  or  two  pa- 
tients out  of  everv  300  treated19'.  He  stated 


that  such  persons  usually  had  abnormal  brain 
waves  and  were  more  susceptible  to  any  con- 
vulsant  than  the  average  patient. 

It  follows,  therefore,  that  such  treatment 
must  not  be  employed  indiscriminately,  and 
in  all  probability  should  not  be  given  to  el- 
derly patients  having  evidence  of  cardiovas- 
cular disease  or  cerebral  arteriosclerosis.  It 
is  contraindicated  when  gastrointestinal 
symptoms  are  secondary  to  cerebral  vascu- 
lar disturbances  and  "small  silent  strokes." 
Its  use  should  be  limited  to  hospitalized  pa- 
tients who  have  been  carefully  studied  and 
selected  ;  in  these  cases  it  is  a  helpful  adjunct 
to  therapy,  but  not  a  cure-all. 

Summary 

Functional  disturbances  of  the  gastrointes- 
tinal tract,  which  have  always  been  difficult 
therapeutic  problems,  appear  to  be  increas- 
ing in  incidence.  Such  disturbances  occur  not 
only  in  psychoneurotic  patients,  but  often  in 
relatively  stable  individuals  subjected  to  un- 
usual or  prolonged  stress. 

In  selected  instances — particularly  in  pa- 
tients having  nausea  and  vomiting  as  pre- 
senting complaints — the  use  of  insulin  and 
Amytal  sub-shock  therapy  as  an  adjunct  to 
the  usual  medical  and  psychotherapeutic 
measures  appears  to  be  highly  effective  in 
relieving  symptoms  for  periods  of  two  years 
or  more. 
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A  PRACTICAL  METHOD  OF  HANDLING  the  condition  of  the  patients  before  treat- 

A  PARALYZED  URINARY  BLADDER  ment,  the  types  of  operations  employed,  and 

XT   TT   ,.                       _,^  the  results  of  treatment. 
V.  H.  YOUNGBLOOD,  M.D. 

CONCORD,  NORTH  CAROLINA  Condition   Bef^1  Treatment 

and  Partial    paralysis    11 

CHESTER  A    FORT    M  D  Complete  paralysis  of  at  least  both  legs 103 

Atlanta,  Georgia  Total 114 

Medical  experience  gained  during  the  re-  Table  2 

cent  war  produced  a  wealth  of  information  Results   of  Treatment   for   Paralysis 

valuable  in  the  understanding  and  treatment  Case?  treated  by                          „,.,„,..„,.,., 

.                    ,..._,,  laminectomy    (9o)                               Present  Condition 

01    spmal    COrd    injuries.    The    Complex    prob-  Condition  of  cord,                   Paralysis  Paralysis  Recovered 

lems  involved  in  the  management  of  these  clR.ra  or  cauda                      w" 

injuries  pointed  out  the  desirability  of  simul-  Partially  injured       23            8           15 

taneous  treatment  by  the  neurosurgeon,  the  Completely 

orthopedist,  the  urologist,  and  the  specialist  No1  statement           17           "2           15 

in  physical  medicine.  The  value  of  this  co-  Cases  treated  by 

operation    was    proved    by    the    remarkable  CaseTtreated  without     2 

record  made  111  military  and  veterans  hos-  operation 

pitals.  In  the  hope  that  it  will  contribute  to  Paralysis  complete 

*                .                                    .                   .  after  injury             15               4             11 

cooperative  treatment,  this  paper  is  written  Paralysis  partial 

from  the  viewpoint  of  the  urologist,  who  is  after  injury           .  2 

called  upon  for  the  immediate  and  long-term  xota]                          114           60           50           2 

treatment  of  complications  involving  the  uri- 

nary  tract.  Method 

Present  neurosurgical  opinion  favors  early  ,  0n  the  basis  of  experience  obtained  in 
laminectomy  after  spinal  cord  injury.  Except  these  114  cases>  and  comparable  civilian  ex- 
in  cases  where  complete  transection  is  clearly  Penence  the  authors  suggest  the  following 
seen  at  laminectomy,  however,  no  accurate  method  of  treatment  for  paralysis  of  the  uri- 
prognosis  can  be  given  as  to  the  patient's  naty  bladder.  This  treatment  may  be  modi- 
future  neurologic  condition,  or  his  urologic  fied'  of  course>  as  conditions  warrant. 
status,  since  the  latter  is  dependent  upon  When  paralysis  of  the  bladder  has  been 
the  neurologic  abnormalities.  proved,  an  indwelling  urethral  catheter  is 

It  is,  of  course,  recoenized  that  such  haz-  inserted  into  the  bladder  under  aseptic  con- 
ards  as  difficulties  in  transportation,  sepsis,  ditions,  and  this  type  of  drainage  is  mam- 
malnutrition,  and  changes  in  medical  attend-  tamed  fo*a  week  or  ten  days.  In  the  male 
ants  cause  war  wounds  to  be  more  serious  a  *>■  {Q  French  straight  catheter  is  passed 
than  similar  civilian  injuries.  Nevertheless.  untl1  the,  *JP  1S  ^  inside  uthe  bladder  neck, 
even  with  comparatively  favorable  condi-  and  1S  he  d  m  Place  wlthT  sma11  adhesive 
tions,  the  prognosis  in  spinal  cord  injuries  straPs  and  PJPe  cleaners.  In  the  female  a 
must  remain  doubtful  and  treatment  expect-  sma11  mushroom  catheter  is  used    A  Foley 

.  type  catheter  is  not  recommended,  because  its 

Material  *ip  might  cause  a  pressure  area  in  the  bladder 

_,       .       ,     ,        .   „                    ...            ...  similar  to  a  decubitus  ulcer.  If  this  type  of 

One  hundred  and  fourteen  soldiers  with  c&theter  fa  uged  &t          d        the  end  shou]d 

partial  or  complete  paralysis  of  the  urinary  bg  ^  off  flugh  ^  {he  inflated  bulb 

bladder  were  treated  during  1945  and  1946  TTT1       ,                        ,                 .    ,               .  , 

at  Halloran  General  Hospital,  Staten  Island,  When  laminectomy  has  revealed  a  complete 

New  York    (tables   1   and  2).   All  injuries  transection  of  the  cord    vasectomy  is  done 

causing   paralysis   were   sustained   at   least  m  the  male  as  a  prophylactic  measure  to  m- 

eighteen  months  prior  to  the  survey,  this  time  sure  aSamst  epididymitis, 

interval  being  considered  the  maximum  in  If  the  patient  begins  to  recover  from  his 

which  spontaneous  regeneration  of  the  spinal  paralysis,  the  urethral  catheter  is  removed 

cord  may  be  expected.  Tables  1  and  2  show  after  about  ten  days,  and  his  ability  to  void 

is  tested.  The  catheter  is  then  replaced  if 

GeForr0g?a. ""  Emory  University  Sch001  of  Medicine'  Atlanta'  necessary.  In  the  event  that  long  bedrest  is 
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prescribed,  the  catheter  is  connected  to  a 
closed  irrigating  system,  using  a  "Y"  con- 
necting tube,  and  the  bladder  is  distended 
and  irrigated  several  times  a  day.  Tidal 
drainage  is  not  considered  necessary,  and  is 
not  used.  Cystometry  is  valuable,  but  not 
essential. 

As  soon  as  the  patient  can  sit  up  several 
times  a  day,  the  catheter  is  again  removed 
and  "bladder  habit"  training  is  instituted. 
Except  in  patients  with  very  spastic  bladders 
of  small  capacity,  habit  control  works  satis- 
factorily, whether  the  bladder  paralysis  is 
reflex,  atonic,  or  autonomic  in  type.  Prepa- 
ration for  this  training  consists  in  careful 
observation  of  the  fluid  intake  and  the  times 
and  amounts  of  urinary  output.  Residual 
urine  is  measured  once  daily.  Then  the  pa- 
tient is  placed  on  a  strict  schedule  of  fluid 
intake,  being  allowed  to  drink  measured 
amounts  of  fluids  three  times  daily  at  meals, 
and  at  bedtime.  From  thirty  to  sixty  minutes 
after  drinking  fluid,  the  patient  is  instructed 
to  void,  using  as  many  aids  as  may  be  neces- 
sary, such  as  pressure  over  the  bladder, 
straining,  stimulation  of  "trigger  points," 
and  stretching  the  anal  sphincter  or  external 
urethral  meatus.  The  patient  will  usually  be 
able  to  suggest  changes  in  his  individual 
schedule  that  may  help  him  in  emptying  the 
bladder. 

The  bladder  habit  is  not  developed  at  the 
first  trial,  nor  without  effort  and  perseve- 
rance. There  are  periods  of  discouragement 
when  the  urologist  must  use  all  his  powers  of 
persuasion  to  convince  the  patient  that  con- 
trol can  be  achieved  by  persisting  in  the 
routine.  If  neurologic  recovery  occurs,  the 
patient  is  ready  and  adjustments  are  easy;  if 
no  recovery  takes  place,  the  urologic  condi- 
tion will  not  interfere  with  rehabilitation. 

An  effort  is  made  to  keep  the  urine  acid 
by  diet  and  acidifying  agents.  Chemothera- 
peutic  and  antibiotic  agents  are  used  as  indi- 
cated to  control  episodes  of  acute  infection 
of  the  upper  urinary  tract.  All  patients  are 
instructed  not  to  use  rubber  urinals  or  penile 
clamps  except  for  social  engagements  and 
at  times  when  the  bladder  habit  schedule  is 
interrupted. 

Suprapubic  cystostomy  is  rarely  used,  this 
method  of  drainage  being  considered  archaic. 
Occasionally  it  is  necessary  for  a  patient 
with  a  permanent  high  cervical  lesion,  for  a 
patient  of  low  mentality,  or  in  situations 
where  home  care  is  inadequate. 


Results 

It  is  impossible  to  give  the  percentage  of 
satisfactory  and  unsatisfactory  results  ob- 
tained by  this  method.  Criteria  acceptable 
in  one  clinic  may  not  be  acceptable  in  an- 
other, chiefly  because  of  the  different  meth- 
ods used  in  handling  this  problem.  Further- 
more, a  result  satisfactory  to  the  doctor  may 
not  be  considered  so  by  the  patient,  and  vice 
versa.  However,  patients  who  have  previous- 
ly been  treated  by  cystostomy,  an  indwelling 
urethral  catheter,  intermittent  catheteriza- 
tion, or  other  methods  are  practically  unani- 
mous in  approving  the  above  regimen. 

Best  results  are  obtained  in  young  patients 
who  are  psychologically  adjusted  to  their 
paralysis  and  are  undergoing  an  active  pro- 
gram of  rehabilitation.  Poorer  results  are 
obtained  in  elderly  patients,  those  with  co- 
existing paralysis  of  the  upper  extremities, 
the  mentally  deficient,  and  the  psychologic- 
ally unprepared. 

Though  it  is  not  specifically  within  the 
scope  of  this  paper,  the  uninhibited  reflex 
bladder  can  be  treated  by  the  method  out- 
lined ;  however,  this  condition  is  satisfactor- 
ily handled  with  tincture  of  belladonna  and 
by  instructing  the  patient  to  void  at  the  first 
sensation  of  bladder  fullness. 

The  "spastic  type"  of  reflex  neurogenic 
bladder  can  not  be  satisfactorily  treated  by 
any  method  so  far  known.  This  type  of  blad- 
der has  a  hyperactive  reflex  and  a  very 
small  capacity,  defeating  any  local  treatment. 
By  changing  the  neurologic  status,  the  blad- 
der can  be  made  manageable.  This  can  be 
done  by  chordotomy,  intrathecal  alcohol  in- 
jections, or  anterior  rhizotomy  of  the  second, 
third,  and  fourth  sacral  roots. 

The  "normal  type"  of  reflex  neurogenic 
bladder  responds  well  to  the  suggested  treat- 
ment. Spontaneous  voiding  will  occur  out  of 
schedule,  but  can  be  kept  to  a  minimum  if 
the  spasticity  of  the  legs  is  reduced  by  mas- 
sage and  heat,  and  if  activity  of  the  legs, 
such  as  walking  in  braces,  is  carried  out  when 
the  bladder  is  empty. 

The  autonomous  and  atonic  neurogenic 
bladders  show  the  best  and  quickest  response 
to  habit  training.  If  the  amount  of  residual 
urine  is  high,  a  bladder  neck  resection  gives 
excellent  results.  At  the  time  these  patients 
were  being  treated,  very  few  bladder  neck 
resections  had  been  done.  Since  that  time  we 
have  found  this  procedure  to  be  of  inesti- 
mable value  in  those  patients  who  persist  in 
carrying  a  large  amount  of  residual  urine. 
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On  some  patients  resection  has  to  be  carried 
out  several  times  to  reduce  the  residual  urine 
to  a  minimum.  We  have  not  tried  resection 
of  the  external  sphincter. 

Summary 

The  laminectomy  findings  in  spinal  cord 
injuries  are  unreliable  for  prognosis  as  to 
the  neurologic  or  urologic  status,  except 
where  complete  transection  exists.  Therefore, 
urologic  treatment  should  begin  as  soon  as 
paralysis  of  the  bladder  is  diagnosed. 

Suggestions  for  management  of  the  para- 
lyzed bladder,  based  on  experience  obtained 
in  114  cases,  are  given. 


SURGICAL  LESIONS  OF  THE 
ESOPHAGUS 

W.  Ralph  Deaton,  Jr.,  M.  D.* 

and 

h.  h.  bradshaw,  m.d. 

Winston-Salem 

Lesions-  of  the  esophagus  can  usually  be 
accurately  diagnosed  by  fluoroscopic  visuali- 
zation of  the  esophagus  with  barium  swallow 
and  by  esophagoscopy.  No  other  lesions  of 
the  gastrointestinal  tract,  save  those  of  the 
lower  colon  and  rectum  that  can  be  observed 
from  below,  are  as  susceptible  to  correct 
diagnosis  in  the  preoperative  stage.  Unfor- 
tunately, radiologists  and  esophagoscopists 
have,  until  recently,  been  found  only  in  the 
larger  cities  and  medical  centers.  Physicians 
must  come  to  realize,  however,  that  dyspha- 
gia which  lasts  more  than  a  few  days  always 
calls  for  a  thorough  investigation  to  deter- 
mine the  cause,  regardless  of  the  inconven- 
ience to  the  patient.  It  is  indeed  true  that 
most  cases  of  dysphagia  are  due  to  benign 
lesions  which  can  be  treated  medically,  but 
certain  surgical  conditions  —  for  example, 
carcinoma — also  have  dysphagia  as  the  car- 
dinal symptom. 

Until  the  last  two  decades,  lesions  of  the 
thoracic  esophagus  were  inaccessible  to  sur- 
gical treatment.  Consequently,  the  only  in- 
centive to  accurate  diagnosis  was  medical 
curiosity.  With  the  advent  of  controlled  en- 
dotrachael  anesthesia,  the  ready  availability 
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of  blood  and  blood  substitutes,  and  the  in- 
troduction of  the  antibiotics,  the  situation 
has  changed  considerably.  Any  part  of  the 
esophagus  can  now  be  explored  and  treated 
surgically  without  excessive  risk'11. 

It  is  the  purpose  of  this  paper  to  review 
briefly  the  various  surgical  lesions  of  the 
esophagus  and  to  give  a  case  report  illustra- 
tive of  each  type. 

Atresia  of  the  Esophagus'-^ 
Esophageal  atresia,  with  or  without  a  tra- 
cheo-esophageal  fistula,  is  a  congenital  ab- 
normality that  manifests  itself  within  the 
first  day  of  the  baby's  life.  There  are  several 
anatomic  variations  of  this  lesion,  depending 
upon  the  presence  of  a  fistula  and  its  position 
in  relation  to  the  atretic  esophagus;  but  all 
have  the  same  characteristic  symptoms.  The 
baby  seems  normal  at  first,  except  perhaps 
for  a  little  coughing.  Some  twenty-four  to 
forty-eight  hours  later  it  is  noted  that  an  ab- 
normal amount  of  mucus  is  present,  and  that 
the  baby  has  regurgitated  practically  all  of 
its  feedings,  with  or  without  coughing  spells. 
The  condition  should  be  diagnosed  at  this 
time  in  order  to  prevent  the  deterioration 
that  invariably  accompanies  the  untreated 
disease. 

Once  esophageal  atresia  is  suspected,  a 
catheter  should  be  passed  gently  down  the 
esophagus  until  it  strikes  the  blind  pocket 
a  few  centimeters  down.  The  injection  of  1 
cc.  of  Lipiodol,  followed  by  roentgen  vis- 
ualization of  the  outlined  upper  atretic  seg- 
ment of  the  esophagus,  establishes  a  positive 
diagnosis.  Barium  swallow  should  never  be 
used,  since  the  barium,  if  aspirated,  will  ob- 
struct the  small  bronchioles  and  cause  serious 
respiratory  complications.  After  the  diag- 
nosis is  established,  exploratory  thoracotomy 
should  be  performed  as  soon  as  the  child's 
condition  permits.  It  is  far  better,  however, 
to  delay  operation  long  enough  to  allow  cor- 
rection of  the  dehydration. 

At  operation,  if  the  atretic  ends  of  the 
esophagus  are  found  to  lie  close  enough  to- 
gether to  allow  approximation,  ligation  of 
the  fistula,  with  primary  esophago-esopha- 
geal  anastomosis,  is  the  treatment  of  choice. 
If  the  distance  between  the  segments  is  too 
great  to  be  bridged,  then  ligatien  of  the  fis- 
tula, cervical  escphagotcmy,  and  jejunos- 
tomy  should  be  performed.  (If  the  baby  is  hi 
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Fig.  1  (Case  1).  Chest  film  of  baby  with 
atresia  of  the  esophagus  and  tracheo-esophageal 
fistula,  showing  pooling  of  Lipiodol  in  the  upper 
atretic  segment  of  the  esophagus.  (All  lesions 
shown,  except  that  in  figure  7,  have  been  out- 
lined in  ink  to  compensate  for  the  loss  of  detail 
introduced    in   photographing   roentgenograms.) 


excellent  condition,  a  thoracic  esophago-gas- 
tric  anastomosis  may  be  done.)  Later,  a  plas- 
tic procedure,  making  use  of  an  antethoracic 
tube,  can  be  carried  out  to  connect  the  eso- 
phagotomy  with  a  gastrotomy,  thus  provid- 
ing swallowing  that  approaches  normal. 

Case   1 

A  baby  boy  was  admitted,  thirty-four  hours  after 
birth,  because  of  choking.  He  was  said  t-o  have  ap- 
peared normal  at  birth,  but  within  an  hour  began  to 
have  coughing  spells  and  to  bring  up  considerable 
mucus.  Tracheo-esophageal  fistula  was  suspected, 
and  the  baby  was  sent  to  the  hospital  for  treatment. 

Examination  was  negative  except  for  excessive 
mucus  in  the  mouth,  and  a  few  rales  at  each  lung 
base.  Intubation  of  the  esophagus  demonstrated  ob- 
struction at  the  level  of  the  tracheal  bifurcation. 
Lipiodol  injected  into  the  tube  pooled  in  the  esopha- 
gus and  did  not  enter  the  trachea  (fig.  1).  Air  was 
present  in  the  intestines,  proving  that  a  fistula 
existed  between  the  trachea  and  the  distal  esophageal 
segment. 

Continuous  esophageal  suction  was  begun,  and  the 
baby  was  given  vitamin  K  and  penicillin.  A  few 
hours  after  admission  an  operation  was  carried  out 
under  cyclopropane  anesthesia.  A  preliminary  gas- 
trostomy was  performed;  then  the  right  side  of  the 
mediastinum  was  entered  extrapleurally,  through  the 
bed  of  the  eighth  rib.  The  upper  esophagus  ended  in 
a  blind  pouch;  a  small  fistula  connected  the  distal 
esophageal  segment  and  the  trachea  (fig.  2).  The 
fistula  was  doubly  ligated  and  divided.  The  opposing 


ends  of  the  esophagus  were  opened,  and  an  end-to- 
end  anastomosis  was  performed.  The  baby  withstood 
the  procedure  without   evidence  of  shock. 

Both  streptomycin  and  penicillin  were  given  post- 
operatively and  the  baby  was  fed  through  the  gas- 
trostomy tube.  Oral  feedings  were  begun  on  the 
tenth  day,  and  on  the  eighteenth  day  the  gastros- 
tomy opening  was  allowed  to  close.  Lipiodol  studies 
at  that  time  showed  a  normally  functioning  esopha- 
gus. 

Stricture®) 

Strictures  of  the  esophagus  may  be  con- 
genital, or  may  follow  trauma,  esophagitis, 
corrosion  (due  to  lye  or  other  caustics) ,  pep- 
tic ulcer,  or  chronic  granuloma.  Diagnosis  of 
a  stricture  is  based  on  the  history  of  dys- 
phagia and  regurgitation  of  food  in  an  un- 
digested state,  either  immediately  or  within 
a  few  hours  after  a  meal.  In  cases  of  stric- 
tures due  to  corrosion,  the  history  of  ex- 
posure to  the  corrosive,  followed  by  gradually 
increasing  dysphagia  and  finally  regurgita- 
tion, is  typical.  Either  roentgen  studies  or 
esophagoscopy  will  verify  the  diagnosis. 

Until  the  past  few  years,  strictures  were 
treated  by  dilatation,  either  through  the 
mouth  or  through  a  gastrostomy  (retrograde 
dilatation).  This  method  of  treatment,  while 
successful,  required  repeated  hospitalizations 
and  dilatations,  and  gave  the  patient  a  great 
deal  of  discomfort.  Now  such  a  lesion  can  be 
treated  surgically,  in  selected  patients,  with 
exceptionally  good  results. 


A-TRACHEA;  B_BIFURCATION  OF   TRACHEA 
CUPPER    SEGMENT    OF   ESOPHAGUS;  D_LOWER 
SEGMENT  OF  ESOPHAGUS,  E_F1STULA 

Fig.  2  (Case  1).  Diagrammatic  representa- 
tion of  the  anatomic  relations  found  at  opera- 
tion. 
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Fig.  3  (Case  2).  Roentgenogram  following 
ingestion  of  barium  showing  congenital  stricture 
in  an  adult. 


Fig.  4  (Case  3).  Roentgenogram  of  the  cer- 
vical region  following  the  ingestion  of  barium, 
showing  an  esophageal  diverticulum. 


If  the  stricture  is  short,  simple  excision 
and  an  end-to-end  esophageal  anastomosis 
will  suffice.  If  the  stricture  extends  over  sev- 
eral inches,  a  partial  esophagectomy,  fol- 
lowed by  mobilization  of  the  stomach  into  the 
thorax  and  an  esophago-gastric  anastomosis, 
will  be  necessary.  The  successful  perform- 
ance of  such  an  operation  will  frequently 
change  the  patient's  entire  outlook  on  life. 

Case  2 

A  21  year  old  white  man  was  admitted  with  the 
complaint  of  "food  stopping  in  my  throat  and  the 
upper  end  of  my  stomach."  This  sensation  had  been 
present  as  long  as  he  could  remember,  and  was 
aggravated  by  emotional  stress,  which  occasionally 
caused  him  to  regurgitate.  Medical  therapy  had 
never  afforded  any  relief. 

General  physical  examination  was  negative.  Bar- 
ium swallow  demonstrated  a  stricture  at  the  junction 
of  the  middle  and  lower  thirds  of  the  esophagus; 
roentgenologically,  the  exact  nature  of  the  stricture 
could  not  be  determined  (fig.  3).  Esophagoscopy 
showed  a  smooth  constriction,  through  which  a  2.3 
mm.  bougie  could  just  be  passed.  The  lesion  was 
thought  to  be  a  congenital  stricture,  and  it  was  felt 
that  dilatations  probably  would  not  suffice  to  relieve 
it. 

A  left  thoracotomy  was  performed  and  the  eso- 
phagus exposed.  Approximately  8  cm.  above  the  dia- 
phragm was  a  firm,  fibrotie,  short  constriction. 
The  stricture,  including  normal  esophagus  above  and 
below,  was  excised,  and  a  primary,  two  layered 
anastomosis  was  pei-formed.  The  pathologic  diagno- 
sis was:  "Chronic  esophagitis,  periesophagitis,  and 
fibrosis;  compatible  with  congenital  stricture  of  the 
esophagus." 


Postoperatively  the  patient  was  given  sulfadia- 
zine, penicillin,  streptomycin,  and  parenteral  fluids. 
Oral  fluids  were  started  on  the  sixth  day,  and  a  soft 
diet  on  the  ninth  day.  Barium  swallow  at  that  time 
showed  slight  stricture  of  the  esophagus,  but  no 
delay  in  passage  of  the  barium. 

Diverticula^ 

A  diverticulum  of  the  cervical  esophagus 
can  be  diagnosed  by  the  history  and  physical 
examination  alone.  Typically,  such  a  lesion 
causes  a  feeling  of  fullness  in  the  neck  and 
dysphagia,  both  of  which  are  completely  al- 
leviated when  the  diverticulum  is  evacu- 
ated by  manual  compression.  An  audible 
gurgling  and  a  palpable  tumor  usually  iden- 
tify the  site  of  the  diverticulum.  Frequently 
the  symptoms  are  so  mild  that  a  bland  diet 
and  antispasmodics  are  sufficient  to  control 
them;  occasionally  surgical  therapy  is  need- 
ed. Diverticula  of  the  thoracic  esophagus  are 
more  common,  but  rarely  cause  symptoms 
except  those  of  an  associated  cardiospasm, 
which  can  be  adequately  controlled  medically. 

A  barium  swallow  is  usually  of  more  value 
than  esophagoscopy  in  confirming  the  suspi- 
cion of  diverticulum,  for  the  opening  may  be 
small  and  hidden  in  the  folds  of  the  mucosa. 
Both  examinations  should  be  done,  however. 

Case  3 

A  white  man,  35  years  old,  was  admitted  from 
another  hospital,  where  the  diagnosis  of  esophageal 
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diverticulum  had  been  proven  by  barium  swallow. 
His  chief  complaint  had  been  "spitting-  up  food."  His 
present  illness  began  five  years  ago,  when  he  had 
a  sharp  pain  in  the  anterior  upper  chest,  and  regur- 
gitated undigested  food.  Such  attacks  had  recurred 
at  frequent  intervals,  and  he  had  noted  that  occa- 
sionally he  expectorated  some  blood.  After  the 
diagnosis  was  established,  he  learned  to  empty  the 
diverticulum  by  manual  pressure  on  the  base  of  the 
neck. 

The  only  positive  finding  on  physical  examination 
was  a  palpable  and  gurgling  tumor,  just  to  the  left 
of  the  trachea  in  the  supraclavicular  area.  Accessory 
clinical  findings  were  negative  except  for  the  barium 
swallow  (fig.  4),  which  was  interpreted  as  follows: 
"There  is  a  3  by  2  cm.  diverticulum  arising  from 
the  posterior  aspect  of  the  esophagus  at  the  level 
of  the  seventh  cervical  vertebra." 

Under  endotrachael  anesthesia,  the  diverticulum 
was  exposed  through  an  incision  in  the  base  of  the 
neck  on  the  left.  The  sac  was  isolated  and  amputated, 
and  the  stump  closed.  Convalescence  was  unevent- 
ful. 

Cardiospasm™ 

Cardiospasm,  or  achalasia,  is  that  condi- 
tion wherein  spasticity  of  the  muscles  at  the 
esophago-gastric  junction  retards  or  com- 
pletely prohibits  the  passage  of  any  material 
from  the  esonhagus  into  the  stomach.  The 
etiology  is  unknown,  but  has  been  attributed 
to  emotional  disturbance,  degeneration  of 
Auerbach's  plexus,  and  chronic  vitamin  B 
deficiency. 

The  historv  is  one  of  increasing  dyspha- 
gia, with  a  feeling'  that  the  food  sticks  in  the 
chest,  and  regurgitation  of  food.  Pulmonary 
symptoms,  such  as  couo:h  (due  to  spill-over 
of  retained  material  into  the  larynx)  and 
dynsnea,  frequently  occur.  Barium  swallow 
shows  the  esophagus  to  be  dilated  and  tor- 
tuous, with  spasm  at  the  phrenic  pinchcock. 
Esonhaeroscony,  after  the  esophagus  has  been 
emptied,  reveals  numerous  small  flecks  of 
food  adherent  to  the  mucosa,  dilatation,  and 
redundant  folds  of  mucosa.  Often  the  pinch- 
cock cannot  be  identified  because  of  the  re- 
dundancy. Usually  some  degree  of  esophagi- 
tis  is  present. 

Conservative  therapy,  including  frequent 
flushing  of  the  esophagus  with  water  to  clean 
out  the  retained  food  particles  (which  may 
irritate  the  mucosa  and  cause  further  spasm) 
and  dilatation  of  the  spastic  area  with  the 
pneumatic  dilator,  is  successful  in  the  great 
majority  of  cases.  Surgical  treatment,  con- 
sisting of  side-to-side  esophago-gastric  anas- 
tomosis or  a  plastic  operation  on  the  esohago- 
gastric  junction,  will  be  required  in  an  occa- 
sional case. 


Case  4 

A  55  year  old  white  woman  entered  the  hospital 
complaining  of  "trouble  swallowing  food  and  spitting 
back  a  lot."  She  gave  a  history  of  gaseous  indiges- 
tion, with  dull,  aching  epigastric  pain,  ei'uctation, 
and  regurgitations  for  fifteen  years.  She  had  found 
that  eating  slowly,  masticating  thoroughly  and  sleep- 
ing on  the  right  side  tended  to  alleviate  her  symp- 
toms. In  spite  of  these  measures  and  adequate  medi- 
cal therapy,  her  complaints  became  more  pronounced, 
and   she   began  to  lose  weight. 

Physical  examination,  which  was  essentially  nega- 
tive, showed  a  well  developed,  poorly  nourished,  el- 
derly white  woman,  not  acutely  ill.  Roentgen  studies 
showed  cardiospasm  and  dilatation  of  the  esophagus, 
moderate  esophagitis,  and  spasm  of  the  phrenic 
pinchcock  (fig.  5).  Because  her  symptoms  were  so 
pronounced  and  of  such  long  duration,  it  was 
1  bought  advisable  to  offer  operative  relief. 

Under  endotracheal  anesthesia,  a  left  thoracotomy 
was  performed  and  the  dilated,  tortuous  esophagus 
exposed.  The  diaphragm  was  split  to  allow  the  upper 
part  of  the  stomach  to  be  delivered  into  the  chest. 
A  6  cm.  vertical  incision  was  made  over  the  area 
of  the  spasm,  then  closed  in  a  transverse  direction 
so  as  to  enlarge  the  esophago-gastric  opening.  The 
stomach  was  replaced  in  the  abdomen,  the  diaphragm 
and  chest  being  closed  in  the  usual  manner. 

Convalescence  was  uneventful — and  the  patient 
gained  2  pounds  in  thirteen  days.  Six  months  later, 
she  could  eat  anything  she  desired  and  weighed  5 
pounds  more  than  before. 

Perforations  and  Rtiptures<G) 
Perforation  of  the  esophagus  most  com- 
monly follows  instrumentation,  but  rupture 
occurs  spontaneously  in  either  a  normal  or 
a  diseased  esophagus.  Instrumental  perfor- 
ations may  occur  either  during  esophagosco- 
py  or  during  dilatation  of  a  stricture.  If  the 
perforation  is  recognized  immediately,  thor- 
acotomy, with  closure  of  the  perforation  and 
drainage  of  the  mediastinum,  should  be  per- 
formed at  once.  These  measures,  plus  general 
supportive  therapy  and  the  generous  use  of 
the  antibiotics,  are  usually  successful  when 
carried  out  immediately.  If  some  time  elap- 
ses before  the  perforation  is  diagnosed,  the 
injury  is  usually  fatal  regardless  of  the  treat- 
ment instituted. 

Spontaneous  rupture  of  the  esophagus 
typically  occurs  without  previous  symptoms. 
Its  onset  is  characterized  by  severe  and  pros- 
trating retrosternal  pain,  followed  by  nau- 
sea, vomiting,  hematemesis,  and  abdominal 
rigidity ;  cervical  emphysema  may  be  pres- 
ent. Usually  the  diagnosis  is  made  too  late 
for  operative  intervention  to  prevent  a  fatal 
outcome.  It  is  difficult  to  differentiate  this 
condition  from  gastric  or  duodenal  perfor- 
ation, acute  pancreatitis,  acute  cholecystitis, 
cardiac  accident,  or  acute  upper  intestinal 
obstruction.  Even  renal  colic  may  produce 
a  similar  picture.   However,   if  the  disease 
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Fig.  5  (Case  4).  Chest  film 
made  following  a  barium  meal, 
showing  the  tremendous  dila- 
tation found  in  cardiospasm  of 
long  standing. 


Fig.  6  (Case  7).  Chest  film 
following  a  barium  meal,  show- 
ing the  ragged  constriction  of 
the  esophagus  that  is  typical 
of  esophageal   carcinoma. 


Fig.  7  (Case  8).  Roentgen- 
ogram made  after  a  barium 
swallow,  showing  the  smooth, 
rounded  defect  that  is  typical 
of  a  benign  esophageal  tumor. 


is  thought  of,  the  diagnosis  can  be  made 
through  the  use  of  a  barium  swallow  and 
fluoroscopy.  Immediate  operation  is  de- 
manded. 

Case  5 

This  white  man,  aged  34,  had  cardiospasm  which 
had  been  diagnosed  by  roentgen  studies  and  esopha- 
goscopy.  He  was  admitted  for  dilatation  of  the  eso- 
phago-gastric  junction.  Intermittent  dilatations  and 
a  medical  regimen  had  kept  him  relatively  symptom- 
free  for  some  years.  Esophagoscopy  on  this  admis- 
sion showed  dilatation  of  the  esophagus.  The  instru- 
ment was  then  passed  into  the  stomach  with  ease, 
and  the  Tucker  pneumatic  dilator  was  introduced, 
inflated  12  points,  deflated,  and  withdrawn.  The 
patient  complained  only  of  a  dull,  aching  substernal 
pain,  and  appeared  to  be  in  good  condition.  In  the 
next  few  hours,  however,  the  pain  became  localized 
in  the  epigastrium,  and  increased  in  severity.  His 
temperature  rose  to  100.6  F.,  and  he  appeared  to 
be  in  a  state  of  shock.  Lipiodol  given  by  mouth  was 
seen  on  fluoroscopic  examination  to  pool  in  the  ex- 
tra-esophageal  space,  just  above   the  diaphragm. 

A  left  thoractomy  was  performed  and  a  3  cm. 
tear  in  the  esophagus  was  easily  located  and  re- 
paired. Postoperatively,  the  patient  was  given  anti- 
biotic therapy  and  general  supportive  measures,  in- 
cluding drainage  of  the  stomach  by  a  Levine  tube. 
Convalescence  was  uneventful.  A  barium  swallow 
six  months  later  showed  slight  cardiospasm,  but  was 
otherwise  negative. 

Peptic  Ulcer™ 

Peptic  ulcer  of  the  esophagus  is  not  nearly  as 

common  as  peptic  ulcer  of  the  stomach  or 


duodenum.  The  rather  high  incidence  of  eso- 
phageal ulcers  found  at  autopsy,  particularly 
in  debilitated,  chronically  ill  patients,  is  be- 
lieved to  be  due  entirely  to  ulceration  occur- 
ring in  the  terminal  stage  of  life.  The  etiol- 
ogy of  esophageal  ulcers,  as  of  other  peptic 
ulcers,  is  unknown;  but  they  have  been  at- 
tributed to  focal  infections  of  the  mouth,  con- 
genital shortening  of  the  esophagus  combined 
with  hiatal  hernia,  and  regurgitation  of  gas- 
tric juices  containing  acid  and  pepsin.  Symp- 
toms are  frequently  identical  with  those 
caused  by  gastric  and  duodenal  ulcers,  except 
that  swallowing  produces  pain  referred  to 
the  backbone.  Regurgitation  is  not  uncom- 
mon. It  may  be  due  to  spasm  induced  by  the 
ulcer,  or  to  stricture  that  occurs  as  the  ulcer 
heals. 

Esophageal  ulcers  are  usually,  but  not  al- 
ways, demonstrable  by  roentgenologic  stu- 
dies or  esophagoscopy.  Treatment  by  medi- 
cal means  generally  suffices,  but  an  occa- 
sional patient  will  need  surgical  relief  be- 
cause of  persistent  pain  and  eructation,  with 
weight  loss. 
Case  6 

A  66  year  old  white  man  was  admitted  to  the 
hospital  with  a  forty  year  history  of  dysphagia,  re- 
trosternal pain,  and  occasional  regurgitation.  He  had 
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received  many  drugs  and  numerous  dilatations,  even 
learning  to  dilate  his  own  esophagus.  Diagnostic 
studies   had  always  been  negative. 

Physical  examination  showed  an  elderly,  thin, 
white  male  in  no  acute  distress.  It  disclosed  no  per- 
tinent finding's,  and  accessory  clinical  studies  were 
negative.  Esophagoscopy  showed  only  slight  dilata- 
tion and  no  spasm.  During  the  period  of  hospitaliza- 
tion the  patient  had  constant  severe  retrosternal 
pain,  and  frequently  required  narcotics  for  relief. 
He  was  believed  to  be  a  drug  addict,  but  in  view 
of  his  long  history,  it  was  felt  that  exploration  of 
the  esophagus  and  stomach  was  justified. 

Under  endotracheal  anesthesia  the  left  side  of  the 
chest  was  entered,  and  the  esophagus  was  opened 
vertically  in  the  lower  portion.  About  2.5  cm.  above 
the  phrenic  pinchcock  was  an  ulcer  crater  with  mark- 
ed scarring  and  thickening.  The  diaphragm  was  split; 
the  lower  portion  of  the  esophagus  and  upper  part 
of  the  stomach  were  resected,  and  an  esophago-gas- 
tric  anastomosis  was  effected.  Closure  was  in  the 
usual  manner.  The  patient  took  water  on  the  fifth 
day,  a  full  liquid  diet  on  the  seventh  day,  and  a  soft 
diet  on  the  eleventh  day — all  without  dysphagia, 
pain,  or  regurgitation. 

The  pathologic  diagnosis  was  "Chronic  esophageal 
ulcer  with  marked  fibrosis  and  peri-esophagitis." 

Cancer^ 

Squamous  cell  carcinoma  is  the  most  com- 
mon tumor  of  the  esophagus.  The  results  of 
treatment  are  quite  poor,  as  the  diagnosis  is 
seldom  made  until  the  growth  is  too  far  ad- 
vanced to  be  resectable.  To  remedy  this  sit- 
uation, physicians  must  learn  to  suspect  can- 
cer in  every  patient  who  has  symptoms  re- 
ferable to  the  esophagus.  Typically,  cancer  of 
the  esophagus  is  slow  growing  and  slow  to 
metastasize,  but  its  symptoms  are  so  mild 
that  the  patient  or  the  doctor,  or  both,  pro- 
crastinate until  it  is  too  late  to  resect  the 
lesion  in  toto.  Often  the  only  symptom  in  cur- 
able cancer  of  the  esophagus  is  dysphagia; 
when  weight  loss,  dehydration,  regurgitation 
and  hematemesis  are  present,  the  disease  is 
usually  too  far  advanced  for  any  treatment 
other  than  palliative  measures  such  as  roent- 
genotherapy and  gastrostomy. 

Roentgen  studies,  and  esophagoscopy  with 
biopsy,  are  necessary  for  the  establishment 
of  a  positive  diagnosis.  Occasionally  the 
roentgenogram  will  be  typical  of  carcinoma, 
but  the  biopsy  will  show  only  "chronic  in- 
flammatory tissue."  Such  a  patient  is  entitled 
to  an  exploratory  thoracotomy ;  delay  "to 
wait  and  see"  is  never  excusable. 

The  ideal  treatment  of  carcinoma  of  the 
esophagus  is  partial  esophagectomy,  trans- 
plantation of  part  or  all  of  the  stomach  into 
the  chest,  and  esophago-gastric  anastomosis. 
Until  a  few  years  ago  this  procedure,  because 
of  technical  difficulties,  was  applicable  only 
to  lesions  in  the  lower  third  of  the  esopha- 


gus. Now,  however,  several  reports  in  the 
literature  have  described  successful  eso- 
phago-gastric anastomosis  in  the  neck.  Thus, 
carcinoma  of  any  portion  of  the  esophagus 
has  become  amenable  to  surgery,  if  it  is  per- 
formed early  enough. 

Case   7 

A  white  woman,  aged  42,  entered  the  hospital 
with  a  complaint  of  upper  abdominal  pain  that 
radiated  through  to  the  back.  The  pain  had  been 
present  for  ten  months.  There  were  no  other  symp- 
toms, and  physical  examination  was  negative.  Roent- 
genograms made  elsewhere  at  the  onset  of  her 
illness  had  shown  a  slight  distortion,  interpreted  as 
an  ulcer,  in  the  middle  third  of  the  esophagus.  She 
had  lost  8  pounds  in  weight,  and  had  not  obtained 
any  relief  from  an  ulcer  regimen. 

Roentgenograms  following  admission  here  showed 
a  constant,  ragged,  filling  defect  at  the  level  of 
the  carina  (fig.  6).  Esophagoscopy  revealed  thick- 
ening and  irregularity  of  the  mucosa  with  fixation 
of  the  esophagus.  Biopsy  was  reported  as  showing 
squamous  cell  carcinoma. 

Under  endotracheal  anesthesia,  the  left  side  of 
the  chest  was  entered  through  the  bed  of  the  eighth 
rib.  The  carcinomatous  area  was  found  to  be  just 
behind  the  aortic  arch,  and  adherent  to  it.  Never- 
theless, the  esophagus  was  separated  by  dissection 
and  the  lower  two-thirds  excised.  The  stomach  was 
elevated  to  the  thorax,  and  an  esophago-gastric  anas- 
tomosis effected.  The  pathologic  diagnosis  concurred 
with  the  biopsy  findings.  The  postoperative  course 
was  uneventful  except  for  a  slight  collection  of 
fluid  in  the  left  side  of  the  thorax  that  required 
aspiration  once. 

Following  discharge,  the  patient  received  radiation 
therapy  centered  on  the  aorta,  as  it  was  felt  that 
tumor  had  been  left.  When  last  seen  on  January  20, 
1950,  twenty  months  after  opei'ation.  she  had  mod- 
erate retrosternal  pain.  Barium  swallow  showed  a 
well  functioning  esophago-gastric  anastomosis  with 
no  evidence  of  tumor.  The  roentgenologist  stated 
that  adhesions  between  the  aorta  and  the  esophago- 
gastric anastomosis,  which  he  had  noted  in  other 
such  patients,  probably  accounted  for  the  pain. 

Benign  Tumors[9) 
Benign  esoimaeeal  tumors  are  not  common, 
but  include  papillomas,  polyps,  fibromas, 
lipomas,  lipomyomas,  leiomyomas,  myomas, 
adenomas,  hemangiomas,  dermoid  cysts,  and 
epithelial  cysts.  They  may  be  sessile,  pedun- 
culated, or  intramural.  Benign  tumors  pro- 
duce essentially  the  same  symptoms  as  ma- 
lignant lesions,  and  require  the  same  diag- 
nostic procedures  in  order  to  rule  out  can- 
cer. Many  of  the  lesions  can  be  treated 
through  the  esophagoscope,  but  some  of  the 
larger  ones  will  require  thoracotomy. 

Case  8 

A  40  year  old  white  man  entered  the  hospital 
with  a  vague  history  of  epigastric  pains  that  ra- 
diated over  the  right  chest  into  the  right  axilla  and 
neck.  Physical  examination  was  negative.  Roentgen 
examination  following  a  barium  meal  demonstrated 
a  filling  defect  in  the  lower  third  of  the  esophagus 
(fig.  7).  Accessory  clinical  findings  were  negative. 
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Under  endotracheal  anesthesia  left  thoracotomy 
was  performed  and  the  esophagus  was  explored.  A 
tumor  mass,  measuring  4  by  4  by  7  cm.  and  re- 
sembling a  fibromyoma  of  the  uterus,  was  found 
in  the  lower  third  of  the  esophagus.  The  tumor  was 
in  the  muscular  layers  and  did  not  involve  the  sub- 
mucosa  or  mucosa;  it  was  shelled  out  without  open- 
ing the  mucosa.  The  pathologic  diagnosis  was  "fibro- 
myoma of  the  esophagus."  The  wound  was  closed 
in  the  usual  manner,  and  the  patient  was  discharged 
on  the  seventh  postoperative  day  after  an  uncom- 
plicated convalescence. 

Summary 
Any  part  of  the  esophagus  can  now  be  ap- 
proached with  confidence  by  the  well  trained 
thoracic  surgeon.  Consequently,  the  exact  di- 
agnosis of  esophageal  lesions  has  assumed 
more  importance  than  it  held  formerly,  when 
no  therapy  other  than  palliative  treatment 
was  available.  Any  patient  with  complaints 
referable  to  the  esophagus  is  entitled  to  such 
diagnostic  procedures  as  are  necessary  to  es- 
tablish a  positive  diagnosis.  It  is  only  by 
strict  adherence  to  this  principle  that  cancer 
of  the  esophagus  can  be  treated  early  enough 
to  avoid  a  fatal  outcome. 
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STUDIES  ON  EXPERIMENTAL 
LEPTOSPIROSIS  (WEIL'S  DISEASE) 

Parker  R.  Beamer,  M.D.,  Ph.D. 
Winston-Salem 

An  acute  disease  characterized  by  the  sud- 
den onset  of  malaise,  myalgia  and  fever,  with 
the  development  of  hepatomegaly,  jaundice, 
hemorrhagic  diatheses,  splenomegaly  and 
evidences  of  renal  damage,  was  described 
by  Weil111  in  1886  as  a  clinical  syndrome  oc- 
curring particularly  in  young  adults.  The 
causal  agent  of  this  disease,  subsequently 
known  as  Weil's  disease,  was  isolated  by 
Inada  and  his  associates'2'  in  1915.  The  or- 
ganism was  named  Spirochaeta  icterohaemor- 
rhagiae. Because  of  distinctive  morphologic 
features  possessed  by  several  strains  of  the 
organism  collected  in  Japan,  the  United 
States  and  Belgium,  Noguchi'31  proposed  a 
new  generic  group,  and  renamed  the  organ- 
ism, Leptospira  icterohaemorrhagiae. 

The  leptospirae  are  finely  coiled  organ- 
isms with  one  or  more  gentle  waves  through- 
out their  length  of  6  to  20  microns.  In  broth 
cultures  one  or  both  ends  of  the  organism  are 
bent  into  a  semicircular  hook,  and  spinning 
movements  and  active  flexibility  are  associ- 
ated with  vigorous  motility.  These  features 
provide  adequate  means  of  differentiating 
leptospiral  forms  from  treponemal  and  bor- 
relial  types. 

Through  the  years  Weil's  disease  came  to 
be  known  by  a  variety  of  names,  such  as 
leptospiral  jaundice,  spirochetal  jaundice,  ty- 
phus bilieux,  spirochetosis  icterohaemorrha- 
gica,  epidemic  jaundice,  and  leptospirosis. 
When  one  is  referring  to  the  disease  orig- 
inally described  by  Weil,  such  terms  should 
be  used  with  care.  For  example,  "spiroche- 
tal" or  "leptospiral  jaundice"  is  not  accurate, 
because  in  an  appreciable  percentage  of  ca- 
ses jaundice  is  not  observed.  On  the  other 
hand,     "leptospirosis"     includes     infections 
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caused  by  several  species  (namely,  Lept.  can- 
icola,  Lept.  grippotypkosa,  Lept.  hebdomidis, 
and  others  which  are  not  well  defined), 
whereas  classical  Weil's  disease  in  man  is 
caused  only  by  Lept.  icterohaemorrhagiae. 

Weil's  disease  occurs  the  world  over,  but 
is  more  common  in  tropical  and  temperate 
regions.  Cases  have  been  encountered  in  more 
than  forty  countries,  several  hundred  having 
been  reported  from  England,  Germany, 
France,  Holland,  Japan,  Denmark,  and  areas 
in  South  America  and  Africa.  In  1922  Wads- 
worth  and  his  colleagues'4'  reported  the  first 
case  recognized  in  the  United  States,  and 
well  over  one  hundred  cases  have  been  en- 
countered in  this  country  since  that  time. 
The  disease  is  more  common  in  men  than 
in  women — a  feature  which  is  explained, 
perhaps,  by  occupational  hazards. 

The  causal  organism  has  been  demonstrat- 
ed in  the  excreta  of  adult  rats  trapped  in 
rural  and  urban  areas  of  the  United  States, 
and  it  has  been  found  also  in  mice,  cats,  dogs, 
pigs,  minks,  foxes,  bats,  and  horses.  The  vast 
majority  of  cases  in  human  beings  are  be- 
lieved to  result  from  direct  or  indirect  con- 
tact with  rats.  Examinations  of  medical  case 
histories  would  lead  one  to  conclude  that 
the  usual  portal  of  entry  is  an  abrasion  or 
laceration  in  the  skin ;  in  some  instances, 
however,  the  organism  may  have  entered  the 
body  by  way  of  the  intestinal  mucosa,  the  na- 
sal mucosa,  or,  possibly,  the  conjunctivae. 
Victims  of  Weil's  disease  are  found  fre- 
quently among  occupational  groups  such  as 
miners,  sewer  workers,  fish  cleaners,  abat- 
toir attendants,  workers  in  cane  and  rice 
fields,  and  others  whose  duties  involve  work 
in  damp  places  where  rats  may  be  common. 

Studies  on  the  pathogenesis  of  leptospiro- 
sis have  been  published  by  Stavitsky(5),  and 
excellent  discussions  of  the  clinical  features, 
epidemiology,  laboratory  findings,  diagnosis 
and  differential  diagnosis,  prophylaxis  and 
control,  treatment,  and  complications  of  the 
disease  are  available  in  reviews  by  Ashe, 
Pratt-Thomas  and  Kumpe'6'  and  Bertucci(7), 
whose  articles  include  numerous  pertinent 
references  to  the  literature. 

The  purpose  of  the  present  investigation 
was  (a)  to  elucidate  certain  features  con- 
cerning the  progression  of  lesions  in  lepto- 
spirosis of   experimental  animals,  and    (b) 
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to  develop  a  simple,  rapid  serologic  proce- 
dure for  use  in  diagnostic  studies  of  lepto- 
spirosis — specifically  for  Weil's  disease  in 
human  beings. 

Experimental  Study 

Methods  and  material 

Leptospirosis  was  produced  experimen- 
tally in  a  large  series  (approximately  240) 
of  young,  apparently  normal  and  healthy 
guinea  pigs,  weighing  between  125  and  250 
Gm.  (the  mean  being  approximately  200 
Gm.).  The  rectal  temperature  of  each  ani- 
mal and  other  clinical  data  were  recorded 
prior  to  and  during  the  course  of  the  disease 
established  by  intraperitoneal  inoculation  of 
variable  amounts  of  broth  cultures  of  Lep- 
tospira icterohaemorrhagiae.  The  strain  used 
was  obtained  from  Dr.  J.  A.  Kasper,  who 
isolated  it  from  a  wild  rat  trapped  in  De- 
troit, Michigan.  The  organism  had  been  main- 
tained in  the  laboratory  by  passage  through 
animals  and  serial  transfers  in  modified 
Schiiffner's  medium  every  three  to  six  days. 

Following  inoculation  the  animals  were  ob- 
served at  frequent  intervals,  for  scleral  hem- 
orrhages, jaundice,  and  other  signs  of  ill- 
ness. At  arbitrarily  chosen,  successively  in- 
creasing intervals,  animals  were  sacrificed, 
some  being  allowed  to  recover  from  the  dis- 
ease so  that  tissues  from  convalescing  ani- 
mals might  be  studied.  In  representative  in- 
stances blood  was  collected  ante  mortem  for 
culture,  passage  through  animals,  and  sero- 
logic study.  Urine,  blood  and  tissues  were 
collected  post  mortem  for  culture  and  dark- 
field  examinations,  and  tissues  were  pre- 
pared for  histologic  study. 

In  order  to  provide  a  proper  evaluation  of 
the  laboratory  data,  a  control  series  of  ap- 
proximately 40  uninoculated,  apparently  nor- 
mal and  healthy  guinea  pigs  of  comparable 
sizes  were  observed  and  studied  in  the  same 
manner. 

Clinical  observations 

Every  experimental  animal,  irrespective 
of  its  size,  showed  evidence  of  infection, 
manifested  by  fevers  of  2  to  5  degrees  Fah- 
renheit, developing  within  twenty  -  four 
hours,  generally  reaching  a  peak  in  forty- 
eight  to  ninety-six  hours,  and  usually  falling 
to  normal  or  subnormal  values  on  the  fifth 
or  sixth  day  after  inoculation.  On  the  third 
or  fourth  day  marked  vascular  congestion  of 


the  sclerae  was  noted  in  most  animals,  and 
several  developed  petechiae  in  the  sclerae 
with  a  few  relatively  large  hemorrhages. 
Jaundice,  observed  in  the  sclerae  of  most  an- 
imals surviving  five  days  or  longer,  devel- 
oped concomitantly  with  the  fall  in  tempera- 
ture; in  those  animals  which  recovered,  it 
usually  receded  about  the  eleventh  or  twelfth 
day.  As  a  rule,  jaundice  was  apparent  by  the 
sixth  day,  but  in  some  instances  it  was  not 
noted  until  the  eighth  or  ninth  day. 

The  characteristic  syndrome  described 
above  was  observed  in  most  animals,  and 
bore  no  apparent  relation  to  the  size  of  the 
inoculum  or  the  weight  of  the  animal,  with- 
in the  range  of  125  to  250  Gm.  In  a  few  in- 
stances variations  were  noted  in  animals  of 
much  lighter  or  heavier  weight. 

Laboratory  tests 

Darkfield  examinations  of  urine  were  fre- 
quently positive  after  the  sixth  day;  occa- 
sionally, leptospirae  were  cultured  from 
urine  in  which  no  organisms  were  observed 
by  direct  examination.  The  results  obtained 
would  indicate  that  culture  in  a  satisfactory 
medium  is  more  dependable  than  darkfield 
examination  for  detecting  the  organisms, 
particularly  if  cultures  are  observed  at  in- 
tervals over  a  period  of  ten  to  fourteen  days 
before  being  discarded. 

Leptospirae  were  cultured  in  all  samples 
of  blood  obtained  ante  mortem  or  post  mor- 
tem during  the  second  to  sixth  days  of  the 
disease,  whereas  cultures  of  blood  drawn  on 
the  eighth,  twelfth,  and  fourteenth  days  were 
negative.  Microscopic  agglutination  tests, 
performed  essentially  according  to  Schiiff- 
ner's technique's\  revealed  titers  of  1:100 
as  early  as  the  eighth  or  ninth  day;  by  the 
nineteenth  or  twentieth  clay  the  titer  had 
risen  as  high  as  1:10,000  to  1:30,000. 

Anatomic  lesions 

Multiple  petechiae  and  larger  foci  of  hem- 
orrhage appeared  within  forty-eight  hours 
after  infection,  especially  in  the  lungs  and 
less  commonly  in  the  colon  and  adrenal 
glands.  These  early  changes  were  difficult 
to  evaluate,  because  a  few  of  the  control  ani- 
mals, sacrificed  by  ether-asphyxiation  or 
electric  shock,  revealed  minute  foci  of  hem- 
orrhage in  the  lungs.  These  were  less  exten- 
sive, however,  than  those  generally  observed 
in  inoculated  experimental  animals. 

Widespread  and  more  significant  lesions 
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Fig.   1.     Foci  of  hemorrhage  in   the  lung,  on 
the  second  day  of  infection. 


were  observed  after  the  fourth  day  of  the 
disease.  Hemorrhagic  foci  were  larger  and 
more  numerous,  and  involved  more  organs, 
occurring  in  the  lungs,  skin,  subcutaneous 
adipose  tissue,  serous  membranes,  gastroin- 
testinal tract,  kidneys,  adrenals,  epididym- 
ides, pancreas,  retroperitoneal  tissues,  my- 
ocardium, and  skeletal  muscles.  Infiltration 
of  inflammatory  cells  in  association  with 
hemorrhagic  foci  was  minimal  in  degree  or 
absent. 

Figure  1  illustrates  the  smaller,  patchy 
areas  of  hemorrhage  observed  in  the  pul- 
monary alveoli  early  in  the  course  of  the 
disease  (second  day).  Involvement  observed 
in  figure  2  is  representative  of  the  larger, 
more  extensive  lesions  noted  in  most  animals 
by  the  fourth  day. 

All  animals  examined  on  the  fifth  and 
sixth  days,  as  the  fever  receded,  showed  gen- 
eralized icterus  developed  in  this  period.  At 
this  time  hepatocellular  disarray  was  prom- 
inent (fig.  3) .  Foci  of  necrosis,  appearing  in- 
dividually and  in  small  groups,  and  increases 
in  mitotic  figures  were  noted  in  the  liver. 
Small  numbers  of  mononuclear  inflammatory 


Fig.  2.  Extensive  hemorrhage  into  pulmonary 
alveoli  on  the  fourth  day  of  infection.  (Note  the 
absence   of   inflammatory    cells.) 


cells  and  occasional  polymorphonuclear  leu- 
kocytes were  associated  with  these  foci  (figs. 
4  and  5).  The  kidneys  were  enlarged  and 
pale,  and  degenerative  changes  associated 
with  some  necrosis  of  proximal  tubular  epi- 
thelium were  observed.  There  were  small 
hemorrhages  in  a  few  glomeruli,  and  the 
tubules  contained  albuminous,  hyaline,  cellu- 
lar and  hemoglobin  casts  (fig.  6).  No  cellu- 
lar infiltration  of  significant  degree  was 
noted. 

Tissues  from  convalescent  animals  which 
had  endured  a  siege  of  fully  developed  lep- 
tospirosis  revealed  little  or  no  evidence  of 
disease. 

Although  hemorrhagic  foci  occurred  in  the 
myocardium,  gastrointestinal  tract,  pan- 
creas, brain,  skeletal  muscle,  ovaries,  epidi- 
dymides, and  subcutaneous  and  retroperito- 
neal tissues,  silver  impregnation  demonstrat- 
ed no  leptospirae  in  association  with  these 
lesions.  In  the  lungs,  organisms  were  pres- 
ent in  largest  numbers  within  forty-eight 
hours.  By  the  fourth  to  fifth  day  leptospirae 
were  found  in  appreciable  but  decreasing 
numbers  in  the  lungs,  and  the  liver  contained 
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Fig.  3.  Low  power  view  of  the  liver,  demon- 
strating disruption  of  the  usual  cordal  pattern 
(hepatocellular  disarray)  by  the  fifth  and  sixth 
days. 

markedly  higher  numbers,  in  the  sinusoids 
and  within  hepatic  cells  (fig.  7).  From  the 
sixth  to  nineteenth  days,  large  numbers  were 
present  within  the  epithelial  cells  and  in  the 
lumina  of  renal  tubules  (fig.  8),  whereas 
extremely  few  could  be  demonstrated  in  the 
other  tissues.  In  two  instances  leptospirae 
were  known  to  persist  in  the  kidneys  for 
more  than  forty  days  after  the  guinea  pig 
recovered  from  the  disease. 

Comment 

Petechiae  and  ecchymoses  throughout  sev- 
eral tissues  of  the  body  constitute  the  more 
constant  pathologic  changes  in  Weil's  dis- 
ease as  it  is  seen  in  human  beings.  Often 
icterus  and  hepatic  damage  develop  after 
the  first  few  days  of  the  disease,  and  in 
many  patients  nephrosis  and  nephritis  may 
complicate  the  clinical  course. 

The  histopathologic  changes  observed  in 
experimental  animals  are  helpful  in  elucidat- 
ing the  pathogenesis  of  Weil's  disease  in 
human  beings.  Although  hemorrhages  ob- 
served in  Weil's  disease  are  often  thought 
to  result  from  hypoprothrombinemia,  widely 
distributed  petechiae  and  ecchymoses  were 
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Fig.  4.  Minimal  infiltration  of  inflammatory 
cells  and  foci  of  necrosis  in  the  liver.  Fifth  and 
sixth  days. 


found  in  the  animals  before  evidence  of  he- 
patic damage  appeared.  Moreover,  these 
hemorrhages  apparently  bore  no  specific  re- 
lation to  the  presence  of  the  organism  in  the 
lesion.  Acute  leptospirosis,  both  in  man  and 
in  the  experimental  animal,  often  produces 
hemorrhages  in  skeletal  muscle  (such  as  the 
gastrocnemius) ,  but  no  organisms  can  be 
demonstrated  in  these  lesions  or  in  close 
proximity  to  them.  It  would  seem  that  the 
petechiae  and  ecchymoses  are  the  result  of 
capillary  damage  by  an  injurious  agent, 
formed  by  or  from  the  leptospirae,  or  by  the 
action  of  the  organism  on  tissues.  Later  in 
the  course  of  the  disease,  hypoprothrombine- 
mia may  play  a  role,  also. 

Another  experimental  finding  of  consider- 
able interest  was  the  presence  of  relatively 
large  numbers  of  leptospirae  in  the  kidney 
late  in  the  course  of  the  disease,  and  even 
several  days  after  convalescence  from  the 
acute  phase.  At  this  time  the  kidneys  may 
be  normal  anatomically,  and  examination  of 
the  urine  may  reveal  no  significant  findings 
other  than  the  presence  of  leptospirae.  This 
fact  offers  a  satisfactory  explanation  of  a 
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Fig.  5.  High  power  view  of  the  necrotic  area 
shown  in  figure  4.  The  inflammatory  cells  are 
chiefly  lymphocytes,  with  a  few  large  mononu- 
clear cells  and  occasional  polymorphonuclear 
leukocytes. 


Fig.  6.  Degenerative  changes  in  the  kidney 
and  necrosis  of  tubular  epithelium.  Casts  are 
present  in  several  tubules,  and  inflammatory 
reaction  is  minimal  or  absent.  Fifth  and  sixth 
days. 


means  by  which  the  organisms  may  be  passed 
to  susceptible  animals  and  to  man. 

Macroscopic  Agglutination  Technique 
Because  of  the  rather  exacting  manipula- 
tions required  for  performing  and  reading 
the  Schiiffner  microscopic  agglutination 
test,  many  laboratories  do  not  perform  diag- 
nostic agglutination  tests  for  leptospirosis. 
For  this  reason  it  is  sometimes  difficult  to 
establish  a  diagnosis  of  Weil's  disease  in  hu- 
man beings,  especially  in  instances  where  the 
clinical  picture  is  not  convincing  and  cultures 
of  the  blood  and  urine  reveal  no  evidence  of 
the  causal  agent.  Some  investigators'91  have 
proposed  macroscopic  agglutination  tests  to 
facilitate  the  serologic  diagnosis.  Brown(10) 
had  previously  suggested  a  specific  adhesion 
test  which  has  found  very  limited  use.  More 
recently  Boerner  and  Lukens(11)  reported  a 
complement-fixation  test  for  the  diagnosis  of 
syphilis,  leptospirosis,  echinococcosis,  ma- 
laria, and  other  diseases. 

Although   the    macroscopic    agglutination 
test  mav  not  be  as  sensitive  as  the  microsco- 


pic procedure,  experiences  indicate  that  reli- 
able results  and  useful  diagnostic  informa- 
tion, not  otherwise  available,  may  be  pro- 
vided to  clinicians  by  its  use. 

Method 

In  the  test  developed  during  the  course 
of  the  present  investigation,  the  antigen  is 
prepared  by  formolizing  a  culture  of  Lept. 
ieterohemorrhagiae  or  Lept.  canicola  in  mod- 
ified Schiiffner's  medium,  approximately 
two  hours  before  performing  the  test.  De- 
pendent upon  the  individual  strain  used,  the 
final  concentration  of  formalin  is  0.05  to  0.2 
per  cent.  This  antigen  is  then  added  to  serial 
dilutions  of  inactivated  control  sera  (nega- 
tive and  positive)  and  of  the  test  serum. 
After  the  antigen  and  serum  are  mixed, 
tubes  are  incubated  for  sixty  minutes  at  37 
C.  to  encourage  antigen-antibody  union,  and 
then  placed  at  56  C.  for  fifteen  minutes  to 
enhance  flocculation  of  agglutinated  parti- 
cles. Tubes  are  then  centrifuged  approxi- 
mately seven  minutes  at  2500  r.p.m.,  utiliz- 
ing  a  principle    advocated   for  performing 
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Fig-.  7.  Oil-immersion  view  of  the  liver,  show- 
ing leptospirae  in  the  hepatic  parenchvmal  cells. 
Fifth   day. 

rapid  agglutination  tests.  Titers  are  read 
with  the  unaided  eye  and,  where  indicated, 
with  a  concave  mirror  for  magnification. 
After  standing  overnight  in  the  refrigerator, 
tubes  may  be  recentrifuged  and  second  ob- 
servations made.  The  later  readings  usually 
agree  with  the  "immediate"  results,  but  fre- 
quently the  titer  is  a  little  higher  or  clumps 
are  detected  more  easily. 

Results 

Titers  obtained  by  the  technique  described 
above  are  usually  in  essential  agreement  with 
those  of  the  Schiiffner  microscopic  test,  but 
occasionally  a  positive  reading  in  the  next 
higher  dilution  is  obtained  with  the  latter. 
In  our  experience  there  have  been  only  rare 
instances  in  which  this  discrepancy  would 
detract  significantly  from  the  value  of  the 
macroscopic  test  as  an  aid  in  the  diagnosis 
of  leptospirosis.  In  a  series  of  more  than  80 
tests  using  human  and  animal  sera,  there 
was  no  instance  in  which  a  positive  result 
with  the  macroscopic  test  was  not  confirmed 
by  the  Schiiffner  technique.  Likewise,  every 
serum  shown  to  be  positive  by  the  microsco- 
pic technique  was  read  as  positive  in  the  ma- 
croscopic test  also. 


Fig.  8.  Oil-immersion  view  showing  lepto- 
spirae in  renal  epithelial  cells  and  in  the  lumen 
of  a  tubule,  on  the  forty-fifth  day  following  ap- 
parent recovery. 

Summary  and  Conclusion 

1.  Clinicopathologic  observations  and  his- 
topathologic studies  on  experimental  lepto- 
spirosis in  guinea  pigs  are  reviewed  in  an  at- 
tempt to  elucidate  important  features  in  the 
development  of  this  disease. 

2.  A  simple,  rapid  macroscopic  agglutina- 
tion test  is  proposed  as  an  aid  in  establish- 
ing the  diagnosis  of  Weil's  disease  in  human 
beings.  It  is  believed  that  this  test  has  par- 
ticular value  as  a  "screening"  procedure. 

3.  A  better  appreciation  of  the  incidence 
of  Weil's  disease  and  the  comparatively  ubi- 
quitous distribution  of  Leptospira  ictero- 
haemorrhagiae,  together  with  careful  clini- 
cal observations  and  accurately  performed 
laboratory  procedures  (including  inoculation 
of  susceptible  animals,  cultures  of  blood  and 
urine,  and  serologic  studies)  may  lead  to  in- 
creased recognition  of  this  disease. 

Drs.  Hugh  G.  Grady  and  Harlan  I.  Firminger 
participated  in  much  of  the  expei'imental  work  per- 
formed while  the  author  was  stationed  at  the  An- 
tilles Medical  Laboratory,  San  Juan,  Puerto  Rico. 
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PREVENTION  AND  TREATMENT  OF 

HEMORRHAGE  IN  THE  THIRD  AND 

FOURTH  STAGES  OF  LABOR 

James  A.  Crowell,  M.D. 
Charlotte 

The  third  stage  of  labor  is  the  period  from 
the  delivery  of  the  child  until  after  the  ex- 
pulsion of  the  placenta  and  membranes'11.  The 
fourth  stage'2'  of  labor  has  been  described  as 
"that  interval  after  the  expression  of  the 
placenta  into  complete  reaction  of  the  pa- 
tient to  delivery,  including  a  satisfactory 
contraction  of  the  uterus  without  excessive 
bleeding."'-1,1  Mismanagement  of  the  third 
and  fourth  stages  of  labor  can  lead  to  such 
serious  maternal  complications  that  it  is 
well  for  us  to  study  this  particular  phase  of 
obstetrics  from  time  to  time. 

Fig.  I'31  shows  the  maternal  mortality 
rates  by  race  from  1915  through  1947.  Prob- 
ably the  largest  single  factor  responsible 
for  the  pronounced  improvement  in  mater- 
nal mortality  during  recent  years  was  the 
introduction  of  chemotherapy  and  antibio- 
tics for  the  prevention  and  treatment  of  puer- 
peral septicemia.  Between  1935  and  1945  the 
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Fig.    1.     Maternal    mortality    rates    by    race    in 
birth-registration  states,  1915-1947. 


death  rate  from  puerperal  septicemia  de- 
clined very  rapidly — from  2.4  to  0.7  per  cent. 
The  mortality  from  puerperal  toxemia 
dropped  74  per  cent — from  1.9  in  1930  to 
0.5  in  1945.  This  decline  has  been  fairly  gen- 
eral throughout  the  fifteen  year  period.  In 
contrast,  the  mortality  from  hemorrhage  and 
shock  has  declined  only  40  per  cent — from 
1.0  in  1939  to  0.6  in  1945. 

Table  lm  shows  the  maternal  mortality  by 
year  in  North  Carolina  for  the  ten  year  pe- 
riod from  1939  through  1948.  It  may  be  seen 
that  the  deaths  from  infections  and  from 
toxemia  have  shown  a  steady  decline,  where- 
as the  deaths  from  hemorrhage  and  from 
other  accidents  and  specified  conditions 
have  not  materially  declined  in  the  last  ten 
years.  The  heading,  "Other  Accidents  and 
Specified  Conditions,"  includes  lacerations, 
rupture,  and  acute  inversion  of  the  uterus. 

The  major  problem  in  further  decreasing 
maternal  mortality  is  the  prevention  and 
treatment  of  hemorrhage.  A  very  large  per- 
centage of  the  maternal  deaths  from  hemor- 
rhage occur  during  the  third  and  fourth 
stages  of  labor. 

Blood  transfusion  is  probably  the  most 
important  part  of  the  treatment  of  hemor- 
rhage during  this  stage  of  labor.  Whole  blood 
is  the  only  substitute  for  blood  loss  by  hem- 
orrhage, and  it  should  be  given  early  and  in 
sufficient  amounts.  It  has  been  suggested 
that  Rh-negative,  type  O  blood  of  a  low  titer 
should  be  on  hand  in  all  maternity  hospitals 
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Table  1* 
Causes  of  Maternal  Deaths  in  North  Carolina 


Cause  of  Death 

Abortion  with  infection 
Abortion  without  infection 
Ectopic  gestation 
Hemorrhage  of  pregnancy 
Toxemia  of  pregnancy 


'39 

26 

14 

10 

3 

78 


£    Other  diseases  and  accidents  of  pregnancy  17 


'40 

41 
12 

7 

6 

81 

21 


'41 
22 

19 

7 

3 

57 

21 


'42 

27 
13 
10 
5 
66 
13 


'43 

24 

20 

10 

2 

30 

7 


'44 

32 

11 

10 

2 

27 
4 


'45 

19 

20 

15 

2 

29 
5 


'46 

17 
19 

14 

4 

23 

7 


"47 

18 

4 

13 

19 
6 


'48 

8 

2 

10 

22 
6 


£?  Hemorrhage  of  childbirth  and  puerperium  41 

m>        (a)   Placenta  praevia  14 

«        (b)   Other  hemorrhages  27 

u  Infection  during  childbirth  and  puerperium  81 

£  Puerperal  toxemia  66 

*  Other  accidents  and  specified  conditions  12 

—  Other  unspecified  conditions  26 

C 

a 


TOTAL 


60 
16 
44 
91 
61 
10 
26 


46 
17 
29 
75 
51 
6 
30 


45 
10 
35 
57 
42 
10 
19 


60 

12 
48 
55 
64 
12 


50 
12 
38 
44 
59 
9 
18 


34 
6 

28 
46 
44 
17 
17 


33 

t 
t 
24 
33 
13 
16 


39 

t 

t 

30 

44 

10 

9 


374       416       337       307       306       266       248       203       192 


48 
8 
40 
39 
53 
13 
5 


206 


♦Source— National   Office   of   Vital   Statistics,    1939-47 
tNot  available  by  specified  cause. 


N.    C.Bureau  of  Vita]   Statistics,   1948. 


and  should  be  employed  while  cross-matching 
is  being  done'51.  Plasma  may  be  given  in 
emergencies  as  a  temporary  expedient. 

Causes  of  Postpartum  Hemorrhage 

Anesthesia  and  prolonged  analgesia  are 
important  factors  contributing  to  hemor- 
rhage and  shock.  The  incidence  of  these  com- 
plications is  considerably  less  in  patients 
delivered  under  regional  anesthesia  or  no 
anesthesia  than  in  those  delivered  under 
general  anesthesia. 

In  one  reported  series  of  cases,  atony  of 
the  uterus  was  present  in  two  thirds  of  the 
cases  of  fatal  postpartum  hemorrhage'"".  In 
another  series'6',  it  was  present  in  72  per 
cent.  The  predisposing  causes  of  uterine 
atony  include  such  conditions  as  premature 
separation  of  a  normally  implanted  placenta, 
placenta  praevia,  fibroids,  gross  mismanage- 
ment of  the  third  stage  of  labor,  overdisten- 
tion  of  the  uterus,  and  prolonged  labor. 

Retention  of  placental  tissue  is  the  next 
most  common  cause  of  fatal  hemorrhage. 

Other  causes  of  hemorrhage  during  the 
third  and  fourth  stages  of  labor  include  la- 
cerations of  the  birth  canal,  rupture  of  the 
uterus,  and  deep  cervical  lacerations.  A  rare 
cause  of  serious  and  often  fatal  hemorrhage 
is  placenta  accreta<7). 

Inversion  of  the  uterus 

Inversion  of  the  uterus  is  a  rare  but  very 
important  cause  of  postpartum  hemorrhage. 


It  has  been  reported  as  occurring  once  in 
7,837  deliveries  at  the  Boston  Lying-in  Hos- 
pital(S),  once  in  6,500  deliveries  at  the  Univer- 
sity of  California  Hospital'91,  and  once  in 
2,300  deliveries  at  the  Providence  Hospi- 
tal(10).  Last  year  (1949)  3  cases  occurred  at 
the  Mercy  Hospital  in  Charlotte — an  inci- 
dence of  one  in  656  deliveries.  While  this 
high  rate  for  the  year  is  merely  a  coinci- 
dence, I  feel  that  it  justifies  a  brief  report 
of  these  cases,  together  with  three  others 
which  have  occurred  in  Charlotte  hospitals 
within  the  past  three  years. 

Case  1.  A  21  year  old  white  woman  in  her  sec- 
ond pregnancy  had  a  spontaneous  delivery  under 
ether  anesthesia  after  a  labor  of  four  and  one-half 
hours.  An  adherent  placenta  was  removed  manually 
seventeen  minutes  after  delivery  of  the  child.  The 
uterus  was  found  to  be  completely  inverted,  and 
was  immediately  replaced.  The  estimated  blood  loss 
was  500  cc.  The  patient  responded  normally  and 
was  discharged  by  ambulance  thirty-six  hours 
post  partum,  apparently  in  good  condition.  No  blood 
studies  were  made. 

Case  2.  A  23  year  old  white  primipara  was  de- 
livered by  low  forceps  under  ether  anesthesia  after 
a  five-hour  labor  with  a  third  stage  of  ten  minutes. 
The  uterus  was  found  to  be  completely  inverted.  An 
immediate  attempt  at  manual  reduction  was 
unsuccessful,  and  deep  shock  developed.  A  consul- 
tant was  called,  and  intravenous  fluids  were  started. 
Thirty-five  minutes  after  discovery  of  the  inver- 
sion, the  uterus  was  manually  replaced  and  packed 
with  iodoform  gauze.  After  this  the  patient's  respira- 
tions ceased,  but  she  gradually  responded  to  artifi- 
cial respiration,  Digalen,  Coramine,  and  intravenous 
fluids  (1000  cc.  of  plasma  and  1000  ec.  of  whole 
blood).  Chemotherapy  and  antibiotic  therapy  were 
administered.  The  temperature  spiked  to  102.4  F., 
but   returned   to    normal   on   the    third    postpartum 
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day.  An  additional  transfusion  of  whole  blood 
(1000  cc.)  was  given.  She  was  discharged  in  good 
condition  on  the  sixth  postpartum  day,  with  a  red 
cell  count  of  4,160,000,  and  a  hemoglobin  of  80  per 
cent. 

Case  3.  A  white  primipara,  aged  27,  was  deliv- 
ered by  low  forceps  under  ether  anesthesia  after 
a  fifteen  hour  labor.  The  third  stage  lasted  ten 
minutes,  and  shock  developed  fifteen  minutes  later. 
This  was  combatted  with  supportive  therapy  and 
blood  transfusions,  and  a  consultant  was  called  in 
six  hours  after  delivery.  Examination  under  light 
general  anesthesia  revealed  a  completely  inverted 
uterus  which  was  replaced  manually  with  some  dif- 
ficulty. After  the  uterus  and  vagina  were  packed, 
the  shock  rapidly  disappeai-ed.  Antibiotic  and  chem- 
otherapeutic  agents  were  given.  The  temperature 
spiked  to  103  F.,  but  returned  to  normal  by  the 
third  postpartum  day.  The  patient  received  a  total 
of  2,500  cc.  of  whole  blood.  On  the  fourth  postpartum 
day,  the  red  cell  count  was  3,810,000  and  the  hemo- 
globin 70  per  cent.  The  patient  was  discharged  in 
good  condition  on  the  seventh  postpartum  day. 

Case  4.  A  22  year  old  white  primipara  was  de- 
livered with  low  forceps  under  ether  anesthesia, 
after  a  thirty  hour  labor.  The  third  stage  lasted  five 
minutes.  Three  hours  after  delivery  mild  shock  de- 
veloped, and  excessive  bleeding-  was  reported.  In 
spite  of  intravenous  fluids  (1000  cc.  of  plasma  and 
1000  cc.  of  whole  blood)  and  supportive  treatment, 
she  remained  on  the  verge  of  shock.  Thirty-one  hours 
after  delivery  a  consultation  was  called.  Examina- 
tion under  general  anesthesia  revealed  a  complete 
inversion  of  the  uterus.  This  was  reduced  manually 
with  moderate  difficulty,  and  the  uterus  and  vagina 
were  packed  with  iodoform  gauze.  The  natient  re- 
acted well.  In  spite  of  chemotherapy  and  antibiotic 
therapy,  the  temperature  spiked  to  102.4  F.,  return- 
ing to  normal  by  the  seventh  postpartum  day. 
After  an  additional  ti-ansfusion  of  whole  blood 
(1000  cc.)  was  given,  the  red  cell  count  was  2,980.- 
000  and  the  hemoglobin  55  per  cent  on  the  fifth 
postpartum  day.  The  patient  was  discharged,  appar- 
ently in  good  condition,  on  the  ninth  postpartum 
day. 

Case  5.  A  white  primipara,  aged  18,  had  a  full 
term  breech  deliverv  in  a  neighboring  town.  Follow- 
ing an  uneventful  third  stage  a  completely  inverted 
uterus  was  found.  An  attempt  at  manual  reposition 
was  unsuccessful,  and  the  patient  was  transported  to 
the  hospital  by  ambulance  approximately  two  hours 
post  partum.  She  was  treated  for  shock  en  route 
to  the  hospital,  but  profound  shock  was  present  on 
admission.  After  a  second  unsuccessful  attempt  at 
manual  replacement  of  the  uterus,  a  laparotomv  was 
done  under  light  general  anpsthesia.  A  tenaculum 
was  placed  on  the  fundus,  and  it  was  easilv  reduced 
by  eentle  traction.  The  patient's  condition  improved 
rapidly.  Approximately  750  cc.  of  plasma  and  750 
cc.  of  whole  blood  were  given  during  the  operation 
and  antibiotic  therapy  was  administered  postop- 
eratively. The  temperature  spiked  to  around  101 
F  .  b"+  returned  to  normal  by  the  third  postpartum 
day.  The  patient  received  a  total  of  2000  cc.  of  whol* 
blood.  On  the  fifth  postoperative  dav  the  red  cell 
count  was  3,620,000  and  the  hemoelobin  70  per  cent. 
She  was  discharged  in  apparently  good  condition 
on  the  eighth  postoperative  day. 

Case  6-  A  25  year  old  colored  women  in  her  sec- 
ond pregnancy  was  delivered  with  low  forceps  under 
ether  anesthesia  after  a  normal  labor  of  two  hours. 
An  uneventful  third  stage  of  ten  minutes  followed. 
One  hour  after  delivery  severe  shock  developed.  Sup- 
portive treatment,   plasma,  blood  transfusions,  and 


antibiotic  therapy  were  given,  but  the  patient  con- 
tinued on  the  verge  of  shock. 

On  the  fifth  postpartum  day  a  consultant  was 
called  and  pelvic  examination  revealed  complete  in- 
version and  marked  edema  of  the  uterus.  Surgical 
correction  was  postponed  until  the  patient  was  in 
better  condition.  Additional  blood  transfusions  and 
supportive  treatment  were  given.  The  temperature 
never  rose  above  100.2  F.,  and  remained  normal 
after  the  tenth  postpai'tum  day. 

Thirty  days  after  delivery  a  Haultain  operation 
was  done  through  a  laparotomy  incision.  The  pos- 
terior uterine  segment  and  cervix  were  incised,  and 
the  uterus  was  pushed  up  out  of  the  vagina.  The 
uterus  and  ceiwix  were  closed,  and  a  bilateral  tubal 
ligation  done  because  of  the  friable  condition  of  the 
uterus  and  the  fact  that  the  incision  extended  al- 
most the  entire  length  of  the  uterus. 

The  patient's  postoperative  course  was  uneventful, 
and  she  was  discharged  in  good  condition  on  the 
eighth  postoperative  day,  after  thirty-nine  days  in 
the  hospital.  During  her  hospital  stay  she  received 
5,570  cc.  of  whole  blood  and  1000  cc.  of  plasma.  The 
last  blood  count,  made  three  days  before  operation, 
revealed  4,150,000  red  blood  cells,  a  hemoglobin  of 
84  per  cent,  and  6,500  white  blood  cells. 

From  the  review  of  these  cases,  it  is  ap- 
parent that  a  careful  sterile  pelvic  exami- 
nation should  be  done  in  all  cases  following 
the  third  stage  of  labor,  so  that  this  condi- 
tion will  not  pass  unrecognized.  If  the  inver- 
sion is  recognized  immediately,  manual  re- 
position of  the  uterus  is  almost  always  suc- 
cessful'10'111. The  longer  the  condition  exists, 
the  more  serious  it  becomes,  and  the  more 
difficult  the  treatment.  If  manual  reposition 
is  unsuccessful  in  the  acute  stage,  the  Hunt- 
ington method  of  reposition  by  laparotomy'12' 
is  indicated.  If  the  condition  progresses  to 
the  chronic  stage  (lasting  one  month  or 
more) ,  it  is  best  corrected  by  the  Spinelli 
vaginal  operation1131,  or  the  Haultain  abdom- 
inal operation'130',  or  by  hysterectomy. 

Management  of  the  Third  Stage  of  Labor 

Proper  management  of  the  third  stage  of 
labor  is  the  best  prophylaxis  against  hemor- 
rhage. After  the  umbilical  cord  has  been 
clamped,  an  ampule  of  Pitocin  or  obstetric 
Pituitrin  is  given  intramuscularly.  Pituitrin 
should  not  be  given  if  Cyclopropane  is  used 
as  the  general  anesthesia,  or  if  there  is  evi- 
dence of  toxemia.  The  signs  of  placental  sep- 
aration are  then  awaited  before  any  abdomi- 
nal manipulation  is  attempted,  since  prema- 
ture expulsion  of  the  placenta  may  initiate 
bleeding.  If  the  signs  of  separation  do  not 
appear,  a  sterile  vaginal  examination  must 
be  done  to  determine  whether  the  placenta 
has  separated  and  is  ready  for  delivery'28'. 

No  attempts  at  expulsion  should  be  made 
while  the  uterus  is  relaxed,  since  this  may 
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cause  inversion  of  the  organ.  Four  fingers  of 
the  hand,  with  the  thumb  pointing  anteriorly, 
are  placed  on  the  fundus  and  force  is  directed 
toward  the  birth  canal,  the  contracted  seg- 
ment of  the  uterus  being  used  as  a  piston. 
The  cord  must  not  be  pulled,  since  this  too 
might  cause  inversion,  especially  if  fundal 
pressure  is  applied  while  the  uterus  is  re- 
laxed. 

When  the  placenta  appears  at  the  introitus, 
the  uterus  should  be  lifted  up  and  out  of  the 
pelvis  by  directing  the  force  upward.  The 
contracted  fundus  is  then  gently  massaged, 
and  one  ampule  of  ergonovine  is  given  intra- 
venously or  intramuscularly,  depending  on 
the  amount  of  bleeding.  Ergonovine  should 
not  be  given  intravenously  if  hypertension  is 
present.  The  placenta  should  then  be  care- 
fully examined  to  be  certain  that  it  is  in- 
tact. 

A  careful  sterile  pelvic  examination  should 
follow  the  third  stage.  If  there  is  evidence  of 
retention  of  a  cotyledon  or  a  succenturiate 
lobe,  the  uterine  cavity  must  be  explored  un- 
der strict  aseptic  conditions,  and  the  retained 
products  of  conception  removed  at  this  time. 
An  effort  should  be  made  to  remove  all  of 
the  membranes.  However,  if  it  is  felt  that 
only  a  small  portion  of  membrane  has  been 
left  behind,  it  may  be  left  to  be  expelled  spon- 
taneously. 

If  there  is  evidence  of  hemorrhage  during 
the  third  stage  and  efforts  at  simple  ex- 
pression and  Crede's  method  of  expression 
fail,  then  manual  removal  of  the  placenta 
must  be  undertaken  promptly.  The  majority 
of  obstetricians  feel  that  if  signs  of  placen- 
tal separation  are  absent  after  one  hour,  and 
if  Crede's  method  of  expression  fails,  the 
placenta  should  be  removed  manually  under 
general  anesthesia.  It  may  be  better  to  cut 
the  waiting  period  to  thirty  minutes.  The 
difficulties  and  hazards  of  manual  removal 
of  the  placenta  have  been  exaggerated*14'. 
Under  no  circumstances  should  the  patient 
leave  the  delivery  room  with  the  placenta  re- 
tained. 

Following  delivery  of  the  placenta,  if  the 
uterus  is  relaxed  or  relaxes  intermittently, 
it  is  then  elevated  and  gently  massaged.  The 
oxytocic  drugs  may  be  repeated.  If  the  bleed- 
ing is  still  uncontrolled,  blood  transfusion 
should  be  started  immediately,  the  uterus 
and  vagina  tightly  packed  with  gauze,  and 
the    operating  room  prepared   for   possible 


hysterectomy.  Rupture  of  the  uterus  occurs 
more  commonly  than  is  generally  realized, 
and  this  possibility  must  be  considered  when 
the  shock  is  greater  than  would  be  expected 
from  the  estimated  blood  loss.  Routine  uter- 
ine exploration  is  recommended  after  trau- 
matic procedures  such  as  internal  podalic 
version,  difficult  mid-forceps  delivery,  and 
unorthodox  breech  extraction  through  an  in- 
completely dilated  cervix.  If  a  rupture  of  the 
uterus  is  discovered,  laparotomy  must  be 
performed. 

In  patients  delivered  under  regional  anes- 
thesia, such  as  spinal,  saddle  block,  caudal, 
or  local  anesthesia,  the  uterus  contracts  im- 
mediately after  delivery  of  the  baby,  and  it 
is  best  to  complete  the  third  stage  before 
the  oxytocic  drugs  are  given.  The  third  stage 
is  usually  a  very  normal  process  in  these 
cases.  However,  if  oxytocic  drugs  are  given 
too  soon,  the  cervix  will  often  contract  before 
the  placenta  may  be  expressed,  necessitating 
manual  removal. 

The  intravenous  administration  of  one  am- 
pule of  ergonovine  upon  delivery  of  the  an- 
terior shoulder  of  the  baby  has  been  advo- 
cated by  many  leading  obstetricians113'.  This 
procedure  possibly  will  reduce  the  amount 
of  postpartum  hemorrhage  to  some  extent. 
However,  it  may  also  lead  to  complications 
such  as  incarceration  of  the  placenta  in  the 
fundus,  or  contraction  of  the  uterus  before 
the  delivery  of  the  second  baby  in  undiag- 
nosed multiple  pregnancies. 

In  conclusion,  I  would  like  to  stress  the 
importance  of  the  proper  and  careful  con- 
duct of  the  third  and  fourth  stages  of  labor. 
By  more  careful  and  intelligent  management 
of  the  last  stages  of  labor,  we  can  materially 
reduce  our  maternal  mortality. 
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THE  NON-SURGICAL  TREATMENT 
OF  ENDOMETRIOSIS 

A     Preliminary  Report  on  the  Use  of 
Methyl  Testosterone 

Robert  N.  Creadick,  M.D. 

Durham 

Endometriosis  can  be  a  very  painful  and 
crippling  disease.  Because  of  its  appearance 
in  distant  sites  and  the  occasional  perfora- 
tion of  neighboring  viscera,  it  has  been  given 
the  additional  name  of  "pseudomalignancy." 
Without  stopping-  to  argue  several  imponder- 
ables, it  is  sufficient  to  say  that  the  histo- 
pathologic lesion  of  endometriosis  is  depen- 
dent upon  ovarian  activity.  Pregnancy  is 
the  best  treatment,  since  the  associated 
hormonal  changes  bring  about  involution  of 
the  lesion  and  abatement  of  the  symptoms 
which  is  often  permanent.  However,  most 
women  with  endometriosis  have  peculiar  dif- 
ficulty in  becoming  pregnant.  The  incidence 
of  absolute  sterility  in  patients  with  endo- 
metriosis has  been  estimated  at  32  per  cent, 
and  that  of  relative  sterility  at  49  per  cent'". 

Any  method  of  treatment  requiring  castra- 
tion or  surgical  ablation  of  useful  organs  in 
a  woman  of  childbearing  age  is  undesirable. 

Read  before  the  North  Carolina  Obstetrical  and  Gynecological 
Society,   Southern  Pines.  April   23.   19.50. 

From  the  Department  of  Obstetrics  and  Gynecology,  Duke 
University  School   of   Medicine,   Durham,    North    Carolina. 


Major  surgery  of  any  sort  should  certainly 
be  avoided  if  another  means  of  therapy  is 
available. 

Materials  and  Method 

The  premise  was  adopted  that  very  small 
doses  of  androgen  in  the  form  of  methyl  tes- 
tosterone would  produce  an  anti-estrogenic 
effect.  Sixty-eight  women  have  received  the 
drug,  but  only  25  of  them,  carefully  selected 
for  signs  of  endometriosis,  will  be  included 
in  this  report.  The  diagnosis  was  based  on 
previous  operative  findings  or  on  visible  and 
palpable  clinical  evidence.  The  most  common 
symptoms  were  dysmenorrhea  and  moder- 
ately severe  pelvic  pain.  The  average  age  of 
the  patients  was  31  years,  but  only  5  had 
ever  borne  a  child.  In  one  case  presumed  ster- 
ility had  existed  for  thirteen  years,  and  the 
average  duration  of  infertility  was  five 
years. 

One  10  mg.  tablet  of  methyl  testosterone* 
was  given  daily  for  at  least  two  complete 
menstrual  cvcles,  then  omitted  for  one  cycle. 
It  was  found  that  no  relief  was  obtained  un- 
less the  drug  was  started  at  least  two  weeks 
prior  to  the  menstrual  period.  In  this  dose 
(240  mg.  per  month)  no  marked  virilizing 
effects  are  produced.  The  desired  end  results 
are  relief  of  pain,  unaltered  menstrual  flow 
and  unaltered  vaginal  smear,  and  additional 
months  or  even  years  for  efforts  at  normal 
childbearing. 

Residts 

All  but  2  patients  were  relieved  of  their 
pain.  The  visible  lesions  regressed  in  all  pa- 
tients except  one  with  a  cervical  menstrual 
fistula,  and  the  palpable  lesions  were  im- 
proved except  in  another  patient  with  a  choc- 
olate cyst  measuring  8  by  10  cm.,  for  which 
operation  had  to  be  performed.  This  was  the 
only  major  surgical  procedure  carried  out 
in  the  group,  and  it  was  not  done  until  the 
patient  had  been  followed  one  and  a  half 
years. 

Five  of  this  group  of  25  patients  have  be- 
come pregnant — two  while  they  were  on  the 
drug,  and  three  within  ten  weeks  after  ther- 
apy. Two  patients  were  delivered  of  healthy 
babies  under  our  own  supervision,  and  one 
has  had  a  second  child.  One  of  the  pregnan- 
cies resulted  in  a  miscarriage  at  six  weeks. 

*  Supplied  through  the  courtesy  of  Dr.  George  McKeown, 
Assistant  Director  of  Ayerst,  McKenna,  and  Harrison,  Ltd. 
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Of  the  2  patients,  aged  20  and  21,  who  ob- 
tained no  relief,  one  later  was  proved  by 
culdoscopy  to  have  no  visible  disease,  and  the 
other  was  a  constitutionally  inadequate  per- 
sonality in  whom  interpretation  was  impos- 
sible. 

Comment 

Male  hormone  therapy  for  endometriosis 
is  not  new(2),  but  the  number  of  subsequent 
(perhaps  coincidental)  pregnancies  is  un- 
usual. Salmon,  who  has  done  a  vast  amount 
of  work  on  androgen  therapy,  reported  a  nor- 
mal pregnancy  beginning  during  the  amen- 
orrheic  recovery  phase  in  a  patient  who  re- 
ceived 600  mg.  of  testosterone  propionate13' 
(the  equivalent  of  1800  mg.  of  methyl  testos- 
terone!), and  terminating  in  a  normal  de- 
livery- Wilson,  Hirst,  and  Miller  have  advo- 
cated androgens  for  the  treatment  of  endo- 
metriosis. The  impetus  for  the  present  study 
came  from  Hirst's  report141  that  16  of  19 
women  were  totally  relieved  of  their  symp- 
toms, and  two  of  them  became  pregnant 
while  on  the  drug. 

The  data  accumulated  from  experiments 
with  testosterone  in  animals  are  paradoxical 
and  very  confusing.  The  drug  even  acts  as 
an  estrogen  in  immature  rats  and  mon- 
keys'5'. Chemically  it  is  very  closely  related 
to  corticosterone,  pregneninolone,  and  of 
course  progesterone.  Large  doses  can  certain- 
ly suppress  ovulation  and  menstruation,  and 
inhibit  gonadotropic  activity  of  the  pituitary 
in  the  human  female.  With  proper  regulation 
of  dosage  and  careful  clinical  observation, 
however,  the  early  painful  lesions  of  endo- 
metriosis can  be  ameliorated  by  reduction  of 
local  vascularity  and  edema. 

While  there  is  admittedly  no  laboratory 
method  of  proving  the  effectiveness  of  an- 
drogen therapy  or  the  fact  that  the  dysmen- 
orrhea is  due  to  an  androgen  deficiency,  fur- 
ther therapeutic  trial  with  continuous  small 
doses  of  methyl  testosterone  certainly  seems 
to  be  warranted.  It  is  not  contra-sexual  ther- 
apy, but  rather  contra-physiologic.  Almost 
all  previous  investigators  have  initiated  or 
maintained  therapy  with  the  too  potent  tes- 
tosterone propionate. 

The  use  of  stilbestrol  does  not  seem  ad- 
visable, since  nausea  and  vomiting  may  occur, 
the  menstrual  cycle  may  be  altered,  child- 
bearing  is  temporarily  precluded,  and  an  om- 
ission or  mistake  in  dosage  on  the  part  of  the 
patient  will  aggravate  the  endometriosis. 


Summary 

1.  A  method  of  androgen  therapy  which 
produced  definite  relief  in  a  few  selected  pa- 
tients with  endometriosis  has  been  outlined. 

2.  At  the  suggested  sustained  low  dosage, 
no  marked  arrhenomimetic  effects  were 
noted.  Methyl  testosterone  was  employed  in 
all  patients. 

3.  A  plea  is  made  for  further  use  of  this 
method,  with  critical  analysis  by  several  ob- 
servers. 

4.  No  explanation  of  the  mechanism  re- 
sponsible for  the  relief  of  pain  and  the  en- 
suing pregnancies  can  be  offered  at  this  time. 
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COMPLICATIONS  OF  DUODENAL 

ULCER  REQUIRING  SURGICAL 

TREATMENT 

F.  M.  Simmons  Patterson,  M.D.,  F.A.C.S. 

and 

James  J.  Richardson,  M.D.,  F.A.C.S. 

Laurinburg 

It  is  a  well  accepted  fact  that  an  uncom- 
plicated duodenal  ulcer  is  a  medical  rather 
than  a  surgical  problem.  Experience  has 
shown  that  80  to  90  per  cent  of  patients 
with  duodenal  ulcers  can  be  satisfactorily 
managed  on  a  medical  regimen.  Surgery  in 
these  cases  should  be  considered  only  when 
an  adequate  trial  of  rigid  conservative  medi- 
cal treatment  has  failed,  or  when  compli- 
cations arise.  The  factors  that  make  a  duo- 
denal ulcer  a  surgical  problem  are : 

1.  Perforation 

2.  Hemorrhage 

3.  Intractability  to  medical  treatment 

4.  Cicatricial  contraction  with  obstruction. 
About  60  per  cent  of  the  cases  of  duodenal 

ulcer  on  which  we  have  operated  were  those 
in  which  a  medical  regimen  had  failed.  These 
cases  have  all  been  difficult  surgical  prob- 
lems from  a  technical  standpoint,  and  have 
left  lasting  impressions  on  our  minds.    The 
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greater  portion  of  this  paper  will  be  de- 
voted to  these  cases,  but  for  the  sake  of  com- 
pleteness we  first  want  to  discuss  briefly  the 
complications  of  acute  perforation  and  mas- 
sive hemorrhage. 

Perforation 

The  treatment  of  choice  for  a  perforated 
duodenal  ulcer  is  immediate  operation.  These 
patients  are  all  in  some  degree  of  shock.  Pre- 
operatively  a  Levin  tube  is  inserted  into  the 
stomach,  and  intravenous  fluids  are  admin- 
istered. The  anesthetic  agents  which  we  pre- 
fer are  Sodium  Pentothal  and  curare. 

At  operation  the  perforation  should  be 
closed  as  rapidly  and  as  simply  as  possible. 
Usually  interrupted  sutures  are  all  that  is 
necessary  for  closure.  If  the  tissues  surround- 
ing the  perforation  are  very  edematous  and 
friable,  omentum  should  be  brought  over 
the  defect.  Rarely  is  it  necessary  to  drain 
the  peritoneal  cavity.  Antibiotics  should  be 
employed  postoperatively. 

Let  us  never  forget  that  in  these  cases  we 
are  operating  to  save  the  patient's  life,  and 
not  to  cure  the  ulcer.  These  patients  are  in 
no  condition  for  a  major  radical  procedure 
such  as  subtotal  gastric  resection,  advocated 
by  some  surgeons.  In  the  past  three  years 
we  have  treated  12  patients  with  perforated 
duodenal  ulcers  by  simple  closure  of  the  per- 
foration, and  have  had  no  deaths. 

Recently  there  has  been  some  enthusiasm 
for  nonoperative  management  of  acute  per- 
forations. The  regimen  employed  consists  of 
chemotherapy,  antibiotic  therapy,  and  con- 
tinuous suction  drainage.  Although  this  plan 
might  be  effective  in  those  cases  where  the 
perforation  has  sealed  off,  we  doubt  seriously 
if  the  other  cases  can  be  successfully  man- 
aged without  operation. 

Hemorrhage 
One  of  the  most  perplexing  problems  that 
confronts  a  surgeon  is  the  management  of  a 
patient  who  has  a  sudden  massive  hemor- 
rhage from  a  duodenal  ulcer.  If  surgery  is 
to  be  performed  in  such  cases,  the  decision 
to  operate  should  be  made  within  forty-eight 
hours  after  the  onset  of  the  hemorrhage. 
This  is  a  difficult  decision  to  make,  because 
during  this  period  there  is  no  certain  way 
to  differentiate  a  case  in  which  bleeding  may 
prove  fatal  from  one  that  will  respond  to 
medical  treatment. 


We  were  formerly  taught  to  be  ultracon- 
servative  during  this  period  of  indecision. 
Free  use  of  intravenous  fluids  and  blood 
transfusions  was  frowned  upon  because  of 
the  fear  of  dislodging  a  clot  that  might  be 
forming  at  the  bleeding  site.  The  trend  now 
is  to  employ  blood  transfusions  liberally  dur- 
ing this  forty-eight-hour  period.  In  addition 
to  blood  replacement,  Lewison11'  recommends 
complete  physical  and  mental  rest,  frequent 
feedings  of  a  soft,  nutritious  diet,  and  the 
administration  of  antacids,  sedatives,  anti- 
spasmodics, and  narcotics.  Intravenous  dex- 
trose, isotonic  sodium  chloride  solution,  plas- 
ma, and  amino  acids  are  given  as  indicated. 
Fraser  and  West"2'  have  stated  that  the  mor- 
tality rate  without  operation,  as  reported  by 
various  writers,  has  dropped  from  15-74  per 
cent  to  8-12  per  cent.  The  generous  use  of 
blood  evidently  has  played  a  great  part  in 
this  reduction  of  mortality. 

Amendola'3'  has  written:  "The  risk  of  le- 
thal hemorrhage  in  younger  patients  is  rela- 
tively small,  and  emergency  operative  inter- 
vention in  this  group  will  not  often  be  neces- 
sary." Our  experience  has  substantiated  this 
statement.  Several  months  ago  we  saw  a  30 
year  old  white  man  with  severe  hemorrhage 
from  a  proven  duodenal  ulcer.  During  the 
first  forty-eight  hours  after  the  onset  of  the 
hemorrhage  he  received  3,500  cc.  of  blood, 
and  was  placed  on  the  medical  regimen  men- 
tioned above.  On  this  regimen  the  hemor- 
rhage ceased. 

Occasionally,  in  spite  of  frequent  transfu- 
sions and  medical  therapy  over  a  period  of 
twenty-four  to  thirty-six  hours,  a  patient 
will  continue  to  have  signs  and  symptoms  of 
continued  bleeding.  In  these  cases  operation 
should  be  performed  immediately.  Experi- 
ences of  others*31  have  shown  that,  with  few 
exceptions,  these  patients  are  over  45  years 
of  age.  All  patients  in  this  age  group  with 
serious  hemorrhage  are  candidates  for  emer- 
gency surgery.  The  older  the  patient,  the 
greater  is  the  risk  of  a  fatal  hemorrhage. 

Subtotal  gastric  resection,  with  excision  of 
the  ulcer,  is  the  operation  of  choice.  Blood 
should  be  given  liberally  during  the  opera- 
tion. It  is  all-important  to  remember  that, 
although  surgery  performed  during  the  phase 
of  active  bleeding  is  hazardous,  operative 
mortality  in  these  cases  is  lowest  when  sur- 
gery is  performed  early.  With  late  surgical 
intervention  the  mortality  is  prohibitive. 
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Duodenal    Ulcer 
(  primary  resections) 


Operotion 
I 


Operation 
2 


Fig.  1.  Subtotal  gastric  resection  for  duo- 
denal ulcer.  The  resected  specimen  shown  by 
heavy  vertical  lines  includes  the  lower  two 
thirds  of  the  stomach  and  the  duodenal  ulcer. 
Continuity  is  restored  by  means  of  an  anterior 
Hoffmeister  anastomosis.  (After  Allen,  A.  W., 
and   Welch,  C.  E.«>) 


Finally,  an  elderly  patient  with  recurrent 
massive  hemorrhage  from  a  peptic  ulcer 
should  undergo  surgery  immediately. 

Intractability  to  Medical  Treatment 
The  medical  management  of  duodenal  ul- 
cers has  been  so  satisfactory  that  those  cases 
which  have  failed  to  respond  to  this  form 
of  treatment,  and  thus  have  become  surgical 
problems,  are  all  complicated  in  nature.  From 
a  clinical  standpoint  we  have  invariably 
found  that  these  patients  are  desperate  for 
some  form  of  relief.  Their  pain  is  severe, 
and  life  is  unbearable  for  them. 

When  these  patients  come  to  operation, 
the  ulcer  as  a  rule  is  found  on  the  posterior 
surface  of  the  duodenum,  often  near  the 
ampulla  of  Vater;  usually  it  has  penetrated 
into  the  pancreas.  Any  attempt  to  remove  the 
ulcer  often  jeopardizes  not  only  the  vital 
structures  in  the  region  of  the  ampulla,  but 
also  the  patient's  life  because  of  complica- 
tions that  may  arise.  The  choice  of  the  cor- 
rect procedure  in  these  cases  depends  upon 
sound  surgical  judgment  and  not  upon  dog- 
matic rules  of  conduct.  Each  case  offers  an 
individual  problem. 

In  recent  years  vagotomy,  with  or  without 
other  surgical  procedures  such  as  gastroen- 
terostomy or  pyloroplasty,  has  been  advocat- 
ed for  the  surgical  management  of  duodenal 
ulcer.  We  have  had  no  experience  with  vagot- 


||-Resected 

Fig.  2.  Operation  for  duodenal  ulcer  located 
in  the  second  portion  of  the  duodenum.  Normal 
duodenum  is  closed  proximal  to  the  ulcer,  thus 
excluding  the  ulcer  (After  Allen,  A.  W.,  and 
Welch,  C.  E.<5>) 


omy,  since  we  prefer  to  wait  until  the  re- 
sults obtained  in  these  cases  can  be  analyzed 
after  an  adequate  lapse  of  time.  The  imme- 
diate complications  of  vagotomy,  such  as  gas- 
tric retention,  diarrhea,  dysphagia,  and  para- 
lytic ileus,  are  distressing  ones.  Long  range 
follow-up  studies  must  be  made  before  it  can 
be  decided  whether  vagotomy  is  the  proce- 
dure of  choice.  At  the  present  time  the  re- 
ports<4)  on  the  results  of  vagotomy  with  or 
without  another  surgical  procedure  are  too 
conflicting  to  make  advisable  its  substitution 
for  a  well  proven  procedure  such  as  subto- 
tal gastric  resection.  However,  Crile(4bl  in  a 
report  of  174  cases  of  intractable  duodenal 
ulcer  treated  by  various  operations,  stated 
that  in  the  first  eighteen  months  after  op- 
eration, vagotomy,  in  conjunction  with  gas- 
troenterostomy or  pyloroplasty,  has  given 
better  results  than  gastric  resection. 

We  feel  that  subtotal  gastric  resection  is 
the  procedure  of  choice  at  present.  Three- 
fourths  or  more  of  the  stomach,  including 
the  pyloric  mucosa,  should  be  resected.  We 
formerly  employed  the  antecolic  Polya  type 
of  gastrojejunal  anastomosis,  but  recently 
have  changed  to  an  antecolic  Hoffmeister 
anastomosis.  This  is  illustrated  in  figure  1(5). 
A  recent  article  by  Porter  and  Claman,6)  of- 
fers convincing  evidence  that  a  small  stoma, 
2.5  cm.  in  length,  with  a  Hoffmeister  type 
of  anastomosis,  affords  excellent  results. 
They  reported  that  in  a  series  of  118  partial 
gastrectomies  the  above  procedure  reduced 
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Duodenal   Ulcer 
(primory  resections  ) 


Fig.  3.  (a)  Eroding  duodenal  ulcer  on  the 

posterior  wall,  near  the  common  bile  duct,  (b) 
Long  T-tube  in  place  to  insure  satisfactory  clo- 
sure of  the  duodenal  stump  without  obstruction 
of  the  common  bile  duct.  (After  Cattell,  R.  B.<71) 


the  incidence  of  the  dumping  syndrome,  the 
risk  of  leakage  of  the  duodenal  stump,  and 
the  risk  of  leakage  at  the  anastomosis. 

When  it  has  been  decided  that  surgery  is 
necessary  in  an  individual  with  a  duodenal 
ulcer,  we  are  convinced  that  the  preoperative 
preparation  of  the  patient  is  just  as  impor- 
tant as  the  operation  itself.  We  always  em- 
ploy drainage  with  a  Levine  tube  and  Wan- 
gensteen  decompression  of  the  stomach  for 
at  least  three  to  four  days  before  operation. 
During  this  period  the  patient  is  kept  in  elec- 
trolyte balance  by  adequate  amounts  of  par- 
enteral glucose,  saline,  and  Hartman's  solu- 
tion ;  protein  deficiency  is  corrected  by  an 
intravenous  solution  of  amigen ;  blood  trans- 
fusions are  given  if  necessary ;  and  adequate 
amounts  of  vitamins  are  administered  par- 
enterally.  Laboratory  studies  include  a  com- 
plete blood  count,  urinalysis,  and  determina- 
tion of  the  plasma  proteins,  albumin-globu- 
lin ratio,  blood  chlorides,  and  blood  urea  ni- 
trogen. Adequate  preoperative  preparation 
augurs  a  smoother  postoperative  course. 

In  cases  where  the  ulcer  is  situated  in  the 
second  portion  of  the  duodenum  in  close  prox- 
imity to  the  ampulla  of  Vater,  an  effort  to 
remove  the  ulcer  might  disturb  the  bile  ducts 
and  leave  too  little  room  for  a  safe  and  satis- 
factory inversion  of  the  duodenal  stump.  In 
such  cases  we  advocate  leaving  the  ulcer  in 
situ  and  transecting  the  duodenum  above  the 


Fig.  4.  Operation  for  duodenal  ulcer  when 
inflammatory  adhesions  about  the  ulcer  make 
it  impossible  to  mobilize  the  duodenum.  The 
stomach  is  transected  proximal  to  the  pylorus 
and  the  mucous  membrane  is  removed.  The  py- 
loric muscle  is  then  closed.  (After  Allen,  A.  W., 
and  Welch,  C.  E.<5>) 


ulcer,  thus  leaving  room  for  a  satisfactory 
closure  of  the  duodenal  stump.  This  opera- 
tion is  depicted  in  figure  2. 

Early  in  our  experience  the  feasibility  of 
this  procedure  was  brought  to  our  attention 
by  2  cases.  The  first  patient  was  a  white 
man,  aged  35  years,  who  was  found  to  have 
a  posterior  duodenal  ulcer  at  the  junction 
of  the  first  and  second  portions,  the  ulcer 
having  perforated  into  the  pancreas.  In  an 
attempt  to  excise  the  ulcer  the  common  duct 
was  inadvertently  severed.  A  cholecystoje- 
junostomy  was  performed,  and  a  prolonged 
convalescence  resulted.  Up  to  the  present 
time  the  patient's  condition  is  satisfactory, 
but  his  future  course  is  problematical.  The 
second  patient  was  a  45  year  old  white  wom- 
an. At  operation  a  posterior  duodenal  ulcer 
was  found  near  the  ampulla  of  Vater,  per- 
forating into  the  pancreas.  An  effort  was 
made  to  excise  the  ulcer  in  addition  to  per- 
forming a  subtotal  gastric  resection.  The 
closure  of  the  duodenal  stump  was  not  sat- 
isfactory, because  it  was  impossible  to  re- 
move the  entire  ulcer,  and  the  remaining  tis- 
sue was  friable.  Postoperative  leakage  from 
the  duodenal  stump  resulted  in  peritonitis 
and  death.  We  believe  that  if  no  effort  had 
been  made  to  remove  the  ulcers  in  these  2 
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cases,  and  if  the  duodenum  had  been  tran- 
sected proximal  to  the  ulcers,  these  compli- 
cations would  not  have  arisen. 

If  the  surgeon  is  firm  in  his  conviction 
that  such  an  ulcer  should  be  removed,  we 
strongly  urge  that  the  common  duct  be  open- 
ed and  a  long  T-tube,  as  advocated  by  Cat- 
tell'71,  be  placed  in  the  duct.  The  long  arm  of 
the  T-tube  is  passed  through  the  ampulla 
into  the  duodenum.  The  duodenum  is  thus 
more  easily  dissected  up,  and  the  limb  of  the 
T-tube  is  used  as  a  guide  in  carrying  out  the 
duodenal  closure  (fig.  3). 

The  question  arises:  "Is  it  necessary  to 
remove  a  duodenal  ulcer  to  effect  a  cure?" 
Puderbacht8)  has  stated  that  "There  is  no 
scientific  basis  for  excising  every  duodenal 
ulcer  in  every  gastric  resection.  Ulcers  which 
are  easily  removed  and  which  leave  a  duo- 
denal stump  of  adequate  length  for  secure 
closure  may  be  excised  at  the  option  of  the 
surgeon,  but  it  is  well  to  remember  that  the 
principle  underlying  gastrectomy  is  not  ex- 
cision of  the  duodenal  ulcer  but  removal  of 
its  cause  by  excision  of  the  gastric  antrum." 
He  emphasized  that  the  beneficial  effects  of 
adequate  gastrectomy  are  elimination  of  the 
gastric  phase  of  gastric  secretion  by  com- 
plete removal  of  the  gastric  antrum.  This 
reasoning  is  physiologically  sound,  and  there- 
fore we  see  no  reason  to  excise  the  posterior 
duodenal  ulcer  and  submit  the  patient  to  the 
added  risks  of  duodenal  necrosis,  leakage, 
abscess,  fistula,  pancreatitis,  and  stricture 
or  obstruction  of  the  common  duct. 

On  the  other  hand,  if  the  ulcer  is  in  the 
first  portion  of  the  duodenum,  every  effort 
compatible  with  safety  must  be  made  to  in- 
clude the  ulcer  in  the  resection.  If  inflamma- 
tory adhesions  about  the  ulcer  make  it  diffi- 
cult to  mobilize  the  duodenum,  or  if  the  ulcer 
is  firmly  plastered  to  the  pancreas  poster- 
iorly, the  stomach  should  be  transected  proxi- 
mal to  the  pylorus,  leaving  the  ulcer  in  situ 
(fig.  4).  It  is  very  important  to  remove  the 
antral  mucosa,  because  almost  universal  fail- 
ure results  when  it  is  not  removed.  We  have 
performed  this  exclusion  operation  in  3  cases 
in  the  past  three  years,  with  good  results. 

Cicatricial  Stenosis  with  Obstruction 
Pyloric  obstruction  clue  to  cicatricial  ste- 
nosis results  from  a  long-standing  duodenal 
ulcer  with  repeated  episodes  of  activity.  It 
usually  occurs  in  elderly  patients  who  are 


in  a  poor  state  of  nutrition  because  of  fre- 
quent attacks  of  vomiting.  Preoperatively, 
continuous  gastric  suction  for  four  to  seven 
days,  plus  intravenous  glucose,  saline.  Hart- 
man's  solution,  protein,  blood,  and  vitamins, 
should  be  employed. 

At  operation  we  have  found  the  gastric 
wall  thickened  and  much  edema  at  the  ulcer 
site.  In  elderly  patients,  because  of  the  tech- 
nical difficulties  involved  in  resection,  and 
the  low  acidity  often  present,  we  recommend 
a  shortloop  posterior  gastroenterostomy. 
These  are  the  only  cases  in  which  we  advise 
a  gastroenterostomy  as  the  sole  procedure 
in  the  treatment  of  duodenal  ulcer.  In  the 
younger  age  group  with  obstruction,  we  have 
found  that  subtotal  gastric  resection  can 
often  be  performed  without  difficulty  if  con- 
tinuous gastric  suction  is  employed  preopera- 
tively. 

Allen'0'  advocates  subtotal  gastric  resec- 
tion in  these  cases,  because  he  has  found 
that  an  anastomotic  ulcer  often  occurs  at 
the  site  of  the  gastroenterostomy,  and  be- 
cause he  feels  that  technically  they  lend  them- 
selves to  resection.  On  the  other  hand. 
Gray'10',  in  a  recent  report  of  a  series  of  532 
consecutive  cases  recommended  a  gastro- 
enterostomy for  patients  over  55  years  of  age 
who  have  a  long-standing  ulcer  with  rela- 
tively low  gastric  acidity  and  with  cicatricial 
pyloric  obstruction.  He  emphasized  that  this 
operative  procedure  imposed  the  lowest  oper- 
ative risk  on  a  group  of  older  patients.  We 
are  in  full  accord  with  this  opinion. 

No  matter  what  procedure  is  performed 
at  operation,  it  should  never  be  forgotten  that 
the  operation  is  not  completed  when  the  pa- 
tient leaves  the  operating  room.  Intense  and 
adequate  postoperative  care,  which  includes 
gastric  suction,  maintenance  of  electrolyte, 
protein,  and  blood  balance,  early  ambulation, 
and  prophylaxis  against  phlebitis  and  res- 
piratory complications,  must  be  maintained. 

During  the  past  three  years  we  have  op- 
erated on  24  patients  who  have  had  a  com- 
plication from  a  duodenal  ulcer  requiring 
surgery.  In  this  series  (table  1)  we  have 
tried  to  carry  out  the  principles  of  surgical 
management  recommended  in  this  presenta- 
tion. One  death  and  four  postoperative  com- 
plications have  occurred  in  these  twenty- 
four  cases. 
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Table  1 
Cases  of   Duodenal   Ulcer   Requiring   Surgery 


No.  of 
Complication  Cases 

Intractability  to  medical 


treatment 

Pyloric    obstruction 

Perforation 

Hemorrhage 
Total 


10 


12 

0 
24 


Operation  Performed 

Subtotal  gastric  resection     (   7) 
Subtotal  gastric   resection 
with  exclusion  of  ulcer      (   3) 

Subtotal  gastric  resection     (   1) 

Posterior   gastroenter- 
ostomy (   1 ) 

Exploratory    laparotomy 
with  oversewing  of 
perforation  (12) 

0 

24 


Postoperative 
Complications 

Deaths 

Atelectasis    (1) 
Wound  dehiscence  (1) 
Postoperative  gastric- 
retention  (2) 

1 

0 

0 

Summary 

1.  An  uncomplicated  duodenal  ulcer  is  a 
medical  problem. 

2.  A  duodenal  ulcer  becomes  a  surgical 
problem  when  any  of  the  following  com- 
plications arise:  (1)  perforation,  (2) 
hemorrhage,  (3)  intractability  to  medi- 
cal treatment,  and  (4)  cicatricial  steno- 
sis with  obstruction. 

3.  The  permanent  place  of  vagotomy  in  the 
surgical  treatment  of  duodenal  ulcer  has 
yet  to  be  evaluated. 

4.  Acute  perforation  of  a  duodenal  ulcer 
requires  immediate  operation.  Simple 
closure  of  the  perforation  is  the  proce- 
dure of  choice. 

5.  Sudden  massive  hemorrhage  from  a  duo- 
denal ulcer  is  a  perplexing  problem.  To 
decide  between  operative  and  non-opera- 
tive management  requires  astute  judg- 
ment. 

6.  From  available  evidence,  the  operation 
of  choise  in  the  surgical  treatment  of 
benign  duodenal  ulcer  is  a  subtotal  gas- 
tric resection.  Three  fourths  or  more  of 
the  stomach,  including  the  pyloric  muco- 
sa, should  be  removed,  and  an  antecolic 
Hoffmeister  type  of  gastrojejunal  anas- 
tomosis should  be  performed. 

7.  When  removal  of  the  duodenal  ulcer  is 
difficult  or  impossible  without  damag- 
ing vital  structures  and  making  closure 
of  the  duodenal  stump  hazardous,  the 
ulcer  should  be  left  in  situ  and  a  subto- 
tal gastric  resection  performed  for  ex- 
clusion of  the  ulcer. 

8.  For  the  elderly  patient  with  a  duodenal 
ulcer   which   has    undergone    cicatricial 


10 


stenosis  with  obstruction,  a  posterior 
short  loop  gastroenterostomy  is  advised. 
9.  The  pre-  and  post-operative  care  of  the 
patient  with  duodenal  ulcer  is  extremely 
important  to  the  success  of  the  surgical 
procedure. 

A  series  of  24  cases  of  duodenal  ulcer 
with  complications  requiring  surgery  is 
reported. 
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Puderbach,  W.  J.:  Why  Remove  the  Duodenal  Ulcer? 
Editorial.  Surgery  25:776-778  (May)  1949. 
Allen.  A.  W. :  Subtotal  Gastrectomy  for  Stenosing  Duo- 
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Important  messages  are  presented  in  the  adver- 
tisements in  our  journal  each  month.  New  products 
are  announced  from  time  to  time  and  information 
is  presented  regarding  the  use  of  products  featured. 
Other  types  of  ads  emphasize  services  rendered  and 
commodities  offered  that  may  be  used  in  your  prac- 
tice, in  your  office,  and  in  your  home.  Doctor,  you 
can  rely  on  the  statements  and  facts  presented.  We 
intend  to  include  only  ethical  advertisements  in  our 
journal.  Please  tell  the  advertisers  that  you  saw  their 
ads  in  the  North  Carolina  Medical  Journal. 
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THE  DOCTOR  DRAFT 

It  is  a  new  experience  for  the  medical 
profession  to  be  drafted  for  military  service, 
and  much  has  been  said  and  written  about 
the  draft.  The  young  men  who  were  trained 
under  the  ASTP  or  V-12  programs  have  been 
subject  to  much  caustic  criticism  for  not 
having  rushed  to  volunteer  as  soon  as  trouble 
began  in  Korea.  The  impression  was  left  by 
columnists  and  radio  commentators  that 
these  young  men  were  ungrateful  wretches 
for  not  appreciating  what  benevolent  Uncle 
Sam  had  done  for  them. 

Before  they  are  judged  too  harshly,  how- 
ever, it  should  be  remembered  that  they  did 
not  ask  the  Government  to  educate  them,  but 
were  given  the  alternative  of  continuing  their 
education  at  Government  expense  or  of  be- 
coming buck  privates.  Many  if  not  most  of 
those  then  in  medical  schools — or  their  pa- 
rents— would  have  preferred  to  be  allowed 
to  continue  their  medical  course  at  their  own 
expense  by  the  simple  expedient  of  defer- 


ment ;  but  they  were  allowed  no  choice  in  the 
matter.  Typical  reactions  of  the  students 
were  given  in  letters  published  in  this  jour- 
nal'11 from  two  students.  One  of  these  spoke 
of  the  program  as  "Selling  our  souls  in 
monthly  installments."  Now  it  becomes  ap- 
parent that  this  young  man  spoke  more  truly 
than  he  realized. 

The  editorial  in  Surgery,  Gynecology  and 
Obstetrics  for  October,  by  Editor  Loyal 
Davis,  should  be  read  by  all  concerned,  es- 
pecially by  those  who  have  been  so  free  with 
their  criticisms  of  the  medical  profession  for 
not  rushing  to  volunteer  for  service  in  the 
armed  forces.  Dr.  Davis  asks,  "Is  it  unrea- 
sonable to  assume  that  their  attitude  may 
have  been  colored  by  firsthand  knowledge  of 
the  frustrations,  stupidities  and  inefficiency 
of  direction  suffered  just  a  few  years  ago?" 
He  then  proceeds  to  offer  the  very  construc- 
tive suggestion  that  there  should  be  a  real 
unification  of  medical  services,  since  the 
treatment  of  injuries  and  diseases  is  the  same 
for  soldiers,  sailors,  and  aviators. 

From  the  beginning  of  World  War  II,  this 
journal  protested  over  and  over  against  the 
excessive  demands  made  by  the  armed  forces 
for  medical  men,  in  utter  disregard  of  the 
needs  of  the  civilian  population.  It  is  gratify- 
ing to  have  Dr.  Davis  support  the  view: 
"Unheeding  an  experience  no  more  than  five 
years  past,  there  is  every  evidence  that  the 
medical  profession  is  to  be  regarded  as  a  com- 
modity which  can  be  stockpiled  and  expended 
extravagantly." 

1.    Another  Medical  Student  Speaks  His  Mind,  North  Carolina 
M.  J.   4:356    (Aug.)    ID  13. 

dr.  roscoe  McMillan  honored 

Although  the  first  day  of  September  came 
on  Friday,  it  was  an  auspicious  day  for  Dr. 
Roscoe  McMillan.  Long  before  it  dawned,  the 
day  had  been  designated  "Dr.  Roscoe  Day," 
and  elaborate  preparations  had  been  made 
by  the  "Dr.  Roscoe  Day"  Committee  to  do 
him  honor.  At  1  p.m.  a  luncheon  was  served 
in  the  high  school  cafeteria,  which  was  at- 
tended by  distinguished  guests  from  all  over 
the  state.  At  this  luncheon  Mrs.  Paul  McCain 
"paid  tribute  to  the  general  practitioners 
of  the  state  through  Dr.  Roscoe."  Dr.  Mc- 
Millan was  presented  by  Mr.  George  Ashford, 
and  in  a  few  eloquent  sentences  expressed 
his  appreciation  for  the  "love  and  devotion 
so  beautifully  expressed  here  today." 
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After  the  luncheon  hundreds  of  his  pa- 
tients and  friends,  together  with  professional 
colleagues,  gathered  on  the  campus  of  the 
Red  Springs  school,  where  Dr.  Hamilton  Mc- 
Kay made  the  principal  speech  of  the  occa- 
sion. He  spoke  on  the  "The  Necessity  of  a 
Free  System  of  Medicine,"  pointing  out  that 
the  people  of  Red  Springs  community  and 
the  medical  profession  "have  brought  the 
doctor  back  to  the  people  and  the  people  to 
the  doctor"  on  this  occasion.  In  his  closing 
remarks,  Dr.  McKay  said:  "We  have  come 
here  today  from  far  and  near  to  restate  the 
qualities  of  character  and  to  emphasize  the 
personality  traits  in  the  individual  doctor 
who  has  made  American  medicine  truly 
great.  Here  in  Red  Springs  you  have  the 
leader  of  organized  medicine  in  North  Caro- 
lina— the  General  Practitioner  of  the  Year — 
the  personal  and  private  physician  and  friend 
of  hundreds  of  people  in  this  section.  I  want 
to  say  to  you  whom  he  has  served  faithfully 
and  diligently  both  by  day  and  night  as  phy- 
sician and  counsellor  that  I  want  to  offer  my 
congratulations  to  both  you  and  to  him." 

At  the  close  of  his  address,  Dr.  McKay 
presented  Dr.  Roscoe,  on  behalf  of  the 
committee,  a  certificate  from  his  patients 
and  friends  in  recognition  "of  his  profession- 
al, civic  and  religious  services  to  his  com- 
munity— his  devotion  to  his  family,  friends 
and  patients  and  for  his  vital  contributions 
in  leadership  in  his  profession  and  to  the 
general  health  and  welfare  of  the  people." 

A  silver  pitcher,  suitably  inscribed,  was 
presented  to  Dr.  McMillan  by  Dr.  L.  R.  Hedg- 
peth  from  the  Robeson  County  Medical  So- 
ciety. Many  donations  were  made  for  the 
purchase  of  equipment  for  a  memorial  to 
Dr.  Roscoe  in  the  new  Robeson  County  Me- 
morial Hospital. 

Truly,  Roscoe  McMillan  is  a  shining  ex- 
ception to  the  rule  that  a  prophet  is  without 
honor  in  his  own  country.  On  behalf  of  his 
hundreds  of  friends  throughout  the  state, 
the  North  Carolina  Medical  Journal  joins 
the  Red  Springs  community  in  extending  best 
wishes,  and  in  hoping  that  he  may  be  chosen 
by  the  American  Medical  Association  as  the 
General  Practitioner  of  the  vear. 


SOMETHING  NEW  IN  MEDICAL 
EDUCATION 

For  some  years  prior  to  1948  the  Atlantic 
City  Hospital,  like  many  other  nonteaching 
institutions,  was  having  difficulty  in  secur- 
ing an  adequate  staff  of  house  officers.  Dr. 
Hilton  Read,  the  dynamic  chairman  of  the 
intern  committee,  decided  that  something- 
should  be  done  about  it.  Dr.  Read  is  the  mov- 
ing spirit  in  the  Ventnor  Clinic,  a  highly 
ethical  and  efficient  private  group  practice 
organization.  For  many  years  he  represented 
New  Jersey  in  the  A.M. A.  House  of  Dele- 
gates, and  he  is  now  chief  of  the  medical 
service  of  the  Atlantic  City  Hospital. 

With  Dr.  Read,  action  follows  hard  upon 
thought.  Medical  graduates  nowadays  are 
most  interested  in  hospitals  offering  attrac- 
tive postgraduate  instruction.  He  then  de- 
cided that,  since  there  were  no  medical 
schools  in  New  Jersey,  he  would  connect  the 
Atlantic  City  Hospital  with  virtually  all  the 
medical  schools  in  the  country.  His  first  step 
was  to  devise  a  plan  for  attracting  medical 
teachers  from  various  schools.  The  plan  was 
to  offer  each  man  chosen,  and  his  wife,  an 
invitation  to  be  the  guests  of  Haddon  Hall 
for  a  week,  in  return  for  an  hour  a  day  at  the 
hospital.  The  fact  that  the  Ventnor  Clinic 
furnishes  medical  service  to  the  personnel 
and  guests  of  Haddon  Hall  and  its  sister 
hotel,  the  Chalfonte,  made  it  easy  to  approach 
the  managers  and  persuade  them  that  such 
an  offer  would  be  a  patriotic  act. 

The  next  step  was  to  send  out  letters  to 
twenty-five  friends  who  were  medical  teach- 
ers. Perhaps  the  smartest  move  of  all  was  to 
address  the  letters  to  the  residences  rather 
than  the  offices  of  the  men  invited.  The  re- 
sult was  that  not  one  invitation  was  declined, 
and  many  of  the  participants  have  gone  back 
two  or  even  three  times  since. 

The  first  visiting  chief.  Dr.  Jonathan 
Meakins  of  Montreal,  started  the  program 
in  May,  1948.  It  has  been  continuing  ever 
since,  and  already  the  schedule  is  filled 
through  1951.  The  innovation  has  paid  off 
handsomely  for  the  hospital.  The  house  staff 
has  increased  from  eight  to  twelve,  and  the 
hospital  has  been  approved  for  residencies 
in  medicine  and  surgery,  as  well  as  in  a  num- 
ber of  specialties.  There  are  many  more 
applicants  than  can  be  accepted,  and  the 
caliber  of  the  men  applying  compares  favor- 
ably with  that  in  any  teaching  hospital. 

The  James  Walker  Memorial  Hospital  is 
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paying  Dr.  Read  the  sincere  tribute  of  imi- 
tating the  program  on  a  smaller  scale.  In- 
stead of  a  visiting  chief  pro  tern  every  week, 
one  has  been  invited  for  one  week  out  of 
every  month.  The  plan  should  mean  much  to 
the  house  staff  of  the  Wilmington  hospital, 
and  doubtless  will  stimulate  interest  among 
senior  medical  students  in  applying  for  in- 
ternships there. 

Dr.  Hilton  Read  and  the  Atlantic  City  Hos- 
pital are  to  be  congratulated  upon  having 
pioneered  in  the  field  of  graduate  medical 
education. 

NORTH  CAROLINA'S  STATE  TAXES 

The  late  Archibald  Johnson,  while  he  was 
editor  of  Charity  and  Children,  was  offered 
the  editorship  of  a  paper  in  another  state  at 
a  $1000  increase  in  salary.  Although  this 
would  have  almost  doubled  his  income — for  a 
dollar  then  had  fully  five  times  its  present 
value — he  declined  the  offer,  and  gave  as  his 
reason  that  it  was  worth  $1000  a  year  to  live 
in  North  Carolina. 

While  such  spectacular  examples  of  Tar 
Heel  loyalty  may  be  rare,  there  are  many 
citizens  living  in  North  Carolina  today  who 
make  a  financial  sacrifice  to  stay  in  this  state. 
Reference  to  any  of  the  recent  tax  guides  will 
reveal  that  North  Carolina  has  the  second 
or  third  highest  income  tax  rate  in  the  Union ; 
that  only  four  other  states  have  a  sales  tax  as 
high;  that  only  twelve  other  states  have 
gasoline  taxes  as  high;  and  that  in  all  but 
six  other  states  the  taxpayer  is  allowed  to 
deduct  his  federal  income  tax  in  computing 
his  income  for  state  taxes. 

In  spite  of  this  record,  Governor  Scott  is 
quoted  as  saying  that  higher  taxes  will  prob- 
ably have  to  be  levied,  in  order  to  meet  the 
state's  rising  budget.  For  many  years  Mr. 
Paul  Leonard,  secretary  of  the  State  Mer- 
chants' association,  has  contended — and  few 
men  have  given  more  thought  to  the  question 
than  he — that  our  high  state  taxes  are  keep- 
ing new  industries  from  moving  into  the 
state  and  are  driving  other  industries  out. 
Our  legislators  should  remember  that  there 
is  a  law  of  diminishing  returns. 

Donald  Adams,  in  the  "Book  Review  Sec- 
tion" of  the  New  York  Times,  recently  ex- 
tolled North  Carolina's  climate  and  the 
beauty  of  her  scenery  as  unexcelled  any- 
where in  the  Union.  Unfortunately,  however, 
our  citizens  and  our  manufacturers  cannot 
live  on  air  and  beautiful  scenery  alone.  Now 


that  the  state  has  set  aside  enough  surplus 
to  pay  off  its  debt,  the  grievous  tax  burden 
now  resting  upon  North  Carolina  citizens 
should  be  relieved  to  some  extent,  at  least. 
Surely  it  is  not  fair  to  tax  our  own  citizens 
for  being  loyal  to  their  state. 


BE  JUST  BEFORE  YOU  ARE 
GENEROUS 

Many  times  this  journal  has  been  indebted 
to  the  New  York  State  Journal  of  Medicine 
for  timely  editorials.  One  in  the  issue  for 
June  15,  based  upon  a  clipping  from  the 
Ossining  Citizen  Register,  should  appeal  to 
many  readers.  For  this  reason  it  is  pub- 
lished in  part: 

"A  check  by  the  National  Information  Bureau 
on  national  nonprofit  organizations,  nearly  all  of 
which  solicit  public  aid,  shows  an  astounding 
number  in  existence. 

"There  are,  for  example,  no  less  than  75  nation- 
al associations  dealing  with  public  health,  ranging 
alphabetically  from  those  concerned  with  Alcohol- 
ism through  Hay  Fever,  Parenthood,  Social  Dis- 
eases, and  Veterans. 

"There  are  24  national  organizations  dealing 
with  the  problems  of  Youth. 

"There  are  31  which  are  solicitous  for  continu- 
ance of  'Free  Enterprise'  and  the  'American  Way 
of  Life'  and  the  like. 

"There  are  five  which  are  anxious  about  the 
American  Indian  Welfare,  10  concerned  with  Con- 
servation, 19  aroused  over  Civic  Affairs,  29  which 
deal  with  International  Relations,  23  interested  in 
General  Welfare,  and  no  less  than  72  seeking  to 
help  on  matters  connected  with  Foreign  Relief 
Aid  and  Rehabilitation,  with  practically  every 
other  nation  in  the  world  on  the  receiving  end  of 
American  charity. 

"These  are  not  fly-by-night  organizations,  mind 
you.  Every  one  of  the  more  than  400  organizations 
listed  by  the  bureau  is  either  national  or  inter- 
national in  scope. 

"They  say  that  every  dog  has  his  day,  but  we 
doubt  it  for  the  same  reason  that  every  organiza- 
tion can't  have  its  own  week — there  just  aren't 
enough  days  and  enough  weeks. 

"As  it  is,  we  defy  any  reader  to  name  a  week 

when   there  isn't   some   campaign   or  drive.   And, 

from  a  professional  viewpoint,  we  know  there  is 

never  a  day  when  a  newspaper  isn't  asked  to  give 

ample  space  for  some  deserving  cause." 

It  has  come  to  a  point  where  drives  for  this  and 

that  have  begun  to  overlap  each  other.  It  is  a  rare 

morning  when  the  mail  does  not  contain  at  least  one 

and  often  two  or  three  appeals  from  various  sources. 

To  the  more  than  400  organizations  of  national  or 

international  scope  must  be  added  those  of  less  than 

national   but  not   purely   local   character.    There   is, 

apparently,  no  limit. 

Meanwhile  we  hope  that  some  thought  will  be 
given  to  a  return  to  the  time-proved  maxim,  "Be 
just  before  you're  generous."  Be  sure  your  purely 
local  institutions  do  not  lack  the  financial  assistance 
they  merit. 
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CMnicopathologie  Conference 

Bowman    Gray  School  of  Medicine   of 
Wake  Forest  College 


JAUNDICE  AND  COMA  IN  PREGNANCY 

David  Cayer,  M.D. 

and 

PARKER  R.  BEAMER,  M.D. 

Winston-Salem 

Clinical  history:  The  patient  was  a  white 
married  woman,  19  years  old,  who  was  in 
the  twentieth  week  of  pregnancy.  She  was 
brought  to  the  North  Carolina  Baptist  Hos- 
pital because  of  coma  which  developed  un- 
expectedly during  treatment  in  another  hos- 
pital for  an  illness  that  appeared  to  be  rela- 
tively mild. 

The  patient's  history,  as  obtained  from  her 
husband,  contained  little  pertinent  informa- 
tion. For  some  time  the  patient  had  been 
ingesting  a  relatively  poor  diet  which  only 
rarely  included  meat,  milk,  or  eggs.  Approxi- 
mately four  years  prior  to  admission  a  sero- 
logic test  for  syphilis  had  been  positive,  and 
a  standard  course  of  treatment  with  bismuth 
and  arsenical  drugs  was  begun.  The  injec- 
tions were  given  irregularly,  and  her  physi- 
cian said  later  that  he  regarded  the  total 
dosage  as  inadequate  in  amount. 

About  eighteen  months  before  admission 
the  woman  had  several  seizures  of  epigastric 
pain  associated  with  nausea  and  vomiting, 
from  which  she  appeared  to  recover  unevent- 
fully. These  symptoms  recurred  thirteen 
months  later — in  August,  1949.  At  this  time 
she  was  admitted  to  a  hospital  near  her  home. 
A  diagnosis  of  "gastritis"  was  made,  but  the 
husband  was  unable  to  give  specific  informa- 
tion concerning  the  results  of  diagnostic 
roentgenograms,  or  the  treatment  adminis- 
tered. The  symptoms  subsided  after  a  short 
while,  and  the  patient  was  discharged  from 
the  hospital  in  apparently  good  health.  Dur- 
ing this  hospitalization  a  serologic  test  for 
syphilis  was  noted  again  to  be  positive,  and 
the  patient  was  referred  to  a  rapid  treatment 
center  for  penicillin  therapy. 

A  month  later  —  approximately  four 
months  before  her  admission  to  this  hos- 
pital— the  patient's  menstrual  periods  ceased, 
and  two  months  later,  physical  examination 
disclosed  that  she  was  pregnant.  The  preg- 
nancy progressed  satisfactorily,  and  the  pa- 
tient appeared  to  be  in  good  health  until  five 


days  prior  to  her  admission  to  the  North 
Carolina  Baptist  Hospital  (six  days  before 
death).  At  that  time  she  experienced  mild 
epigastric  pain,  not  unlike  that  which  she 
had  previously.  During  the  next  two  clays 
the  pain  became  more  severe  and  she  was 
taken  to  a  hospital  near  her  home.  Moderate- 
ly severe  vomiting  and  drowsiness  developed, 
and  on  the  third  hospital  day  stupor  and 
icterus  of  the  skin  and  sclerae  were  observed. 
The  only  treatment  administered  was  an  in- 
travenous infusion  of  glucose.  Coma  devel- 
oped, and  the  patient  was  transferred  to  this 
hospital  on  the  fourth  day. 

The  husband  stated  that  several  cases  be- 
lieved to  be  infectious  hepatitis  had  occurred 
in  their  neighborhood.  So  far  as  can  be  de- 
termined, the  patient  had  never  taken  toxic 
drugs  without  the  direction  of  a  physician. 

Physical  examination:  The  woman's  body 
was  normally  developed  and  she  appeared  to 
be  well  nourished.  She  was  incontinent  of 
urine  and  feces,  and  responded  to  painful 
stimuli  only.  The  systolic  blood  pressure  was 
150,  and  the  diastolic  60.  The  pulse  rate  was 
100-140  per  minute;  respiration,  18  per 
minute;  temperature,  100  F.  Acne  was  ob- 
served on  the  face  and  shoulders.  The  sclerae 
were  slightly  icteric,  and  the  pupils  were 
round  and  equal,  but  obviously  dilated.  Oph- 
thalmoscopic examination  of  the  fundi  re- 
vealed no  significant  findings.  Pronounced 
hyperemia  was  present  in  the  nasal  mucosa, 
and  there  were  several  red-brown  crusts.  A 
pungent,  sweet  odor  was  detected  in  the  pa- 
tient's breath.  The  neck  was  supple  and  there 
were  no  palpable  masses. 

The  heart  was  not  enlarged  to  percussion ; 
the  rhythm  was  regular,  but  a  grade  2  sys- 
tolic murmur  was  noted,  most  pronounced 
at  the  apex.  Except  for  a  few  scattered, 
coarse  rhonchi;  no  abnormalities  were  de- 
tected upon  percussion  and  auscultation  of 
the  chest. 

A  symmetrical  enlargement,  characteristic 
of  a  pregnant  uterus,  extended  17  cm.  above 
the  symphysis  pubis  in  the  midline  of  the 
abdomen.  The  fetal  heartbeat  was  not 
audible.  The  liver  and  spleen  were  not  pal- 
pable. Neurologic  examination  revealed  hy- 
peractive reflexes,  but  no  abnormal  reactions 
were  elicited.  Digital  examination  of  the 
rectum  revealed  no  abnormal  findings. 

Laboratory  studies:  Examination  of  the 
peripheral  blood  at  the  time  of  admission 
revealed  13  Gm.  of  hemoglobin,  5,100,000 
erythrocytes,  and  17,200  leukocytes,  with  a 
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normal  differential.  The  urine  was  dark 
amber  and  clear ;  tests  for  albumin  and  sugar 
were  negative,  but  a  test  for  acetone  was 
positive  (4  plus).  Microscopic  examination 
of  the  urine  revealed  20  to  30  white  blood 
cells  and  2  to  4  red  blood  cells  per  high  power 
field. 

Six  hours  after  admission  acetone  was  still 
present  in  the  urine  (2  plus)  ;  although  bile 
was  present  (3  plus),  a  test  for  urobilinogen 
was  negative.  At  this  time  chemical  analysis 
of  the  blood  revealed  a  nonprotein  nitrogen 
of  46  mg.  per  100  cc,  a  chloride  content  of 
124  milli-equivalents,  and  a  carbon  dioxide 
combining  power  of  37  volumes  per  100  cc. 
The  icteric  index  was  42.  Although  control 
plasma  clotted  in  14  seconds,  the  patient's 
plasma  failed  to  clot  after  two  and  one  half 
minutes. 

Twelve  hours  after  admission  further 
chemical  studies  gave  the  following  results: 
blood  sugar,  100  mg.  per  100  cc. ;  nonprotein 
nitrogen,  24  mg.  per  100  cc. ;  van  den  Bergh's 
test  for  serum  bilirubin,  8  mg.  per  100  cc. ; 
alkaline  phosphatase,  8.1  units;  serum  choles- 
terol, 195  mg.  per  100  cc. ;  serum  chlorides. 
107  milli-equivalents  (624  milligrams  per  100 
cc.)  ;  carbon  dioxide  combining  power,  31 
volumes  per  100  cc. ;  total  serum  protein,  5.4 
Gm.  per  100  cc,  with  an  albumin-globulin 
ratio  of  2:1;  uric  acid,  5.1  mg.  per  100  cc. 
The  Kahn  and  Wassermann  serologic  tests 
were  positive,  and  there  were  no  agglutinins 
for  leptospirae. 

Course  in  the  hospital:  The  patient  re- 
mained comatose  throughout  her  hospitaliza- 
tion of  less  than  a  day.  Frequently  there  were 
seizures  in  which  she  became  rigid  and  opis- 
thotonic,  manifesting  jerking  motions  of  the 
extremities  and  rapid  respirations,  followed 
by  periods  of  comparative  relaxation.  Glucose 
in  physiologic  saline  solution  was  adminis- 
tered intravenously,  supplemented  with 
methionine  and  vitamins.  Large  doses  of  vita- 
min K  were  given  parenterally. 

Soon  after  admission  the  patient  began  to 
vomit  dark  red,  bloody  material.  Ankle  and 
facial  edema  developed  and  persisted.  Nasal 
oxygen  was  administered  constantly,  and  pul- 
monary edema  did  not  occur.  During  the  first 
twelve  hours  of  hospitalization  about  2500 
cc.  of  fluid  was  given  intravenously,  and  220 
cc.  of  urine  was  collected  through  a  urethral 
catheter.  She  continued  to  vomit  bloody  ma- 
terial, and  after  several  hours  blood  was 
noted  in  the  urine,  grossly.  The  urinary  out- 
put decreased  progressively. 


Approximately  twelve  hours  after  admis- 
sion the  products  of  conception  (fetus,  mem- 
branes, and  intact  placenta)  were  delivered 
spontaneously.  There  was  moderate  uterine 
bleeding,  and  the  patient  was  given  Pitocin 
and  Ergotrate.  The  blood  pressure,  which 
had  risen  steadily  since  admission,  began  to 
fall.  Petechiae  were  present  in  several  areas 
of  the  skin,  and  icterus  became  more  intense. 
Respirations  were  slower  and  less  forceful. 
She  failed  to  respond  to  artificial  respiration 
and  oxygen  administered  under  positive  pres- 
sure, and  expired  approximately  seventeen 
hours  after  admission. 

Clinical  Discussion 

Dr.  David  Cayer:  This  case  presents  the 
interesting  problem  of  a  fulminating,  fatal 
illness  of  five  days'  duration  occurring  in  a 
young  pregnant  woman  who  had  had  recur- 
ring gastrointestinal  complaints  over  a 
period  of  four  years.  Unfortunately,  we  do 
not  know  how  much  bismuth  and  arsenic  she 
received  four  years  before  her  final  illness. 
The  fact  that  the  treatment  was  said  to  be 
inadequate  may  indicate  that  the  patient  ac- 
quired an  intolerance  to  the  drugs. 

There  are  numerous  possibilities  which 
must  be  considered  in  the  differential  diag- 
noses when  the  physician  is  confronted  with 
a  patient  in  coma. 

It  is  not  uncommon  for  overwhelming  in- 
fection and  septicemia  to  be  associated  with 
abdominal  discomfort,  nausea,  vomiting,  stu- 
por, and  even  jaundice.  Meningococcemia 
might  account  for  such  a  syndrome,  but  in 
this  instance  we  have  sufficient  evidence  to 
eliminate  this  diagnosis  from  further  con- 
sideration. The  patient  was  afebrile ;  there 
was  no  evidence  of  purpura;  the  spleen  was 
not  palpable;  and  there  was  no  evidence  of 
meningeal  irritation.  Also,  such  patients 
usually  do  not  have  an  elevation  of  blood 
pressure. 

Within  the  past  three  years  a  similar  syn- 
drome of  nausea,  vomiting,  jaundice,  abdom- 
inal pain,  and  coma  was  observed  in  a  young 
single  woman  who  expired  shortly  after  her 
admission  to  this  hospital.  Postmortem  ex- 
amination revealed  an  unsuspected  preg- 
nancy, with  evidences  of  attempted  abortion 
which  had  resulted  in  pelvic  cellulitis,  septi- 
cemia, and  multiple  abscesses  of  the  liver. 
Such  an  explanation  of  the  present  problem 
would  not  be  supported  by  the  clinical  data, 
nor  would  it  account  for  the  recurring  gas- 
trointestinal symptoms  described  in  the  his- 
tory. 
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The  central  nervous  system  was  hardly  the 
primary  site  of  our  patient's  disease,  al- 
though the  more  serious  signs  and  symp- 
toms at  the  time  of  admission  were  referable 
to  that  system.  There  was  no  history  of  trau- 
ma; the  fundi  of  the  eyes  revealed  no  papil- 
ledema, hemorrhage  or  exudate ;  and  there 
were  no  signs  of  meningeal  irritation.  Other 
frequent  causes  of  coma,  such  as  acute  alco- 
holism, diabetes  mellitus,  and  uremia,  can  be 
excluded  by  the  history,  the  low  blood  sugar, 
the  absence  of  glycosuria  in  the  presence  of 
acidosis,  and  the  normal  nonprotein  nitrogen. 

Poisoning,  self-induced  and  otherwise, 
must  be  considered  seriously  when  a  patient 
has  nausea  with  vomiting,  acidosis,  jaundice, 
hematuria,  and  coma.  In  this  instance,  how- 
ever, it  would  be  difficult  to  account  for  the 
previous  episodes  on  such  a  basis.  In  cases 
where  poisoning  is  suspected,  specimens  of 
vomitus  and  urine  should  be  stored  for  fur- 
ther chemical  analysis  in  the  event  of  indi- 
cations in  the  future. 

The  history  is  not  inconsistent  with  a 
diagnosis  of  recurrent  pancreatitis.  The  pa- 
tient suffered  from  epigastric  pain,  and  one 
observer  noted  that  it  radiated  to  the  left. 
In  those  cases  from  this  hospital  studied  and 
reviewed  by  Dr.  Wingate  Johnson,  this  type 
of  pain  was  a  frequent  and  apparently  sig- 
nificant feature.  The  low  blood  sugar  and 
icterus  would  also  be  consistent  with  the 
diagnosis  of  pancreatitis.  Patients  with  this 
disease  may  not  manifest  marked  abdominal 
rigidity,  although  there  is  usually  evidence 
of  peritoneal  irritation,  increased  muscular 
tonus,  shock,  and  often  glycosuria.  None  of 
these  signs  were  observed  in  the  course  of 
this  patient's  illness,  and  the  diagnosis  of 
pancreatitis  would  not  explain  a  prothrombin 
time  which  was  in  excess  of  two  and  one  half 
minutes. 

The  combination  of  hepatic  and  renal  in- 
volvement and  leukocytosis  in  a  comatose 
patient  suggests  a  diagnosis  of  Weil's  dis- 
ease, which  is  caused  by  Leptospira  ictero- 
haemorrhagiae.  Blood  was  drawn  for  agglu- 
tination studies  with  this  organism,  but  the 
results  were  negative.  Moreover,  this  disease 
is  usually  characterized  by  prodromal  symp- 
toms of  headache,  generalized  aching  and 
fever,  and  it  is  unusual  for  Weil's  disease  to 
run  the  fulminating  course  observed  in  this 
patient.  In  the  absence  of  purpura,  fever, 
agglutinins  for  the  organism,  and  the  charac- 
teristic history  of  exposure  followed  by  pro- 


dromal symptoms,  this  diagnosis  seems  im- 
probable. 

The  available  clinical  and  laboratory  data 
are  indicative  of  hepatic  involvement.  In 
view  of  the  history  of  recurring  epigastric 
pain,  nausea  and  vomiting,  gallstones  ob- 
structing or  partially  obstructing  the  com- 
mon bile  duct  must  be  regarded  as  a  possible 
causal  mechanism,  even  though  the  patient 
had  no  chills  or  fever  of  any  consequence. 
However,  the  markedly  prolonged  prothrom- 
bin time,  the  low  level  of  total  serum  protein, 
and  the  clinical  course  are  hardly  compatible 
with  the  syndrome  usually  observed  when 
the  common  bile  duct  is  obstructed.  Further- 
more, the  unexpected  and  rapid  onset  of  coma 
is  unusual  in  this  condition. 

The  evidence  is  most  suggestive  of  some 
disturbance  which  is  primary  in  the  paren- 
chymatous tissue  of  the  liver.  The  past  his- 
tory reveals  numerous  points  of  interest  and 
possible  significance : 

1.  Infection,  indicated  by  the  positive  sero- 
logic test  for  syphilis 

2.  A  possible  toxic  reaction  to  heavy  metals 

3.  Low  protein  intake 

4.  The  possibility  of  exposure  to  infectious 
hepatitis  as  the  result  of  recent  injections 

5.  The  hazard  of  pregnancy  superimposed 
on  any  of  the  above  factors. 

The  presence  of  jaundice,  a  small  liver, 
hemorrhagic  tendencies,  nervous  symptoms, 
and  ensuing  coma  with  death  is  consistent 
with  the  clinical  syndrome  associated  with 
"yellow  atrophy  of  the  liver"  described  by 
Rokitansky  before  the  turn  of  the  century. 
Later,  Herxheimer  suggested  that  the  term 
"necrosis,"  rather  than  "atrophy,"  was  more 
descriptive  of  the  pathologic  alterations  in 
the  liver.  Hepatic  necrosis,  although  not  com- 
mon, occurs  most  frequently  in  young  adult 
women  and  is  often  associated  with  preg- 
nancy. 

Syphilitic  involvement  of  the  liver  has  been 
regarded  by  some  investigators  as  the  cause 
of  hepatic  necrosis,  but  the  significance  of 
this  infection  in  the  case  under  discussion 
is  difficult  to  evaluate  accurately.  Jaundice  is 
rare  in  syphilitic  patients  who  receive  no 
treatment.  It  seems  likely  that  many  of  the 
cases  of  "syphilitic  yellow  atrophy  of  the 
liver"  described  in  the  older  literature  were 
caused  by  poisoning  from  heavy  metals  or  by 
infection  with  the  agent  which  causes  infec- 
tious hepatitis,  occurring  during  the  course 
of  treatment. 

Judging  from  the  history,  it  seems  unlikely 
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that  this  patient  had  a  hepato-recurrence.  It 
is  difficult,  also,  to  assess  precisely  the  role 
played  by  heavy  metals  used  in  the  treatment 
for  syphilis  about  four  years  prior  to  the 
final  episode.  In  all  probability,  the  inade- 
quate diet,  the  syphilitic  infection,  and  ther- 
apy with  heavy  metals  were  contributing 
factors  in  the  fatal  illness  of  this  patient. 

The  relation  of  viral  hepatitis  to  acute  or 
subacute  hepatic  necrosis  is  believed  to  be 
one  of  degree,  varying  with  the  potency  and 
virulence  of  the  infecting  agent  and  with  the 
resistance  of  the  liver  in  a  given  individual. 
In  all  probability,  most  instances  of  hepatic 
necrosis  are  not  the  result  of  any  single  agent 
or  factor,  but  probably  represent  a  final, 
overwhelming  insult  to  a  previously  damaged 
organ.  It  is  not  surprising,  therefore,  that 
the  clinical  picture  in  hepatic  necrosis  may 
vary  from  a  mild  syndrome  of  anorexia, 
nausea,  vomiting,  diarrhea  and  icterus,  which 
subsides  without  apparent  sequelae  in  a 
period  of  six  weeks  or  so  ("catarrhal  jaun- 
dice"), to  the  serious  syndrome  observed  in 
the  patient  under  discussion,  where  delirium, 
convulsions,  incontinence,  hemorrhage,  coma, 
and  abortion  were  followed  by  death. 

Certain  features  in  this  patient's  illness 
are  deserving  of  further  discussion.  Recur- 
ring episodes  of  pain  are  somewhat  uncom- 
mon in  hepatic  necrosis,  but  in  28  of  the  97 
cases  studied  by  Bergstrand,  pain  was  the 
chief  complaint.  The  pain  was  so  severe  in  16 
of  the  patients  that  they  were  subjected  to 
exploratory  laparotomy.  One  might  reason 
that  the  history  of  our  patient  is  indicative 
of  several  sublethal  episodes  preceding  the 
final,  fatal  illness.  If  it  were  known  that  the 
liver  was  enlarged  previously,  failure  to  pal- 
pate the  liver  during  the  final  episode  would 
be  most  significant. 

The  low  levels  of  blood  sugar,  determined 
at  a  time  when  the  patient  was  receiving 
sugar  intravenously,  suggest  depletion  of 
glycogen.  The  decrease  in  the  total  proteins 
of  the  blood  and  the  prolongation  of  the  pro- 
thrombin time,  as  well  as  the  failure  to  re- 
spond to  therapy  with  vitamin  K,  are  con- 
sistent with  the  findings  to  be  expected  in 
hepatic  necrosis.  As  a  rule  leukocytosis  is 
present,  but  this  is  not  an  essential  factor  in 
the  syndrome.  The  single  determination  of 
cholesterol  is  of  little  value,  because  the 
esterification  ability  of  the  liver  is  of  more 
importance  than  the  total  content  of  choles- 
terol in  the  serum.  The  results  of  the  urin- 
alyses are  consistent  with  those  described  in 


the  so-called  "hepatorenal  syndrome,"  and 
are  probably  related  to  the  bleeding  tendency 
and  the  upset  in  fluid  balance  secondary  to 
the  hepatic  damage. 

These  patients  represent  extremely  diffi- 
cult problems  in  therapy.  The  administration 
of  sedatives  or  opiates  to  allay  the  central 
nervous  system  manifestations  is  not  advised, 
because  the  liver  is  unable  to  conjugate  or 
otherwise  metabolize  the  drugs.  Administra- 
tion of  vitamin  K  is  usually  futile,  because 
the  liver  is  no  longer  able  to  produce  pro- 
thrombin. Hypoglycemia  is  not  corrected 
easily,  and  fluid  and  mineral  balance  is  main- 
tained only  with  utmost  difficulty,  if  at  all, 
by  the  administration  of  solutions  parenter- 
al^. 

In  some  respects,  hepatic  necrosis  and  the 
syndrome  it  produces  are  analogous  to  the 
situations  encountered  in  so-called  "lower 
nephron  nephrosis."  Regeneration  of  a  con- 
siderable amount  of  hepatic  tissue  may  occur 
if  the  patient  can  be  kept  alive  for  two  weeks 
or  more.  Thus,  feedings  by  tube,  transfu- 
sions, antibiotics,  and  supportive  measures 
are  well  worth  trying,  despite  the  seemingly 
hopeless  prognosis. 

Clinical  Diagnosis  (Dr.  Cayer)  :  Subacute 
hepatic  necrosis. 

Discussion  of  Pathologic  Studies 
Dr.  Parker  R.  Beamer:  The  body  of  this 
patient  was  normally  developed  and  appeared 
moderately  well  nourished,  measuring  62 
inches  in  length  and  weighing  116  pounds. 
The  skin  was  deeply  jaundiced,  and  a  few 
discrete,  red-blue  maculopapules,  1  to  3  mm. 
in  diameter,  were  noted  on  the  face  and  upper 
chest.  The  eyelids  were  edematous,  and  one 
of  the  icteric  sclerae  contained  a  moderately 
large  ecchymosis.  Slight  pitting  edema  was 
demonstrable  in  the  skin  and  subcutaneous 
tissues  of  the  legs.  The  peritoneal  and  pleural 
cavities  contained  no  excess  amount  of  fluid, 
although  100  cc.  of  clear,  serous  fluid  was 
found  in  the  pericardial  cavity.  Numerous 
petechiae  and  ecchymoses  were  scattered 
throughout  the  visceral  and  parietal  layers 
of  the  peritoneum. 

The  organ  of  principal  interest  in  this  case 
was  the  liver.  It  was  less  than  half  the  usual 
size,  the  weight  being  only  600  Gm.  and  the 
dimensions,  21  by  14  by  3  cm.  The  entire 
liver  presented  a  homogeneously  soft,  flabby 
substance  contained  within  a  capsule  which 
was  wrinkled  over  all  surfaces  except  the 
relatively   smooth,    rounded    edges.    Several 
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Fig.  1.  The  lobular  architecture  of  the  liver  is 
destroyed.  Portal  areas  in  the  upper  left  and 
lower  right  corners  contain  an  increased  amount 
of  fibrous  tissue  and  inflammatory  cells.  (Low- 
power) 


cuts  through  the  liver  revealed  dark  red- 
brown  surfaces  with  numerous  irregularly 
scattered,  bright  red  spots.  None  of  the  usual 
lobular  architecture  was  observed.  The  gall- 
bladder, extrahepatic  and  intrahepatic  bile 
ducts,  and  the  blood  vessels  were  not  un- 
usual, grossly. 

The  most  impressive  finding  in  several 
microscopic  sections  from  the  liver  was  the 
total  lack  of  the  usual  cord-like  pattern  of 
the  parenchyma.  Portal  and  central  areas 
were  identified  with  comparative  ease,  but 
the  lobular  architecture  usually  seen  within 
these  areas  was  uniformly  disrupted,  having 
been  replaced  by  closely  packed  cells  of  dif- 
ferent kinds  with  no  orderly  arrangement 
(fig.  1).  The  stroma  was  composed  of  fine 
and  moderately  coarse  fibrillar  tissue. 

Hepatic  cells  were  markedly  reduced  in 
number,  and  cells  with  normal  cytologic 
structure  were  noted  only  rarely.  Most  of  the 
parenchymal  cells  revealed  varying  stages  of 
degeneration  and  necrosis  (fig.  2).  In  some 
areas  there  were  small,  irregular  clumps  of 
necrotic  or  partially  necrotic  cells,  about 
which  a  few  inflammatory  cells  were  noted 
occasionally.  Throughout  the  sections  there 


Fig.  2.  Hepatic  cells  are  reduced  in  number. 
Many  are  degenerated  or  necrotic.  A  few  regen- 
erating liver  cells  are  present.   (High  power) 


was  evidence  of  focal  and  diffuse  hemor- 
rhage, especially  near  the  central  veins.  The 
portal  areas  revealed  an  apparent  slight  in- 
crease in  the  number  of  small  bile  ducts, 
Lymphocytes,  plasma  cells  and,  occasionally, 
neutrophils  were  present  in  the  connective 
tissue  about  the  bile  ducts  and  portal  vessels. 
Most  of  the  portal  areas  showed  a  slight  but 
definite  increase  in  fibrous  connective  tissue, 
which  appeared  to  be  proliferating,  extend- 
ing toward  the  central  veins  in  irregular  and 
poorly  defined  dendritic  projections.  Adja- 
cent to  the  portal  areas,  regenerating  hepatic 
cells  with  mitotic  figures  and  double  nuclei 
were  observed  occasionally. 

Both  kidneys  were  slightly  enlarged  and 
softer  than  usual.  They  weighed  175  Gm. 
each,  in  contrast  to  a  normal  average  weight 
of  approximately  150  Gm.  The  external  sur- 
faces were  smooth,  pale,  and  not  unusual 
except  for  several  petechiae  and  ecchymoses 
within  and  beneath  the  capsule.  The  freshly 
cut  surfaces  revealed  pale  yellow,  slightly 
swollen  cortices  with  a  few  minute  red  spots. 
The  usual  cortical  striae  were  not  discernible, 
and  the  margination  between  the  cortex  and 
medulla   was   indistinct.   The   calices,   renal 
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Fig;.  3.  The  convoluted  tubules  of  the  kidney  are 
lined  by  epithelial  cells  which  are  vacuolated 
and  swollen.  Longitudinal  section  through  an 
afferent  arteriole  shows  almost  complete  ob- 
struction of  the  lumen  by  a  hyaline  plug.  (Low 
power) 
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Fig.  4.  Renal  epithelial  cells  are  swollen  and 
sometimes  occlude  the  lumen.  Many  epithelial 
cells  are  degenerated  and  necrotic.  Note  hyaline 
plugs  within  the  lumina  of  glomerular  capil- 
laries. (High  power  view  of  a  portion  of  the 
field  in  fig.  3) 


pelves  and  ureters  contained  small  to  moder- 
ate amounts  of  blood,  and  hemorrhage  was 
conspicuous  in  the  peripelvic  adipose  tissue. 

The  alterations  in  anatomic  structure  were 
essentially  identical  in  several  sections  from 
both  kidneys.  The  convoluted  tubules  were 
lined,  in  some  instances,  by  epithelial  cells 
which  were  markedly  swollen  and  occluded 
the  lumen.  In  some  areas  the  renal  epithelium 
was  necrotic  and  the  tubules  were  devoid  of 
intact  linings.  Vacuolation  of  renal  epithelial 
cells  was  conspicuous.  Numerous  cells  had 
lost  their  nuclei,  and  the  usual  cytoplasmic 
structure  was  replaced  by  coarsely  granular 
acidophilic  material  (fig.  3  and  4).  The 
lumina  of  many  tubules  contained  granular 
acidophilic  precipitate  (probably  albuminous 
material)  and  red  blood  cells. 

The  glomeruli  were  somewhat  swollen  and 
usually  filled  the  capsular  space.  In  some  in- 
stances there  appeared  to  be  a  slight  increase 
in  the  number  of  endothelial  cells,  as  well  as 
swelling  of  these  cells,  and  the  lumina  of  the 
glomerular  capillaries  were  not  discernible. 
The  most  conspicuous  finding  in  the  glom- 


eruli was  the  total  or  partial  occlusion  of 
afferent  arterioles  and  glomerular  capillaries 
by  plugs  of  acidophilic  hyaline  material.  The 
structure,  location,  and  staining  reactions  of 
these  plugs  suggested  that  the  material  was 
fibrin  (fig.  3  and  4).  Occasionally  small  foci 
of  degenerated  cells,  some  of  which  were 
interpreted  as  necrotic,  were  observed  in  the 
glomeruli.  No  other  significant  anatomic  al- 
terations were  noted  in  the  vascular  system 
of  the  kidney. 

In  general,  other  pathologic  changes  ob- 
served were  related  to  the  processes  already 
described  or  were  of  secondary  importance 
and  need  not  be  discussed.  They  are  included 
in  the  final  anatomic  diagnoses. 

As  a  basis  for  evaluating  pathologic  pro- 
cesses in  the  liver,  one  may  regard  this  organ 
as  a  structure  composed  of  lobules.  Some  in- 
vestigators do  not  agree  with  this  thesis,  but 
such  a  concept  is  useful  and  satisfactory  for 
the  purpose  of  this  discussion.  Using  the  cen- 
tral vein  as  a  point  of  reference,  the  pathol- 
ogist usually  distinguishes   a   central  zone, 
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midzone,  and  peripheral  zone,  the  last  being 
that  portion  of  the  lobule  immediately  adja- 
cent to  the  portal  areas. 

Necrosis  of  hepatic  parenchyma  tends  to 
occur  in  different  patterns,  dependent  at 
least  in  part  on  the  injurious  agent  which 
causes  the  necrotic  process.  In  the  first  place, 
there  is  focal  necrosis,  observed  in  typhoid 
fever  and  certain  other  infectious  processes, 
wherein  rounded  masses  of  necrotic  liver 
cells  are  found  throughout  the  organ  with 
no  particular  relation  to  the  lobular  pattern. 
Secondly,  the  pathologist  recognizes  zona! 
necrosis  of  three  types :  (1)  central  necrosis, 
such  as  that  observed  in  chronic  passive 
congestion  of  severe  degree  and  long  stand- 
ing; (2)  midzonal  necrosis,  such  as  that  seen 
typically  in  yellow  fever ;  and  (3)  peripheral 
necrosis,  the  outstanding  example  of  which 
may  be  observed  in  eclampsia.  Thirdly,  dif- 
fuse necrosis  is  that  type  in  which  the  necro- 
tizing process  involves  hepatic  cells  through- 
out the  organ,  with  no  localization  into  focal 
areas  and  without  regard  to  intralobular 
zones.  Obviously,  the  continued  spread  of 
any  type  of  necrotic  process  would  result, 
eventually,  in  a  diffuse,  generalized  necrosis, 
although  the  initial  lesion  may  have  been 
characterized  by  zonal  necrosis  only. 

The  primary  pathologic  process  in  this 
patient's  liver  was  one  which  caused  diffuse, 
extensive  necrosis  of  hepatic  parenchymatous 
cells  and  resulted  in  a  lesion  which  is  morpho- 
logically indistinguishable  from  "acute  yel- 
low atrophy"  of  the  liver.  The  pathologic  pic- 
ture in  this  disease  varies,  probably  being 
dependent  on  the  toxicity  of  the  damaging 
agent  or  factor,  the  length  of  time  and  num- 
ber of  times  it  is  active,  and  the  ability  of 
the  uninjured  cells  to  proliferate  and  form 
new  hepatic  tissue. 

Causal  agents  have  been  demonstrated  in 
many  cases  of  "acute  yellow  atrophy" — for 
example,  chloroform,  para-toluylenediamine 
in  hair  dyes,  petroleum  products,  arsenical 
drugs,  and  phosphorus.  The  etiologic  relation 
of  some  of  these  agents  has  been  demon- 
strated experimentally.  In  addition,  it  is 
known  that  the  virus  which  causes  epidemic 
hepatitis  may  produce  an  extensive  necrosis 
of  the  liver  which  is  similar  to,  if  not  identi- 
cal with,  "acute  yellow  atrophy."  Lastly, 
hepatic  necrosis  of  extensive  degree  some- 
times results  from  an  unknown  substance 
present  in  certain  pregnant  women"'.  Usually 
such  patients  die  within  a  few  days  of  the 
onset  of  the  illness,  and  postmortem  exami- 


nation reveals  a  liver  which  is  not  reduced 
in  size,  but  may  be  enlarged  by  degenerated, 
swollen  liver  cells  which  contain  numerous 
small  globules  of  fat. 

The  pathologic  studies  do  not  support  the 
contention  that  the  illness  of  this  patient  was 
solely  an  acute  process.  To  be  sure,  her  term- 
inal illness  was  associated  with  an  extensive, 
relatively  acute  necrosis  of  hepatic  parenchy- 
ma. However,  there  is  histologic  evidence 
indicating  that  the  liver  had  been  damaged 
previously,  and  that  the  body  was  attempt- 
ing to  repair  the  injury  and  regenerate  he- 
patic tissue.  Thus  the  evidence  supports  and 
partially  confirms  the  thesis  set  forth  in  the 
clinical  discussion.  Unfortunately,  with  the 
evidence  at  hand,  it  is  not  possible  to  name 
the  specific  causal  agent.  Any  one  agent,  or 
a  combination  of  factors  mentioned  hereto- 
fore (heavy  metals,  inadequate  diet,  the  vi- 
ruses which  cause  epidemic  hepatitis  and 
homologous  serum  jaundice,  and  so  forth) 
could  have  initiated  or  contributed  to  the 
process,  which  received  its  final  stimulus, 
perhaps,  from  an  unknown  toxic  agent  such 
as  that  known  to  be  present  in  some  pregnant 
women. 

The  pathologic  lesions  in  the  kidneys  were 
not  unlike  those  described  in  the  "hepatorenal 
syndrome."  There  is  no  completely  satisfac- 
tory explanation  of  the  pathogenesis  of  this 
condition.  One  logical  theory'-'  postulates,  in 
part,  that  degeneration  and  necrosis  of  renal 
epithelium  may  result  from  the  action  of 
toxic  agents  which  are  derived  from  exten- 
sive necrosis  of  tissue,  such  as  the  liver. 

Final  Anatomic  Diagnoses 

Extensive  necrosis  of  hepatic  parenchymal 
tissue,  diffuse. 

Cirrhosis  of  the  liver,  slight,  characterized 
by  an  increase  of  fibrous  tissue  in  the  por- 
tal areas  and  peripheral  portions  of  the 
hepatic  lobules. 

Vacuolar  degeneration  and  necrosis  of  renal 
tubules. 

Multiple  hyaline  deposits  within  afferent 
arterioles  of  the  kidneys  and  within  glom- 
erular capillaries,  probably  fibrin. 

Degenerative  changes  in  the  glomeruli  with 
small  foci  of  necrosis. 

Ecchymoses  of  the  myocardium,  lungs,  gas- 
trointestinal tract,  urethra,  renal  pelves, 
and  diaphragm. 

Hemorrhage  in  the  renal  pelves  and  peripel- 
vic  adipose  tissue. 

Passive  congestion   of  the   spleen,   kidneys. 
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liver,  and  lungs,  with  hemorrhages  in  the 

pulmonary  alveoli. 
Acute  bronchitis  and  bronchiolitis. 
Bronchopneumonia,  slight. 
Hyperplasia  of  the  spleen. 
Decidual  tissue  in  the  uterine  cavity,  with 

hemorrhage. 
Hyperplasia  of  the  ductal  epithelium  of  the 

breasts,  gestational. 
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A  MESSAGE  FROM  THE  PRESIDENT 

Is  the  doctor  in  your  family  planning  to 
attend  the  annual  meeting  of  the  Southern 
Medical  Association?  If  not,  you'd  better 
start  talking  about  the  possibility,  because 
this  promises  to  be  a  wonderful  meeting.  We 
are  told  there  will  be  a  most  interesting  pro- 
gram for  the  men,  while  Mrs.  R.  C.  Haynes, 
president  of  the  Southern  Auxiliary,  prom- 
ises a  hearty  welcome  for  the  ladies. 

Our  own  Dr.  Hamilton  W.  McKay  is  presi- 
dent of  the  Association  this  year.  He  will  be 
glad  to  see  a  great  many  of  us  there,  and  we 
want  to  give  him  our  support. 

We  are  grateful  to  the  Southern  Auxiliary 
for  many  things,  particularly  for  its  interest 
in  research,  for  the  Jane  Todd  Crawford  Me- 
morial and,  most  of  all,  for  Doctor's  Day.  I 
wonder  if  we  do  not  forget  sometimes  that 
we  wouldn't  have  these  activities  if  we  were 
not  members  of  the  Southern  Auxiliary. 

Don't  let  another  day  pass  without  plan- 
ning to  be  in  St.  Louis  from  November  13  to 
16.  There  will  be  inspiration,  information, 
and  fun. 

Mrs.  Harry  L.  Johnson, 
Elkin 


Resolution  Passed  by  the  Guilford 
County  Medical  Society 

Whereas,  the  Guilford  County  Board  of  Health 
recently  passed  a  resolution  asking  that  the  Guil- 
ford County  Medical  Society  give  an  official  opin- 
ion as  to  the  functions  of  the  Guilford  County 
Health  Department  as  related  to  private  practice 
of  medicine  in  Guilford  County,  and  (2)  such  sug- 
gestions deemed  advisable  as  to  what  the  Guilford 
County  Health  Department  can  do  beyond  its  pres- 
ent program  for  the  health  and  welfare  ot  the 
citizens  of  Guilford  County;  therefore,  be  it  re- 
solved that  the  Guilford  County  Medical  Society, 
after  careful  consideration,  believes  the  following 
general  principles   applicable: 

That  the  chief  functions  of  the  Guilford  County 
Health  Department,  as  well  as  other  allied  agencies 
employing   tax  funds   are: 

Article  I.  The  control  of  diseases  and  environ- 
mental and  social  conditions  directly 
endangering  the  health  of  the  com- 
munity. This  necessitates  activities  in 
the  field  of  sanitation  control  of  in- 
sects vectors,  immunization  of  the 
indigent;  case  finding,  treatment  and 
hospitalization  of  patients  in  special 
conditions,  such  as  tuberculosis  and 
mental  diseases.  In  view  of  the  toll 
taken  by  accidents,  education  in  acci- 
dent prevention  could  well  be  consid- 
ered one  of  the  functions  of  the 
Health   Department. 

Article  II.  Education  of  the  public  in  the  fields 
of  disease  prevention  and  health  pro- 
tection. We  disapprove  of  the  multi- 
phasic screening  clinics  as  a  means 
of  educating  the  public,  as  it  would 
constitute: 

(1)  An  infringement  on  private  prac- 
tice 

(2)  A  wasteful  expenditure  of  public 
funds 

(3)  Give  information  that  may  be 
misleading — history  is  most  im- 
portant in  many  diseases. 

Article  III.  To  provide  a  medical  social  worker 
to  screen  clinic  patients. 

Resolved  that  the  medical  care  of  the  indigent  is 
a  responsibility  of  the  medical  profession.  Individ- 
ual physicians  in  Guilford  County  as  always,  expect 
to  render  their  services  to  the  indigent  gratis,  or 
with  only  token  payment. 

Resolved  that  the  non-indigent  should  not  receive 
medical  care,  preventive  or  therapeutic,  administered 
by  the  Guilford  County  Health  Department  and  at 
the  expenditure  of  public  tax  funds,  with  the  fol- 
lowing exceptions:  chronic  illness  such  as  tuber- 
culosis, chronic  mental  illness  and  certain  ortho- 
pedic conditions  requiring  long  periods  of  treat- 
ment in  institutions  provided  for  such  purpose. 

Resolved  that  we,  the  members  of  the  Guilford 
County  Medical  Society  solicit  the  cooperation  of 
the  Guilford  County  Health  Department  in  carrying- 
out  the  above  resolutions  to  the  end  that  the  public 
welfare  may  best  be  served.  To  this  end  the  Guil- 
ford County  Medical  Society  pledges  its  continued 
cooperation. 
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Raleigh  Academy  of  Medicine 

The  Raleigh  Academy  of  Medicine  will  hold  its 
annual  symposium  on  November  17.  The  following 
program  has  been  arranged: 

Treatment  of  Hypertension  (medical):  Dr.  R.  R. 
Porter,  Richmond,  Virginia. 

Treatment  of  Hypertension  (surgical):  Dr.  Reg- 
inald  Smithwick,   Boston,   Massachusetts. 

Surgery  of  the  Heart  and  Great  Vessels  of  the 
Chest:    Dr.    Claude    Beck,    Cleveland,   Ohio. 

Treatment  of  Coronary  Heart  Disease:  Dr.  A. 
Carlton   Ernstene,   Cleveland,   Ohio. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  C.  Nash  Herndon,  director  of  the  Outpatient 
Department  and  assistant  professor  of  medical  gen- 
etics, presented  a  paper  on  "Twin  Family  Study  of 
Susceptibility  to  Poliomyelitis"  at  the  meeting  of 
the  American  Society  of  Human  Genetics  held  in 
Columbus,  Ohio,  on  September  11.  He  was  also 
speaker  at  the  meeting  of  the  Burke  County  Med- 
ical Society  held  in  Morganton  on  September  25, 
using  as  his  subject  "Hereditary  Diseases  in  Gen- 
eral Practice." 

^         =i=  * 

Dr.  Wingate  M.  Johnson,  director  of  the  private 
diagnostic  clinic  and  editor  of  the  North  Carolina 
Medical  Journal,  served  as  visiting  chief  in  medi- 
cine at  the  Atlantic  City  (N.  J.)  Hospital  during 
the  week  of  September  11. 

Dr.  H.  H.  Bradshaw,  professor  of  surgery,  spoke 
en  the  subject  of  "The  Changing  Aspects  of  Sur- 
gical Therapy  of  Pulmonary  Abscess"  at  the  meet- 
ing of  the  Southern  Tuberculosis  Conference  in 
Roanoke,  Virginia,  on   September  21. 

*  *  * 

Written  examinations  for  the  American  Board  for 
Thoracic  Surgery  for  candidates  in  the  Southeastern 
area  of  the  United  States  were  held  at  Bowman 
Gray  School  of  Medicine  on   September   22. 

Dr.  Lloyd  J.  Thompson,  professor  of  neuropsy- 
chiatry, will  be  one  of  the  participants  in  the  Mid- 
Century  White  House  Conference  on  Children  and 
\  outh  which  President  Truman  has  called  in  Wash- 
ington, D.  C,  from  December  3  to  7. 

Dr.  Robert  B.  Lawson,  professor  of  pediatrics, 
addressed  the  South  Carolina  Pediatric  Society  in 
Columbia  on  September  27  on  the  subject  of  gastro- 
intestinal allergy  in  children.  He  conducted  a  sem- 
inar on  infectious  diseases  at  the  meeting  of  the 
American  Academy  of  Pediatrics  in  Chicago  on 
October  17. 

Dr.  David  Cayer,  associate  professor  of  internal 
medicine,  was  a  speaker  at  the  annual  meeting  of 
the  Ninth  District  Medical  Society  held  in  Salisbury. 
His  subject  was  "Diseases  of  the  Liver"  in  a  sym- 
posium on  gastroenterology. 
*     *     * 

Dr.  Roscoe  L.  Wall,  assistant  professor  of  sur- 
gery and  director  of  anesthesia,  presided  at  the 
Fall  meeting  of  the  North  Carolina  Society  of 
Anesthesiologists   in  Asheville  on   October   5. 

Dr.  Harold  W.  Tribble,  president  of  Wake  Forest 
College,  addressed  the  students,  faculty,  and  staff 
of  Bowman  Gray  School  at  the  opening  of  the 
Fall  quarter  in  the  school  amphitheatre  on 
October  3. 


North  Carolina  Surgical  Association 

The  North  Carolina  Surgical  Association  met  on 
September  15  at  Gray  Stone  Inn,  Roaring  Gap. 
Three  round  table  discussions  were  held:  "The 
Surgical  Management  of  Pancreatitis,"  with  Dr. 
Ned  Phifer  as  moderator;  "The  Management  of  the 
Bleeding  Peptic  Ulcer,"  with  Dr.  Simmons  Patter- 
son as  moderator;  and  "The  Surgical  Significance 
of  Malrotation  of  the  Intestines,"  with  Dr.  Clarence 
Gardner  as  moderator. 

Dr.  George  Wood  was  elected  president  for  the 
coming  year,  Dr.  Donald  Koonce  was  elected  vice 
president,  and  Dr.  Alexander  Webb,  Jr.,  was  elected 
secretary-treasurer. 


Piedmont  Proctologic  Society 

Dr.  C.  R.  Deeds  of  Hendersonville  was  elected 
president  of  the  Piedmont  Proctologic  Society  at 
its  annual  meeting  held  at  Hendersonville,  August 
26.  Dr.  J.  M.  Stockman  of  Knoxville,  Tennessee, 
was  elected  vice  president,  and  Dr.  C.  S.  Drum- 
mond  of  Winston-Salem  was  re-elected  secretary. 
The  next  meeting  of  the  society  will  be  held  on 
Saturday,  March  31,  1951,  at  Knoxville,  Tennessee. 


Ninth  District  Medical  Society 

The  Ninth  District  Medical  Society  held  its  an- 
nual meeting  in  Salisbury  on  September  21.  The 
scientific  program  consisted  of  a  symposium  on 
Gastro-enterology  in  which  the  following  men  took 
part: 

Keith  S.  Grimson,  M.D.,  professor  of  surgery, 
Duke  University  School  of  Medicine,  Durham. 

George  J.  Baylin,  M.D.,  assistant  professor  of 
radiology,  Duke  University  School  of  Medicine, 
Durham. 

David  Cayer,  M.D.,  associate  professor  of  internal 
medicine,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem. 

Kyle  Black,  M.D.,   Salisbury. 

Dr.  Roscoe  D.  McMillan  was  speaker  at  a  dinner 
given  at  the  Yadkin  Hotel  for  members  of  the 
society,  the  auxiliary,  and  guests. 


CARTERET    COUNTY    MEDICAL    SOCIETY 

The  Morehead  City  Hospital  was  host  to  the 
Carteret  County  Medical  Society  at  a  dinner  meet- 
ing on  August  14.  The  scientific  program  con- 
sisted of  a  moving  picture  on  "Urological  Disease," 
presented  by  Dr.  Theodore  Salter. 

W.  H.  Wooters  of  New  Bern,  executive  secretary 
of  the  Craven  County  Red  Cross  chapter,  discussed 
the  establishment  of  a  joint  blood  bank  by  the 
Carteret  and  Craven  County  Medical  Societies.  It 
was  pointed  out  that  such  a  program  is  imperative 
in  view  of  the  present  critical  world  situation,  par- 
ticularly in  this  area,  with  the  possibility  of  sub- 
marines operating  in  nearby  waters,  and  the  prox- 
imity of  Camp  Lejeune  and  Cherry  Point  Marine 
Air  "Base,  both  natural  points  of  enemy  bombing 
attack. 

The  local  society  appointed  Dr.  B.  F.  Royal  to 
confer  with  representatives  from  the  Craven  County 
Medical  Society  and  the  American  Red  Cross  with 
regard  to   establishing  the   bank. 


Forsyth  County  Medical  Society 

The  Forsyth  County  Medical  Society  held  its  reg- 
ular monthly  meeting  in  Winston-Salem  on  Sep- 
tember 14.  Dr.  T.  H.  Alphin  of  Richmond, 
Chief  Medical  Examiner  of  the  Commonwealth  of 
Virginia,  spoke  on  medico-legal  problems. 
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The  North  Carolina  State  Board  of 
Health 

In  1916  there  were  54  fatal  motor  vehicle  acci- 
dents and  1,312  fatal  accidents  of  all  other  types. 
In  1948,  the  latest  year  for  which  we  have  complete 
information,  there  were  949  tuberculosis  deaths, 
327  motor  vehicle  and  1,417  non-motor  vehicle  acci- 
dent deaths.  In  other  words,  tuberculosis  deaths 
declined  from  142.3  for  every  100,000  people  living 
in  the  state  in  1916  to  25.0  in  1948,  while  motor 
vehicle  accidents  rose  from  2.1  deaths  per  100,000 
persons  to  21.8,  or  slightly  over  ten  times  as  many 
now  as  then.  Non-motor  vehicle  accidents  have  in- 
creased at  a  slower  rate  than  the  population,  so 
that  the  1916  rate  of  52.2  deaths  per  100,000  persons 
is  higher  than  the  1948  rate  of  37.3. 


News  Notes 


Dr.  C.  F.  Strosnider  of  Goldsboro  was  appointed 
by  the  board  of  trustees  of  the  American  Medical 
Association  to  represent  the  organization  at  the 
inauguration  of  Gordon  Gray  as  president  of  the 
University  of  North   Carolina,   October   8-10. 

The  Wilson  Clinic  and  the  Woodard  Herring  Hos- 
pital, Wilson,  have  announced  the  association  of 
Dr.  Robert  C.  Pope  in  the  treatment  of  diseases  of 
infants  and  children. 

The  Davis  Hospital,  Statesville,  has  announced 
the  association  of  Dr.  F.  W.  Gross  for  the  practice 
of  otolaryngology,  and  Dr.  Charles  R.  Blake  for 
the   practice   of   ophthalmology. 

Dr.  Roy  A.  Hare  has  announced  the  opening  of 
his  office  for  the  practice  of  internal  medicine  in 
Durham. 

*     *     * 

Dr.  Richard  C.  Proctor  has  announced  the  open- 
ing of  his  office  for  the  practice  of  clinical  psychi- 
atry at  Graylyn  Hospital,  Winston-Salem. 

Dr.  Roscoe  L.  Wall,  Jr.,  has  opened  offices  in 
Winston-Salem  for  the  practice  of  obstetrics  and 
gynecology. 


Corrections  for  the  Directory 

The  following  corrections  have  been  received  for 
the  directory  of  members  of  the  Medical  Society, 
published  in  the  supplement  to  the  August  issue 
of  the  Journal. 

Dr.  Richard  Myers,  Winston-Salem  —  Specialty 
should  be  surgery  rather  than  internal  medicine. 

Dr.  Newsom  P.  Battle,  Rocky  Mount  —  Name 
should  be  followed  by  an  asterisk  indicating  his 
registration  and  attendance  at  the  annual  meeting 
cf  the  State  Medical  Society,  May,  1950. 


Southeastern  States  Cancer  Seminar 

The  annual  meeting  of  the  Southeastern  States 
Cancer  Seminar  will  be  held  in  Jacksonville,  Flor- 
ida, November  8,  9,  and  10,  1950,  at  the  George 
Washington  Hotel  auditorium.  A  well  rounded  pro- 
gram which  will  be  of  interest  to  every  branch  of 
medicine  has  been  planned. 

The  seminar  is  being  sponsored  by  the  Duval 
County  Medical  Society,  the  Florida  State  Board  of 
Health,  and  the  American  Cancer  Society,  Florida 
Division.  There  will  be  no  registration  fee.  Request 
for  hotel  reservations  may  be  made  to  the  Ameri- 
can Cancer  Society  Information  Center,  429  West 
Duval  Street,  Jacksonville,  Florida. 


Medical  College  of  Virginia 

The  Medical  College  of  Virginia  has  announced 
that  it  will  offer  a  course  in  electrocardiography, 
from  October  23  through  27,  and  a  course  in  cardi- 
ology, from  October  30  through  November  3.  De- 
tailed programs  may  be  obtained  from  Dr.  Kinloch 
Nelson  of  the  Department  of  Continuation  Educa- 
tion, Medical  College  of  Virginia,  Richmond. 


American  Medical  Association 

The  Fourth  Clinical  Session  of  the  American 
Medical  Association,  designed  primarily  for  the 
general  practitioner,  will  be  held  in  Cleveland,  De- 
cember 5-8. 

The  scientific  sessions  and  the  scientific  and  tech- 
nical exhibits  will  be  presented  in  the  Cleveland 
Municipal  Auditorium.  Meetings  of  the  House  of 
Delegates  will  be  held  in  the  Statler  Hotel.  These 
sessions  of  the  body  elected  to  govern  the  affairs 
of  the  A.M. A.  are  attracting  more  and  more  non- 
delegate  physicians  each  year. 

Outstanding  clinical  teachers  with  recognized 
ability  as  speakers  will  headline  the  scientific  dem- 
onstrations. Actual  cases  will  be  presented  and  dis- 
cussed. Diagnoses,  treatment,  and  prevention  meas- 
ures as  they  fit  into  daily  practice  will  receive  the 
greatest  attention. 

Each  clinical  session  will  be  limited  to  an  at- 
tendance of  100  physicians.  These  small  groups  will 
make  it  possible  for  the  general  practitioner  to 
enter  actively  into  the  discussion  and  to  inquire 
about  his  own  cases.  Leading  men  in  each  of  the 
fields  under  discussion  will  be  available  to  help 
with  the  problems  presented. 

Outstanding  features  of  the  scientific  exhibits 
will  be  special  demonstrations  on  fractures,  dia- 
betes, rheumatism  and  arthritis.  Exhibits  will  be 
presented  on  cancer,  pediatrics,  chest  diseases,  sur- 
gical procedure,  and  other  subjects  correlated  with 
ihe  clinical  presentations. 

Once  again  color  television  will  take  its  place  on 
the  program.  A  schedule  of  surgery,  clinical  treat- 
ment and  examination  will  be  telecast  from  the 
Western  Reserve  School  of  Medicine  to  the  audi- 
torium. It  will  be  sponsored  by  Smith,  Kline  & 
French  Laboratories. 

The  annual  General  Practitioner  Award  has  come 
to  be  regarded  as  one  of  medicine's  highest  honors 
and  a  definite  step  toward  increasing  the  recogni- 
tion of  the  family  doctor.  This  year's  selection  will 
be   made   at  the   Cleveland  meeting. 


Radiological  Society  of  North  America 

Dr.  Warren  W.  Furey,  president  of  the  Radiolog- 
ical Society  of  North  America,  has  announced  that 
the  36th  Annual  Meeting  of  the  Society  will  be  held 
in  Chicago,  December  10  through  15.  Headquarters 
for  the  meeting  will  be  the  Palmer  House,  in  which 
all  scientific  and  technical   sessions  will  be  held. 

Dr.  Wendel  G.  Scott  of  St.  Louis,  Missouri,  will 
present  the  annual  Carmen  Lecture.  All  members 
cf  the  medical  profession  are  welcome  and  invited. 


Nothing  is  more  completely  proved  than  the  fact 
that  approximately  one  half  of  all  cases  of  signifi- 
cant tuberculosis  have  no  symptoms,  or  symptoms 
so  slight  as  to  escape  notice. — A.  C.  Christie,  M.D., 
Pub.  Health  Rep.,  June  2,  1950. 
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JOHN  ALSON   LINEBERRY 

Dr.  John  Alson  Lineberry  was  born  in  Raleigh, 
North  Carolina,  April  5,  1911,  and  died  at  Tarboro, 
North  Carolina,  June  30,  1950.  He  was  the  son  of 
Dr.  George  Lineberry  and  the  late  Ruth  Fisher 
Lineberry  of  Raleigh,  North  Carolina.  He  attended 
i  he  public  schools  of  Raleigh,  and  received  his  col- 
legiate education  at  Wake  Forest  College.  From 
Wake  Forest  College  he  received  three  degrees: 
A.B.,  M.A.,  and  B.S.  in  Medicine.  He  transferred 
from  Wake  Forest  Medical  School  to  the  Medical 
School  of  the  University  of  Pennsylvania.  There  he 
received  the  last  two  years  of  his  medical  schooling 
and  was  graduated  with  the  degree  of  M.D.  in 
1938.  He  took  his  examination  before  the  State 
Board  of  Medical  Examiners  of  North  Carolina  in 
1938  and  was  granted  license  to  practice  medicine 
m  this  state,  fie  then  took  an  internship  of  one 
year  at  Gallagher  Hospital,  Washington,  D.  C. 
After  completing  his  internship  in  1939,  he  began 
the  private  practice  of  medicine  at  Four  Oaks, 
North  Carolina,  and  remained  there  one  year. 

He  then  entered  the  field  of  Public  Health  Service 
and  served  as  Public  Health  Officer  in  the  counties 
of  Hyde,  Duplin,  and  Harnett,  consecutively.  In 
1945  he  left  the  Public  Health  Service  and  again 
entered  private  practice  at  Mayodan.  He  continued 
there  for  three  years  before  returning  to  the  Public 
Health  Service.  He  came  to  Tarboro  in  1948  as 
Public  Health  Officer  for  Edgecombe  County,  and 
at  about  this  time  he  became  a  member  of  the 
Edgecombe-Nash  Medical  Society.  He  was  a  mem- 
ber in  good  standing  of  this  society  at  the  time  of 
his  death. 

Dr.  Lineberry  had  to  lose  a  year  from  school  while 
attending  Wake  Forest  College,  because  of  an  at- 
tack of  acute  rheumatism.  He  continued  to  suffer 
from  rheumatism  as  long  as  he  lived.  In  his  latter 
years  he  also  suffered  with  peptic  ulcer.  During  the 
time  I  knew  him  it  was  apparent  that  he  was  not 
a  well  man  and  that  he  was  laboring  under  consider- 
able handicaps.  Both  of  these  diseases  probably  con- 
tributed  to   his   untimely   and   tragic    death. 

He  was  married  in  1940  to  Miss  Jane  Elizabeth 
Lassiter  of  Four  Oaks,  North  Carolina,  who  sur- 
vives. To  their  union  were  born  two  daughters, 
Jacqueline,  now  nine,  Martha  Jane,  seven,  and  one 
son,  John  Alson,  Jr.,  six,  all  surviving.  Besides  his 
wife  and  children,  he  is  survived  by  his  father,  one 
brother,  Paul,  and  four  sisters:  Misses  Ruth  and 
Faye  Lineberry,  Mrs.  C.  J.  Armstrong,  and  Dr. 
Margaret  Lineberry  Owen. 

He  was  a  good  citizen  of  our  community.  He 
took  an  active  interest  in  any  movement  for  civic 
or  social  betterment.  He  taught  a  class  of  men  in 
Sunday  School  and  was  a  deacon  in  the  First  Bap- 
tist Church  of  Tarboro.  He  carried  on  a  splendid 
Public  Health  program  in  Edgecombe   County. 

Therefore  be  it  resolved:  (1)  That  we  are  grate- 
ful for  the  remembrance  of  his  service  to  this  soci- 
tty  and  to  the  community  at  large;  (2)  That  we 
extend  to  his  family  our  sincere  sympathy;  (3) 
That  a  page  in  the  record  book  of  this  society  be 
dedicated  to  his  memory;  (4)  That  a  copy  of  this 
resolution  be  sent  to  his  family. 

W.    W.    GREEN,    M.D. 
J.   G.   RABY,   M.D. 

ARTHUR   WOOD   DEANS,   M.D. 

Dr.  Arthur  Wood  Deans  died  July  1,  1950,  at  the 
age  of  62  years.  He  was  graduated  from  Wake  For- 
est College,  and  in  1915  received  his  medical  degree 
from  the  Medical  College  of  Virginia.  Following  his 
internship  at  Park  View  Hospital,  he  served  in  the 


Army  Medical  Corps  during  World  War  I  as  a  lieu- 
tenant. Since  his  discharge  from  the  Army  he  has 
practiced  medicine  and  farmed  in  and  around  Battle- 
boro  for  thirty  years.  As  a  true  physician  he  gave 
freely  of  himself  to  his  patients  and  their  families. 
A  farmer-doctor,  he  understood  the  problems  of  his 
country  patients.  As  their  physician  he  attended 
medical  gatherings  and  kept  abreast  of  the  times 
and  as  their  friend  he  was  always  battling  for  them. 
His  community  has  suffered  a  loss  that  will  be  nigh 
impossible  to  replace. 
Now  therefore: 

Since  it  has  pleased  Almighty  God  in  His  infinite 
wisdom  to  take  from  our  midst  our  fellow  worker 
and  member,  Arthur  Wood  Deans,  be  it  hereby  re- 
solved  that  the  Edgecombe-Nash  Medical  Society 
deplores  his  untimely  passing  and  expresses  its 
l  egrets  to  his  widow  and  family.  Be  it  further  re- 
solved that  a  copy  of  the  resolutions  be  spread 
upon  the  minutes  and  a  copy  sent  to  the  widow  of 
the  deceased. 

Respectfully    submitted, 
E.   S.  BOICE,  M.D. 
C.  T.   SMITH,   M.D. 
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Monograph  on  Acute  Head  Injury.  By  Jo- 
seph P.  Evans,  M.D.  116  pages.  Price,  $2.25. 
Springfield,  Illinois:  Charles  C.  Thomas 
Company,   1950.   American    Lecture    Series. 

This  monograph  is  a  scholarly  presentation  of  the 
problem,  weighted  slightly  by  detailed  consideration 
of  the  problem  of  brain  edema.  This  aspect  of  head 
trauma  has  been  of  special  interest  to  the  author 
for  a  number  of  years,  and  he,  in  conjunction  with 
Dr.  Scheinker,  has  made  notable  contributions  to 
the  solution  of  the  problem.  The  material  is  pre- 
sented in  an  orderly  manner,  easy  to  follow,  and 
with  due  effort  to  express  an  unbiased  opinion  on 
controversial  portions  of  the  subject. 

This  book  will  be  of  particular  value  to  medical 
students  interested  in  the  physiology  of  cerebral 
trauma.  Neurosurgeons  and  neurologists  will  find 
it  a  useful  reference  to  the  complex  subject,  and 
an  excellent  summary  of  the  valuable  works  of  the 
author  over  the  last  several  years. 

General  surgeons  and  internists  interested  in  the 
treatment  of  head  injuries  occurring  in  the  neigh- 
borhood of  small  communities,  will  be  disappointed 
in  the  relatively  small  proportion  of  the  volume 
devoted  to  the  details  of  caring  for  patients  with 
acute  head  injuries. 


Ocular    Signs    and    Slit-Lamp    Microscopy. 

By  James  Hamilton  Doggart,  M.D.  112 
pages.  Price,  $6.75.  St.  Louis:  C.  V.  Mosby 
Company,   1949. 

Doggart's  brief  text  on  biomicroscopy  is  likely 
to  find  a  very  limited  usefulness.  While  it  certainly 
will  serve  as  an  excellent  outline  of  this  rather  large 
branch  of  the  ophthalmic  practice  and  may  also  be 
useful  as  an  introduction  to  split-lamp  microscopy 
for  the  intern  in  ophthalmology,  it  seems  unlikely 
(hat  it  will  find  much  other  use.  A  text  on  so  highly 
specialized  a  diagnostic  technique  is  unlikely  to  be 
considered  useful  by  other  than  an  ophthalmologist, 
and  this  very  brief  text  is  entirely  too  incomplete 
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DIGITALIS 

and  the   philosophy  of 

maturity  •  .  .  n 

The  recognition  of  the  need  to  preserve  those  values 
which  continue  to  prove  their  usefulness  over  gener- 
ations  is    a    prominent   indication   of   maturity    in 
therapeutics,  as  in  individuals. 

DIGITALIS   WHOLE    LEAF  —  THE   TIME-PROVED 
CARDIAC    REGULATOR  —  has  been  of  unmistak- 
able value  since  its  first  reported  use  by  Withering 
over  150  years  ago. 

Since  its  founding,  Charles  C.  Haskell  and  Company 
has  supplied  the  medical  profession  with  a  biolog- 
ically standardized,  clinically  tested   preparation 
meeting  the  exacting  requirements  of  physicians 
confronted  with  cardiac  emergencies. 


CHARLES       C.       HASKELL        &       CO., 

RICHMOND,      VI  R  G  I  N  I  A 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy."1 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 

Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant"  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy". 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect."2 

Average  dose  for  initiating  treatment:  2  to  4  tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1  tablet  daily. 
Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W .:  An  account  of  the  Foxglove.  London,  1785. 

2.  Rimmerman,    A.    B.:    Digilanid    and    the    Thetapy    of    Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41   (Jan.)    1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Sandoz 
^Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68   CHARLTON  STREET.  NEW  YORK   14,  NEW  YORK 
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to  be  of  any  great  value  as  a  reference  book  for 
the  ophthalmologist  or  even  as  a  brief  review  of 
much  value  to  any  other  than  the  beginner  in  the 
subject. 

Physicians  in  other  lines  of  medicine  who  wish 
a  degree  of  familiarity  with  the  slit-lamp  technique 
and  its  findings  will  find  the  book  admirably  suited 
for  their  purposes,  since  it  is  unusually  concise  in  its 
coverage.  The  illustrations  are  numerous  for  so 
small  a  text  and  are  at  least  moderately  good,  and 
the  text  itself  is  written  simply  and  in  an  extremely 
concise  and  economical  style. 

The  need  for  such  a  text  is  somewhat  dubious 
when  there  are  now  so  much  more  complete  books 
covering  the  subject;  but  if  Dr.  Doggart's  aim  was 
simply  to  offer  a  brief  introduction  and  outline  to 
slit-lamp  microscopy,  his  text  can  be  regarded  as 
adequately  achieving  his  aim. 


to  Osier's  admirers;  but  many  of  them  have  not 
appeared  elsewhere  in  print,  and  will  be  relished 
by  all  Osier  addicts.  The  book  provides  a  charming 
introduction  to  those  who  do  not  know  the  great 
Canadian,  and  it  should  fulfill  the  author's  expressed 
desire  "to  introduce  him  to  a  new  generation  of 
medical  students." 


From   The   Hills:    An   Autobiography   of   a 
Pediatrician.   By  John   Zahorsky,   M.D.   388 
pages.   Price,   $4.00.    St.   Louis:    The    C.   V. 
Mosby  Company,  1949. 
This  readable  book  is  an   autobiography  consist- 
ing of  written  "scenes"  from  the  life  of  John  Zahor- 
sky. It  is  written  in  an  interesting  style  which  re- 
veals  the   author's   versatility   as   a   writer.    He   in- 
cludes  in   the   book   some   of   his   own   poetry,   and 
several  chapters  are  written  as  essays.  The  author 
has  purposely  omitted  his  medical  experiences,  using 
only  material  which  is  of  general  interest. 

Laymen   as   well   as   physicians    will   find    this    a 
delightful  book. 


Sir    William    Osier:    Aphorisms    from    His 
Bedside  Teachings   and   Writings.   Collected 

bv  Robert   Bennett   Bean,   M.D.;    edited   by 

William    Bennett    Bean,    M.D.    159    pages. 

Price,   $2.50.   New  York:    Henry    Schuman, 

Inc.,  1950. 
The  basis  of  this  little  volume  is  a  collection  of 
notes  jotted  down  on  rounds  made  with  Osier  by  the 
late  Dr.  Robert  Bennett  Bean  during  his  student 
and  graduate  days,  1903-5.  The  notes  were  found 
after  Dr.  Robert  Bean's  death  "on  odd  bits  of  paper, 
envelopes,  hospital  history  sheets,  etc."  and  were 
edited  by  his  son,  Dr.  William  Bennett  Bean,  pro- 
fessor of  medicine  at  the  University  of  Iowa. 

Some    of    the    aphorisms    included    are    familiar 


Sa\v-Ge-Mah    (Medicine   Man).    Bv   Lois   J. 
Gariepy,  M.D.  326  pages.  Price,  $S\00.  Saint 
Paul,  Minnesota:   Northland  Press.  1950. 
Saw-Ge-Mah   is   the   story  of   a  young   man   who 
wanted  to  become  a  doctor.  This  novel  tells  of  his 
struggles  to  obtain  a  medical  education  and  of  his 
efforts  to  practice  medicine  successfully.  TJie  auth- 
or's own  experiences  in  the  practice  of  medicine  has 
enabled    him    to    make    his    characters    seem    very 
real  to  the  reader. 

Laymen  and  physicians  will  enjoy  this  book,  which 
also  is  recommended  to  libraries  with  a  paramedical 
collection. 
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American  College  of  Surgeons 

One  hundred  and  seventy  reports  on  research 
aimed  to  advance  surgery,  conducted  at  medical 
schools  and  affiliated  hospitals  throughout  the 
United  States  and  Canada,  will  be  presented  at 
thirteen  sessions  of  a  forum  on  "Fundamental  Sur- 
gical Problems"  during  the  thirty-sixth  Clinical 
Congress  of  the  American  College  of  Surgeons,  in 
Boston,  October  23  to  27,  according  to  an  announce- 
ment by  Dr.  Arthur  W.  Allen  of  Boston,  Chairman 
of  the  Board  of  Regents.  Included  among  the  med- 
ical schools  are  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College,  Winston-Salem,  and  Duke 
University  School  of  Medicine,  Durham. 

Features  of  the  Clinical  Congress  will  be  color 
televising  of  surgical  procedures  from  Massachu- 
setts General  Hospital;  operative  clinics  each  day 
at  25  hospitals  in  the  metropolitan  area;  postgrad- 
uate courses  each  morning  at  Boston  City,  Peter 
Bent  Brigham,  Children's,  Massachusetts  General, 
and  Massachusetts  Memorial  Hospitals;  symposia  on 
cancel-,  trauma,  sports  injuries,  and  graduate  train- 
ing in  surgery;  panel  discussions  on  general  sur- 
gery and  the  surgical  specialties;  evening  scientific 
sessions;  official  meetings;  medical  motion  picture 
showings;  a  clinicopathologic  conference;  and  ex- 
tensive scientific  and  technical  exhibits.  The  tele- 
vision, exhibits,  films,  and  some  of  the  meetings  will 
be  in  the  Mechanics  Building;  other  sessions  will  be 
held  at  the  Hotel  Statler,  Copley  Plaza  Hotel,  New 
England  Mutual  Building,  and  Symphony  Hall. 
Headquarters  will  be  at  the   Statler. 


The  American  Dermatological 
Association 

The  American  Dermatological  Association  is 
offering  a  prize  of  three  hundred  dollars  for  the 
best  original  essay,  not  previously  published,  rela- 
tive to  some  fundamental  aspect  of  dermatology  or 
syphilology.  The  purpose  of  this  contest  is  to  stim- 
ulate younger  investigators  to  original  work  in 
these  fields. 

Manuscripts  typed  in  English,  together  with 
illustrations,  charts,  and  tables,  are  to  be  submitted 
in  triplicate  not  later  than  Februarv  1,  1951,  and 
should  be  sent  to  Dr.  Louis  A.  Brunsting,  Secretary, 
American  Dermatological  Association,  102-110  Sec- 
ond Avenue,  Southwest,  Rochester,  Minnesota. 

Competition  in  this  prize  contest  is  open  to  scien- 
tists generally,  not  necessarily  physicians. 

The  award  will  be  made  by  a  committee  of  judges 
selected  to  pass  on  the  essays  by  the  Research  Aid 
Committee  of  the  American  Dermatological  Asso- 
ciation. This  contest  is  planned  as  an  annual  one, 
but  if  in  any  year,  at  the  discretion  of  the  Research 
Aid  Committee  and  judges,  no  paper  worthy  of  a 
prize   is   offered,  the   award   may   be   omitted. 

The  prize  winning  candidate  may  be  invited  to 
present  his  paper  before  the  annual  meeting  of  the 
American  Dermatological  Association,  with  expenses 
paid,  in  addition  to  the  prize.  Further  information 
regarding  this  essay  contest  may  be  obtained  by 
writing  to  the  secretary  of  the  American  Derma- 
tological Association. 

*  :;:  * 

The  next  annual  meeting  of  the  American  Der- 
matological Association  will  be  the  Diamond  Jubi- 
lee Observance  of  its  founding,  and  will  be  held 
May  23-26,  1951,  at  the  Homestead,  Hot  Springs, 
Virginia. 


PHYSICIANS  of  the  South  have  an 
urgent  call  to  St.  Louis  for  the  annual 
meeting  of  the  Southern  Medical  Associa- 
tion, Monday,  Tuesday,  Wednesday""and 
Thursday,  November  13-16.  Medical  meet- 
ings are  essential  in  times  of  war  as  well  as 
in  times  of  peace.  In  the  light  of  the  world 
situation  today  this  meeting  of  the  Southern 
Medical  Association  may  be  the  last  com- 
plete general  medical  meeting  to  be  held  for 
some  time  to  come.  With  this  thought  in 
mind,  it  is  very  important  that  all  physicians 
take  advantage  of  this  opportunity  to  bring 
themselves  up  to  date  on  the  latest  develop- 
ments in  the  profession. 

TPHE  ST.  LOUIS  meeting  will  be  one  of 
the  most  complete  medical  meetings  ever 
offered  to  the  profession.  Every  phase  of 
medicine  and  surgery  will  be  covered  in  the 
general  clinical  sessions,  the  twenty-one  sec- 
tions, the  five  conjoint  meetings  and  the 
scientific  and  technical  exhibits. 

D  EGARDLESS  of  what  any  physician 
may  be  interested  in,  regardless  of  how 
general  or  how  limited  his  interest,  there 
will  be  at  St.  Louis  a  program  to  challenge 
that  interest  and  make  it  worthwhile  for 
him  to  attend. 

AJ\  EMBERS  of  state  and  county  medical 
societies  may  attend.  Eligible  physi- 
cians, members  of  state  and  county  medical 
societies  in  the  South  can  be  and  should  be 
members  of  the  Southern  Medical  Associa- 
tion. The  annual  dues  of  #8.00  include  the 
Southern  Medical  Journal,  a  journal  val- 
uable to  physicians  of  the  South,  one  that 
each  should  have  on  his  reading  table. 

SOUTHERN   MEDICAL   ASSOCIATION 

Empire  Building 
BIRMINGHAM  3,   ALABAMA 
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Department  of  Defense 

Navy   to   Call    Reserve    Medical    Officers 
Under  Secretary   of  Defense  Directive 

Secretary  of  Defense  George  C.  Marshall  re- 
cently directed  the  Department  of  the  Navy  to 
order  immediately  to  active  duty  enough  V-12 
trained  Navy  Reserve  medical  officers  without  prior 
service  to  meet  requirements  for  all  three  military 
departments.  The  Navy  also  was  instructed  to  im- 
mediately assign  these  medical  officers  to  duty 
with  the  Army  and  Air  Force  to  meet  their  needs, 
on  the  basis  of  allocations  approved  by  the  Director 
of  Medical  Services,  Department  of  Defense. 

The  Department  of  the  Army  has  requested  the 
Department  of  the  Navy  to  assign  immediately 
570  Navy  medical  reservists  to  duty  with  the 
Army. 

:J:  *  >;: 

Air  Force  to  Commission  Medical  Professional 
Women 

Women  physicians,  dentists,  veterinarians,  as  well 
as  technical  specialists  fcr  duty  in  the  Medical 
Service  Corps  may  now  receive  reserve  commissions 
in  the  Air  Force,  and  may  apply  for  extended  active 
duty  at  Air  Force  installations. 

Women  so  commissioned  will  receive  the  same 
pay  and  allowances  as  male  officers.  The  grade  in 
which  they  will  be  appointed  will  also  be  based  on 
ihe  same  considerations  of  age  and  professional 
qualifications  as  male  officers.  The  grades  will 
range  from  first  lieutenant  to  colonel. 

Further  information  and  application  blanks  may 
be  obtained  upon  written  request  from  the  Surgeon 
General,  Headquarters,  U.  S.  Air  Force,  Washing- 
ton   25,    D.    C. 

Expansion   of    Military    Hospitals    Announced 

The  Department  of  Defense  has  approved  the 
Department  of  the  Army  plan  for  further  expan- 
sion of  the  Army  hospitals  at  the  following  mili- 
tary  stations: 

Camp  Atterbury,  Indiana 

Camp    Carson,    Colorado 

Fort    Bragg,    North    Carolina 

Fort   Benning,   Georgia 

Fort   Campbell,   Kentucky 
It    has    also    approved    the    activation    of    Valley 
Forge   Army    Hospital,    Phoenixville,    Pennsylvania, 
effective   October   1,   1950. 

The  expanding  military  forces  and  the  increased 
number  of  military  patients  being  flown  home  from 
Japan  require  constant  readjustment  of  the  mili- 
tary hospital  plans  and  the  military  hospital  bed 
capacities. 

In  accordance  with  Department  of  Defense  pol- 
icy, the  Departments  of  the  Army,  the  Navy,  and 
the  Air  Force  will  continue  jointly  to  utilize  to  the 
maximum  extent  the  hospital  facilities  of  the  three 
departments,  so  that  patients  of  one  service  may  be 
hospitalized  in  the  hospitals  of  another  service. 


Hospital  Facilities 

The  following  is  a  statement  by  Dr.  Richard  L. 
Meiling,  Director  of  Medical  Services,  Office  of  the 
Secretary  of  Defense: 

"In  response  to  inquiries  from  the  press,  the 
following  information  regarding  the  adequacy  of 
hospital  facilities  in  the  Armed  Forces,  particularly 
for  the  casualties  returning  from  Korea,  is  furn- 
ished. 

"On  July  1,  1950,  the  Armed  Forces  had  37,300 
operating  beds  (staffed  and  equipped  for  use)  in 
continental    United    States.    This    was    increased    to 


38,067  on  August  1;  to  43,639  on  September  1;  and 
to  49,408  as  of  October  1,  1950. 

"In  short,  as  of  October  1  the  operating  beds  in 
military  hospitals  in  this  country  will  have  been 
increased   12,416   since  July  1,   1950. 

"To  meet  the  needs  of  the  Korean  action  and 
the  military  expansion  program,  2,545  beds  for- 
merly allocated  in  military  hospitals  for  use  by 
Veterans  Administration  beneficiaries  were  or  will 
be  returned  to  military  use  in  August,  September 
and  October,  1950.  Combined  with  the  above  in- 
crease of  12,416  beds,  the  Armed  Forces  now  have 
provided  an  additional  14,961  operating  beds  over 
July  1  to  care  for  Korean  casualties  and  other  mil- 
itary personnel. 

"The  total  mobilization  capacity  of  military  hos- 
pitals now  activated  in  this  country  is  over  112,000. 
The  mobilization  beds  include  the  49,408  now  staff- 
ed, plus  62,592  which  can  be  staffed  and  placed  in 
use  as  the  need  arises  and  personnel  to  staff  them 
becomes   available." 


Department  of  the  Army 

Army  Medics  Test  New  Burn  Dressing   in  Korea 

Two  new  oversized  dressings  for  burns  or  wounds 
will  soon  join  other  medical  advances  which  help 
to  provide  the  best  medical  treatment  obtainable 
to  G.  I.'s  fighting  in  Korea,  according  to  Major 
General   R.   W.   Bliss,   Army   Surgeon   General. 

One  of  the  projects  of  the  Army  Medical  Service's 
Research  and  Development  Board,  the  new  dress- 
ings consist  of  an  inside  or  wound  layer  of  highly 
absorbent  fine  mesh  gauze,  which  may  be  treated 
to  reduce  irritation  to  wounds;  and  an  outside,  non- 
absorbent  layer  that  prevents  bacteria  from  enter- 
ing the  wound  or  burn.  These  qualities  will  permit 
the  dressings  to  be  worn  for  as  long  as  14  days, 
whereas  present  type  burn  dressings  must  be  chang- 
ed every  day  or  two,  depending  upon  the  degree  of 
the  burn. 

Smallest  of  the  dressings,  19  by  34  inches,  are 
about  five  times  larger  than  the  largest  size  now 
in  use.  The  larger  one,  for  more  extensive  burns  or 
wounds,  is  34  by  45  inches.  These  dressings  were 
developed  for  use  during  the  first  aid  phase  of 
treatment  to  give  the  casualty  every  benefit  of 
Army  medical  research  possible,  and  to  improve 
his  chances  of  reaching  a  hospital  for  definitive 
treatment. 

These  dressings  will  offer  much  greater  protec- 
tion to  a  large  burned  area,  such  as  a  tanker  might 
sustain  when  his  tank  is  hit,  or  a  soldier  might 
receive  from  the  burst  of  a  high  explosive  bomb. 
In  the  case  of  severely  burned  extremities,  a  dress- 
ing can   be  wrapped  around  the   affected  part. 

Wounds  resulting  from  blast,  where  small  par- 
ticles of  loose  debris  have  entered  the  skin  over  a 
considerable  area,  may  also  be  treated  with  the 
dressings.  In  the  event  of  an  atomic  bomb  burst, 
both  dressings  would  be  invaluable. 

The  smaller  dressings  also  may  be  used  as  an 
arm  splint  when  tightly  applied.  The  dressings  are 
packed  in  a  plastic  bag  that  is  resistant  to  water, 
moisture,  and  heat. 


Veterans  Administration 

Veterans  Administration  recently  instructed  re- 
gional offices  to  stop  admissions  of  veterans  to 
Naval  Hospitals  except  in  emergencies.  The  order 
is  effective  immediately.  The  action  was  taken,  it 
was  explained,  at  the  request  of  the  Department 
of  Defense,  which  is  faced  with  a  need  for  more 
hospital  beds  due  to  the  Korean  situation,  and  has 
reduced  V-A  beds  in  Naval  hospitals  from  2,000  to 
470  beds. 
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TRENDS  IN  NEUROLOGIC  TEACHING* 

E.  Charles  Kunkle,  M.D. 

Durham 

The  place  of  neurology  in  the  medical 
curriculum  has  been  an  unsettled  one.  There 
has  been  no  uniformity  of  opinion  regarding 
the  technique  of  its  teaching,  or  the  goals  to 
be  reached.  It  is  the  purpose  of  this  discus- 
sion to  describe  some  of  the  current  problems 
in  this  field  and  the  ways  in  which  these 
can  in  part  be  solved.  The  integration  of  neu- 
rology with  its  allied  clinical  specialties,  psy- 
chiatry and  neurosurgery,  is  under  review 
by  other  speakers  in  today's  panel  and  need 
not  here  be  considered  in  detail. 

The  Issues 
Those  engaged  in  the  teaching  of  neurology 
recognize  the  basic  problem :  Although  12  to 
14  per  cent  of  the  patients  admitted  to  repre- 
sentative general  hospitals  have  structural 
defects  in  the  nervous  system,  most  physi- 
cians approach  such  patients  with  anything 
but  confidence.  In  the  opinion  of  many  com- 
petent critics,  the  medical  profession  is 
underinstructed  and  undermanned  in  this 
general  field.  Of  particular  interest  to  this 
audience  is  the  1949  survey  by  the  American 
Neurological  Association,  which  revealed 
that  the  ratio  of  teachers  of  neurology  to 
licensed  physicians  is  lowest  in  the  south- 
eastern section  of  the  United  States.  In  the 
numerically  best-supplied  area,  this  ratio  is 
almost  three  times  as  great'1'. 


Presented  to  the  Section  on  Neurology  and  Psychiatry,  Med- 
ical Society  of  the  State  of  Xorth  Carolina,  Pinehurst,  May  2, 
1950. 

*  From  the  Department  of  Medicine  (Neurology).  Duke  Uni- 
versity Medical  School.  Durham,  North  Carolina. 


At  least  two  major  reasons  are  apparent 
for  the  limited  supply  of  instructors  in  neu- 
rology and  for  the  inadequacies  in  the  teach- 
ing of  this  subject.  To  many  students  neurol- 
ogy seems  to  be  a  formidable  subject,  based 
upon  a  complex  anatomic  scheme  and  dealing 
with  an  arbitrary  collection  of  symptoms  and 
signs.  Secondly,  neurology  has  commonly 
been  assessed  as  "ultra-academic"  and  ther- 
apeutically unprofitable,  for  it  seems  to  be 
preoccupied  with  the  classification  of  strange 
diseases  of  unknown  cause  and  unmodifiable 
course.  All  too  often  it  provokes  much 
thought  and  permits  little  action.  This  aspect 
has  been  recently  epitomized  by  Wilder  Pen- 
field,  a  neurosurgeon  who  deals  rather  len- 
iently with  the  neurologist :  "Neurology 
scans  [the  nervous  system],  examines  its 
juices  and  broods  over  it.  One  might  almost 
think  clinical  neurologists  expect  to  hatch 
something  out  of  it."'21 

In  spite  of  the  considerable  truth  in  the 
above  evaluation,  neurology  is  easily  able  to 
justify  its  place  in  the  medical  curriculum 
on  very  practical  grounds.  It  presents  a  two- 
fold value  to  every  student.  First,  it  trains 
him  in  the  general  principles  of  observation 
and  inference,  and  in  the  systematic  use  of 
anatomy  and  physiology  in  the  interpreta- 
tion of  clinical  data.  This  classic  method  is 
often  more  clearly  applicable  to  disorders  of 
the  nervous  system  than  to  diseases  of  any 
other  bodily  system.  Hence,  neurology  is  a 
useful  training  discipline. 

Second,  neurologic  knowledge  is  relevant 
to  every  subdivision  of  medicine.  All  organs 
have  an  innervation ;  as  basic  research  ad- 
vances, particularly  on  the  "psychosomatic" 
front,  an  understanding  of  the  nervous  sys- 
tem has  become  unexpectedly  pertinent  to 
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many  problems  previously  classified  as  pure- 
ly vascular,  hormonal,  infectious,  or  allergic. 
Witness  in  this  connection  our  new  aware- 
ness of  the  nature  of  certain  renal,  vascular, 
gastrointestinal,  and  nasal  disorders. 

The  Aims 
The  undergraduate  course,  as  outlined  by 
Wolff  and  Dunning11",  should  be  planned  to 
give  every  student,  regardless  of  his  ultimate 
destination,  a  reasonal  proficiency  in  the 
technique  of  the  neurologic  examination  and 
in  the  recognition  and  treatment  of  the  com- 
mon clinical  entities.  A  considerably  broader 
and  deeper  understanding  of  the  major  neu- 
rologic diseases  must  be  given  those  men  in 
training  as  internists  on  the  medical  house 
staff.  Here  is  one  of  the  weak  areas  in  the 
practice  of  medicine,  for  many  internists  are 
remarkably  ill  at  ease  in  dealing  with  even 
the  common  neurologic  problems,  such  as 
convulsive  disorders  and  head  pains.  Finally 
intensive  teaching  of  physicians  desiring  to 
specialize  in  the  practice  of  neurology,  and 
the  training  of  a  limited  number  of  teachers 
and  investigators  must  be  supplied. 

Modem  Methods 

At  any  of  these  levels  of  teaching,  clinical 
neurology  must  be  based  upon  a  thorough 
understanding  of  the  anatomy  of  the  nervous 
system.  It  is  a  distinct  advantage  to  have  the 
basic  course  in  neuroanatomy  taught,  in  part 
at  least,  by  teachers  with  active  clinical  in- 
terests. The  instruction  can  then  be  made 
more  forceful  and  palatable  by  references  to 
neurophysiologic  experiment  and  clinical  ex- 
perience. Such  correlations  can  be  distract- 
ing, but  when  properly  handled  they  advance 
rather  than  divert  the  main  business  of  the 
teaching  of  neuroanatomy. 

The  instructor  in  neurophysiology  also  en- 
hances the  value  of  his  course  by  making  use 
of  living  human  material  when  this  type  of 
instruction  is  appropriate.  The  demonstra- 
tions and  laboratory  exercises  gain  in  force 
when  the  observations  are  made  by  students 
upon  themselves  or  each  other.  This  empha- 
sis, which  Thomas  Lewis  found  so  useful,  is 
particularly  pertinent  to  the  studies  of  sensa- 
tion. Some  of  the  major  principles  of  neural 
physiology,  however,  can  be  demonstrated 
only  in  patients  selected  from  the  hospital 
wards  or  clinics. 

The  technique  of  the  examination  of  the 
nervous  system  is  commonly  taught  by  dem- 
onstration and  practice  in  the  last  part  of 


the  second  year,  during  the  course  in  general 
physical  diagnosis  of  which  it  is  properly  a 
part.  The  order  of  the  examination  and  the 
way  in  which  it  is  organized  for  a  written 
report  vary  from  school  to  school.  The  ideal 
system  has  not  yet  been  found,  but  no  plan 
is  adequate  unless  it  is  complete,  systematic. 
and  logical  in  its  development.  A  modern 
trend  and,  I  believe,  a  desirable  one  has  been 
the  de-emphasis  of  the  host  of  signs  to  which 
proper  names  are  attached.  In  general,  it  is 
far  more  meaningful  to  understand  the  mech- 
anism of  a  sign  than  to  know  it  mainly  by  its 
actual  or  supposed  discoverer.  The  physiol- 
ogist, moreover,  has  now  unified  and  simpli- 
fied many  signs  which  used  to  seem  specific 
and  therefore  diagnostically  essential. 

Applied  neurology  for  the  third  and  fourth 
year  students  is  effectively  taught  both  on 
the  wards  and  in  the  outpatient  clinics.  In 
these  two  years  of  clinical  instruction  cer- 
tain aspects  seem  to  need  special  emphasis. 
The  crucial  importance  of  a  careful  history 
must  be  repeatedly  stressed,  for  not  merely 
the  diagnosis  but  also  many  decisions  regard- 
ing the  patient's  management  depend  upon 
the  events  of  his  present  and  past  illnesses. 
The  indications  for  special  laboratory  pro- 
cedures need  also  to  be  defined  with  accuracy. 
In  particular,  more  attention  should  be  given 
to  the  technique  of  diagnostic  lumbar  punc- 
ture, for  all  too  frequently  this  test  is  care- 
lessly performed  and  yields  data  which  not 
only  are  incomplete  but,  even  worse,  are  in- 
accurate and  cannot  easily  be  rechecked. 

Emphasis  should  also  be  placed  upon  those 
relatively  few  drugs  and  treatment  proced- 
ures which  are  of  proven  value  to  the  neurol- 
ogist. The  lessons  in  practical  therapeutics 
are  incomplete  unless  the  student  learns  how 
to  assess  the  reputed  value  of  various  forms 
of  therapy.  An  attitude  of  healthy  skepticism 
may  be  one  of  his  soundest  assets  in  the 
practice  of  medicine,  and  is  of  special  and 
constant  value  in  the  practice  of  neurology. 

Conclusion 
In  conclusion,  neurology  has  undergone  a 
slow  and  sometimes  painful  reorientation.  It 
deals  traditionally  with  diseases  of  the  nerv- 
ous system  per  se.  Now,  in  addition,  it  em- 
braces disturbances  in  the  neural  control  of 
other  body  systems — especially  in  complex 
reactions  to  stress — ,  and  it  shares  with  psy- 
chiatry a  direct  interest  in  the  mechanisms 
of  personality  function  and  behavior.    The 
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task  of  its  teachers  is  to  show  that  it  can  be 
serviceable  in  the  training  of  every  physi- 
cian. 
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Abstract  of  Discussion 

Dr.  Joseph  B.  Stevens  (Greensboro):  The  study  of 
neurology  cannot  be  overemphasized  in  our  medical 
schools.  It  is  particularly  important  that  the  intern- 
ist and  the  general  practitioner  of  medicine  be  well 
grounded  in  both  neurology  and  psychiatry.  Gen- 
erally these  men  are  the  ones  whom  patients  with 
neurologic  or  psychiatric  disturbances  consult  first. 
If  they  have  an  interest  in  neurology  and  psychiatry, 
these  cases  will  be  handled  much  more  intelligently 
and  referred  to  the  proper  source  for  treatment 
much  sooner. 

I  am  afraid  that  the  greatest  drawback  to  the 
study  of  pure  neurology  is  probably  financial.  I  be- 
lieve that  a  good  many  practitioners  whose  interest 
is  primarily  in  neurology  find  that  they  have  to  do 
psychiatric  work  to  make  a  living.  I  don't  think 
there  is  any  doubt  at  all  that  a  psychiatrist  can  be 
a  good  neurologist,  but  a  man  who  is  well  trained 
in  neurology  isn't  necessarily  a  good  psychiatrist. 

I  feel  very  definitely  that  the  answer  to  this  prob- 
lem lies,  not  in  training  pure  psychiatrists  or  pure 
neurologists,  but  in  training  good  medical  practi- 
tioners. 


THE  ROLE  OF  PSYCHIATRIC 

INSTITUTIONS  IN  THE  TEACHING 

OF  PSYCHIATRY 

Edward  N.  Pleasants,  M.D.,  F.A.P.A.* 

Raleigh 

Donald  Martin,  M.D.,  M.P.H.** 

Durham 

William  W.  Magruder,  M.D.f 

Asheville 

A  phenomenon  of  particular  interest  to 
psychiatric  workers  during  the  past  decade 
has  been  an  almost  unparalleled  public  in- 
terest in  psychiatry.  Aroused  by  the  wide- 
spread publication  of  statistics  regarding  the 
incidence  of  mental  disorders  in  draftees  and 
military  personnel,  this  interest  was  prompt- 
ly exploited  by  the  press,  radio,  stage,  and 
motion  pictures.  While  the  value  of  many 
dramatic  though  inaccurate  presentations  of 
psychiatric  material  is  conjectural,  the  in- 
terest thus  aroused  at  least  affords  workers 


'  Superintendent  of  the  State  Hospital  in  Raleigh,  North 
Carolina. 

**  From  the  Duke  University  School  of  Medicine,  Durham, 
North  Carolina. 
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in  this  field  the  opportunity  to  offset  popular 
misconceptions  by  giving  the  public  accurate 
information. 

The  State  Hospital 

To  learn  about  disease,  one  must  have  an 
opportunity  to  study  pathologic  conditions 
en  masse.  This  statement  is  even  more  true 
of  psychiatric  than  of  physical  disorders. 
State  hospitals  for  mental  disease  afford  rich 
reservoirs  of  teaching  material  in  the  fields 
of  both  psychopathology  and  organic  pathol- 
ogy. In  past  years  it  was  unfortunate  that 
medical  schools  often  utilized  this  material 
sparingly  if  at  all,  holding  perhaps  one  an- 
nual psychiatric  clinic  for  its  junior  or  senior 
medical  students.  During  this  brief  clinic, 
the  students  were  confused  and  disheartened 
by  the  parade  of  chronically  ill  psychiatric 
patients  presented  to  them  in  a  purely  de- 
scriptive fashion.  Too  often  such  sessions 
taught  them  little  and  gave  them  a  defeatist 
attitude  toward  mental  disease,  since  the 
therapeutic  possibilities  seemed  to  be  limited. 
Many  expressed  a  firm  determination  to 
avoid  work  which  was  so  distasteful  and 
so  barren  of  results. 

In  recent  years  medical  schools  have  been 
revitalizing  their  psychiatric  teaching  pro- 
grams, and  emphasis  now  is  shifting  from 
the  former  descriptive  type  of  psychiatry  to 
the  psychodynamic  concept  of  the  origin  of 
mental  illnesses.  With  the  advent  of  insulin 
and  electric  shock  therapy  and  psychosurg- 
ery, hospitalization  has  been  shortened  and 
many  otherwise  hopelessly  ill  patients  have 
been  returned  home  to  lead  relatively  normal 
existences.  As  a  result  of  these  factors,  state 
hospitals  for  mental  disease  are  receiving 
more  frequent  requests  to  make  clinical  ma- 
terial available  to  students.  In  some  instances 
mass  clinics  are  conducted  by  the  students' 
regular  professors,  and  in  other  instances 
advanced  students  are  admitted  into  the  hos- 
pital for  periods  of  training  under  the  super- 
vision of  the  hospital  staff. 

Formal  teaching 

In  the  State  Hospital  at  Raleigh,  present 
educational  activities  fall  into  the  two  gen- 
eral classifications  of  formal  teaching  and 
informal  teaching.  As  an  example  of  the 
former,  we  may  briefly  consider  the  affiliate 
nurse-training  program.  When  this  program 
was  begun  in  1944  in  conjunction  with  the 
then  existing  Dorothea  Dix  School  of  Nurs- 
ing, five  affiliate  students  were  enrolled.  The 
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school  of  nursing  formally  closed  in  Septem- 
ber, 1947,  but  the  affiliate  school  has  con- 
tinued to  grow.  At  the  present  time  the  hos- 
pital has  contracts  with  twenty  schools  of 
nursing  in  hospitals  in  Florida,  Georgia,  Ala- 
bama, Tennessee,  North  Carolina,  and  Vir- 
ginia. Eighty-seven  affiliating  student  nurses 
are  now  in  training,  and  this  number  will 
shortly  be  increased  to  100.  Requests  from 
additional  hospitals  for  affiliation  have  had 
to  be  deferred  because  of  the  lack  of  housing 
facilities  and  teaching  supervisors. 

These  undergraduate  nurses  spend  twelve 
weeks  in  the  hospital,  during  which  time 
eighty  hours  of  lectures  on  the  principles  of 
psychiatry,  psychiatric  nursing,  and  mental 
hygiene  are  given  by  the  medical  staff,  spe- 
cial therapists  or  consultants,  and  the  nurs- 
ing instructors.  In  addition  the  students 
spend  48  hours  attending  staff  conferences, 
ward  classes  conducted  by  staff  physicians, 
and  clinical  instruction  by  head  nurses. 

Various  types  of  formal  instruction  are 
made  available  to  students  from  nearby  uni- 
versities and  colleges.  Such  activities  are  con- 
ducted either  by  their  teachers,  utilizing  our 
clinical  material,  or  by  the  hospital  staff, 
with  the  students  remaining  under  the  gen- 
eral supervision  of  their  teachers.  An  ex- 
ample of  the  former  type  of  instruction  is 
the  cardiac  clinic  conducted  at  the  hospital 
by  the  professor  of  clinical  medicine  for 
students  from  the  University  of  North  Caro- 
lina School  of  Medicine.  The  hospital  main- 
tains a  roster  of  patients  suffering  from 
cardiac  abnormalities,  adding  to  this  list  as 
additional  patients  with  heart  disease  are 
admitted. 

An  example  of  the  latter  type  of  teaching 
activity  is  the  psychiatric  clinic  conducted 
by  the  staff  for  students  of  psychology,  soci- 
ology, or  nursing  who  are  accompanied  by 
their  teachers.  During  such  clinics  typical 
examples  of  various  psychiatric  disorders  are 
presented,  emphasis  being  placed  on  the 
psychodynamics  involved,  the  diagnostic  cri- 
teria, and  the  therapeutic  possibilities.  Ten 
such  clinics  were  conducted  during  the  past 
year.  Advanced  psychology  students  have 
also  performed  clinical  tests  in  the  hospital's 
department  of  psychology  under  their  pro- 
fessor's supervision,  as  a  part  of  their  formal 
training.  This  experience  in  testing  and  eval- 
uating results  with  psychotic  patients  is  most 
valuable  to  these  students. 

An  experiment  in  formal  teaching  was 
undertaken  in  certain  mental  institutions  and 


other  public  agencies  by  Dr.  Donald  Martin, 
of  the  Duke  University  School  of  Medicine. 
The  course  in  preventive  medicine  and  public 
health  taught  at  Duke  during  the  second 
year  of  the  medical  course  is  designed  pri- 
marily* to  acquaint  the  student  with  those 
official  and  nonofficial  agencies  in  the  com- 
munity which  are  concerned  with  disease  and 
health  problems.  It  was  felt  that  such  a 
course  given  in  the  preclinical  years  might 
stimulate  the  student,  when  he  is  confronted 
later  with  a  clinical  problem,  to  inquire  into 
the  family  and  community  background  of  the 
patient.  Such  inquiry  will  often  be  of  help 
in  the  diagnosis  and  in  planning  the  man- 
agement of  the  patient  after  his  discharge 
from  the  hospital. 

The  first  part  of  the  course  was  devoted 
to  biostatistics  and  vital  statistics,  and  to 
field  trips  covering  some  of  the  more  impor- 
tant phases  of  community  sanitation.  During 
the  latter  half  of  the  course,  which  was  con- 
cerned with  social  and  environmental  prob- 
lems, each  student  was  assigned  to  an  agency, 
either  official  or  voluntary  for  five  succes- 
sive afternoons.  Among  the  agencies  em- 
ployed in  this  course  was  the  State  Hospital 
in  Raleigh. 

Informal  teaching 

Informal  teaching  activities  in  the  State 
Hospital  at  Raleigh  may  be  considered  under 
two  general  classifications — those  carried  on 
within  the  hospital,  and  those  away  from  the 
hospital.  Within  the  hospital  medical  stu- 
dents who  have  completed  their  sophomore, 
junior,  or  senior  years  are  employed  as  in- 
terns for  varying  periods  of  time.  These  in- 
terns, limited  to  six  in  number  during  any 
one  period,  receive  a  wide  variety  of  experi- 
ence in  numerous  fields,  including  physical 
medicine,  the  study  and  examination  of  psy- 
chiatric patients,  assisting  in  the  administra- 
tion of  insulin  and  electric  shock  treatments, 
and  participation  in  both  formal  and  inform- 
al diagnostic  staff  conferences.  At  all  times 
they  are  under  the  direct  supervision  and  in- 
struction of  our  regular  staff  physicians. 
They  are  encouraged  to  attend  lectures  on 
psychiatric  topics  given  to  the  affiliate 
nurses,  and  they  participate  with  the  regular 
staff  in  such  activities  as  the  weekly  Journal 
Club,  viewing  of  professional  motion  pic- 
tures, and  attendance  at  clinicopathologic 
conferences. 

These  conferences   are   presented   by  the 
Department  of  Pathology  of  the  University 
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of  North  Carolina  and  are  based  on  the  case 
histories  and  autopsy  findings  of  patients 
dying  in  the  State  Hospital.  This  activity  is 
utilized  by  the  University  in  teaching  medi- 
cal students,  a  number  of  whom  are  assigned 
to  the  autopsy  team.  The  hospital  interns 
are  also  encouraged  to  observe  these  autop- 
sies. 

It  is  gratifying  to  the  hospital  that  this 
intern  service  for  medical  students  is  so  pop- 
ular that  in  recent  months  there  have  been 
more  applications  than  available  positions. 
Several  of  the  student  interns  have  expressed 
their  intention  of  specializing  in  psychiatry. 

Another  informal  teaching  service  taking 
place  within  the  hospital  assumes  the  form 
of  tours  of  the  hospital  conducted  for  ad- 
vanced students  in  mental  hygiene,  sociology, 
psychology  or  industrial  recreation,  and  for 
student  nurses.  Usually  some  designated 
member  of  the  staff  gives  a  brief  orientation 
discussion  to  these  groups  prior  to  the  be- 
ginning of  the  tour. 

Talks  on  the  subjects  of  psychology,  the 
use  of  occupational  and  recreational  thera- 
pies with  the  mentally  ill,  child  guidance, 
mental  hygiene,  and  allied  matters  have  been 
made  to  appropriate  groups  of  students  in 
surrounding  colleges  and  universities;  to 
civic  clubs  such  as  the  Rotary,  Kiwanis,  and 
Lions  clubs ;  to  Parent -Teacher  Associations ; 
to  social  service  groups;  and  to  workers  in 
the  State  Department  of  Welfare  and  similar 
gatherings.  It  is  felt  that  such  activities  are 
an  important  and  necessary  part  of  the  edu- 
cational efforts  of  those  engaged  in  psychi- 
atric work,  particularly  in  state  mental  hos- 
pitals. For  many  years  there  has  been  a 
widespread  misconception  of  the  scope  and 
type  of  activities  in  such  hospitals. 

The  Private  Hospital 

The  teaching  opportunities  at  the  High- 
land Hospital  in  Asheville  are  indeed  rich. 
The  unique  program  of  therapy,  now  in  its 
forty-sixth  year,  provides  an  inexhaustible 
source  of  psychobiologic  material. 

An  affiliate  undergraduate  nurses'  pro- 
gram has  recently  been  organized.  These 
young  women  sample  all  group  programs, 
and  care  for  every  type  of  patient.  Participa- 
tion in  staff  conferences  and  attendance  at 
lectures  help  to  coordinate  daily  observations 
and  to  crystallize  vague  ideas.  Group  psycho- 
therapy, which  includes  educational  movies, 
psychodrama,  couple  therapy  and  male  group 
therapy,  is  designed  as  a  part  of  treatment, 


and  as  a  method  of  teaching  mental  hygiene 
to  our  patients,  their  relatives,  and  others 
who  are  interested.  Trainees  learn  through 
participation  as  members  of  these  sessions. 
Special  efforts  are  made  to  teach  a  special 
group  of  patients — the  physicians — -this  pos- 
itive approach.  Two  physicians  who  were 
formerly  patients  have  joined  the  staff  for 
temporary  appointments. 

The  working  staff  of  Highland  Hospital — 
from  attendants,  companions,  and  practical 
nurses  to  physicians — learns  and  teaches  it- 
self through  a  multiphasic  program,  draw- 
ing constantly  from  the  rich  psychobiologic 
material  available.  Definite  teaching  pro- 
grams have  been  set  up  for  medical  students, 
nursing  affiliates,  and  psychology  students. 
Groups  of  graduate  nurses  have  come  in  for 
lectures  and  seminars.  Staff  members  have 
gone  into  the  community  to  speak  on  topics 
of  practical  mental  hygiene.  Thus  does  a  pri- 
vate psychiatric  hospital  assume  its  teaching 
responsibility  in  the  community. 

Abstract  of  Discussion 

Lieut.  John  Cook  (Portsmouth,  Virginia) :  As  a 
medical  student,  I  spent  some  time  in  the  State 
Hospitals  for  Mental  Disease,  and  also  in  the  High- 
land Hospital.  The  main  thing  medical  students  are 
able  to  learn  in  the  State  Hospitals  is  medicine,  not 
psychiatry.  These  hospitals  contain  a  wealth  of  ma- 
terial (cardiac  cases,  carcinomas,  and  so  forth) 
which  is  just  fitted  for  medical  student  training. 

At  Highland  Hospital,  psychiatry  was  the  thing 
I  learned,  and  I  learned  it  from  the  patients.  In  my 
opinion,  this  approach  is  different  from  that  af- 
forded in  medical  school,  and  is  extremely  valuable 
to  the  student. 


Symptoms  of  Depression. — The  frequency  of  de- 
pressions is  such  that  all  physicians  should  be  ac- 
quainted with  the  chief  symptoms,  which  are  a 
depressive  mood,  anorexia,  loss  of  weight,  insom- 
nia, impaired  sexual  function,  slowing  of  actions  or 
speech,  agitation,  ideas  of  self-accusation,  and  com- 
monly a  daily  mood  cycle  which  is  usually  at  its 
worst  at  the  start  of  the  day.  Depressed  patients 
frequently  offer  complaints  such  as  headache,  con- 
stipation, lassitude,  weakness,  a  bad  taste  in  the 
mouth,  and  a  feeling  of  weight  in  the  abdomen, 
which  may  be  very  misleading  unless  the  possibility 
of  a  depressed  state  is  constantly  borne  in  mind  in 
the  survey  of  routine  medical  cases. — Charles  W. 
Miller,  Jr.:  The  Recognition  of  Major  Psychiatric 
Disorders  by  the  General  Physician,  Memphis  M.  J. 
25:   138   (September)    1950. 


Modern  public  health  does  not  prevent  death 
alone.  It  also  prevents  disease.  For  every  life  pre- 
served by  a  tuberculosis  program,  scores  of  indi- 
viduals are  saved  from  invalidism.  For  every  life 
saved  from  malaria,  hundreds  of  individuals  are 
maintained  as  active  producers  in  the  population. 
—Am.  J.  Pub.  Health,  Aug.,   1950. 
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NEUROPATHOLOGY  IN  THE 

TEACHING   OF  THE   NEUROLOGIC 

SPECIALTIES 

George  E.  Margolis,  M.D. 
Durham 

Several  weeks  ago,  when  Dr.  Suitt  asked 
me  to  discuss  education  in  the  field  of  neuro- 
pathology before  this  group,  the  tentative 
title  of  my  paper — "Neuropathology,  a  Prob- 
lem in  Teaching" — reflected  quite  accurately 
my  attitude  about  this  subject.  The  consider- 
ations presented  here  today  are  the  product 
of  many  hours  of  reflection,  and  they  have 
been  influenced  more  than  a  little  by  my 
close  association  with  Dr.  Scholz  this  spring. 
It  is  fitting,  then,  that  my  presentation  be 
followed  by  his  discussion,  and  that  my  less 
seasoned  ideas  be  tempered  by  his  long  ex- 
perience— especially  since  our  approaches  to 
neuropathology  have  been  so  different.  I 
come  out  of  general  pathology;  he,  out  of 
neuropsychiatry.  My  orientation  is  that  of 
the  medical  school ;  his,  that  of  the  research 
institute;  my  environment  is  the  United 
States,  where  neuropathology  is  so  young; 
his  is  Germany,  where  the  discipline  was 
born. 

The  Need  for  Integration  Between  Neuro- 
pathology and  the  Neurologic  Specialties 
To  my  knowledge,  no  one  has  presented  a 
comprehensive  and  independent  program  for 
the  teaching  of  neuropathology.  I  consider 
that  fortunate.  If  one  wishes  to  find  opinions 
about  instruction  in  this  subject,  he  must 
turn  to  papers  dealing  with  the  nervous  sys- 
tem in  all  its  facets.  Experience  has  shown 
that  neuropathology  cannot  be  practiced  or 
taught  effectively  apart  from  the  neurologic 
specialties.  Mettler'1'  has  presented  very 
graphically  the  need  for  a  correlative  plan 
of  teaching : 

"The  successful  teaching  of  the  nervous  system 
and  its  diseases  is  admittedly  one  of  the  most  dif- 
ficult undertaking's  of  a  medical  faculty.  There  are, 
at  least,  two  chief  reasons  for  this  situation.  One  is 
the  intrinsically  complex,  if  not  abstruse,  nature  of 
the  material  concerned  and  the  other  _  the  lack  of 
correlation  between  departments  contributing  inte- 
gral units  toward  that  which  should  form  the  inti- 
mately interrelated  whole.  Only  lucid  individual 
teaching  can  mitigate  the  misfortune  of  complexity, 
but  it  is  our  firm  belief,  founded  in  fruitful  experi- 
ence, that  the  introduction  of  a  definite  plan  of  cor- 
relation between  teaching  departments  will  result  in 
a  more  useful  understanding  of  the  nervous  system 
and  its  dysfunction." 

There  is  a  fundamental  conflict  regarding 
the  proper  orientation  for  neurologic  educa- 


tion. The  neurologic  institute  has  the  un- 
deniable advantages  of  unified  planning  and 
financing,  and  the  vertical  correlation  of 
study  and  research  that  can  be  most  effective 
at  a  postgraduate  level.  However,  the  need 
for  a  breadth  of  approach  inherent  in  the 
integrated  program  of  a  medical  school  is 
also  undeniable.  This  concept  has  been  con- 
cisely expressed  by  Wolff'2' : 

"A  prime  need  [is]  the  development  of  the  teach- 
ing of  neurology  in  a  horizontal  rather  than  a  verti- 
cal direction.  By  this  is  meant  that  a  dynamic  con- 
cept of  nervous  system  function  in  health  and  dis- 
ease should  be  spread  throughout  the  undergraduate 
body  of  the  school  and  the  major  departments  of  the 
hospital  (medicine,  surgery,  obstetrics,  pediatrics 
and  psychiatry)  instead  of  dealing  with  neurology 
as  an  isolated  and  highly  specialized  discipline,  as 
is  the  proper  aim  in  an  'institute.'  It  was  felt  to  be 
important  that  the  noli  me  tangere  attitude  be  re- 
placed by  an  intelligent  awareness  of  the  function 
of  the  nervous  system  and  a  working  relationship 
thereto  on  the  part  of  all  physicians." 

Wolff  further  stressed  this  need  by  point- 
ing out  that  the  incidence  of  diseases  of  the 
nervous  system  is  12  per  cent  in  clinical  prac- 
tice and  14  per  cent  at  autopsy.  In  the  last 
1000  autopsies  performed  at  Duke  Medical 
School,  the  incidence  of  neuropathologic  le- 
sions was  approximately  30  per  cent.  This 
startlingly  high  figure  makes  it  evident  that 
general  pathology  cannot  be  bled  of  such  ma- 
terial without  becoming  anemic.  It  challenges 
the  general  pathologist  to  study  adequately 
the  nervous  system,  and  emphasizes  the  fact 
that  the  nervous  system  cannot  be  considered 
as  a  thing  apart — an  isolated  unit. 

The  Teaching  of  Neuropathology 
A  word  must  be  said  about  the  teacher  of 
neuropathology,  and  the  comments  of  Dr. 
Scholz  on  this  subject  will  be  welcomed.  The 
fact  that  teaching  and  research  in  this  branch 
have  been  predominantly  in  the  hands  of  men 
whose  training  and  orientation  have  been 
largely  clinical  is  subject  to  several  inter- 
pretations. It  certainly  points  to  a  deficiency 
on  the  part  of  pathologists — either  an  in- 
ability or  an  unwillingness  to  penetrate 
deeply  enough  into  this  subject.  This  may 
be  because  the  pathologic  and  neurologic  dis- 
ciplines are  each  so  complex  and  time-con- 
suming that  it  is  difficult  for  the  mind  of 
man  to  encompass  both  of  them. 

Recently  there  has  been  a  tendency  to  in- 
clude neuropathology  in  the  jurisdiction  of 
pathology,  culminating  in  1948  with  the  es- 
tablishment of  a  specialty  board  in  neuro- 
pathology. I  regard  this  trend  as  a  healthy 
one,  and  one  that  will  be  beneficial  to  neuro- 
pathology. For  the  teacher  of  neuropathol- 
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ogy,  however,  this  is  hardly  enough ;  he  must 
have  in  addition  a  clinical  orientation. 

At  the  undergraduate  level 

A  major  problem  is  the  placement  of  teach- 
ing emphasis.  Should  it  be  aimed  at  the  many 
— at  the  students  during  their  formative 
years;  or  should  it  be  reserved  for  the  few 
who  have  chosen  the  neurologic  specialties 
after  they  graduate  from  medical  school?  In 
1933  Walshe'31  warned  against  the  attempt 
to  instill  too  much  specialized  information 
into  the  medical  student : 

"This  ambition  is  rarely  achieved,  for  like  the 
overfed  infant,  the  student  quietly  rejects  what  he 
cannot  assimilate,  and  after  graduation  a  few  barely 
recognizable  fragments  of  this  forced  feeding  are 
all  that  he  retains,  and  these  seldom  the  most 
useful." 

Today,  in  the  face  of  a  trend'4'  toward 
shortening  the  amount  of  time  allotted  to  the 
teaching  of  the  traditional  medical  subjects 
in  order  to  allow  for  the  inclusion  of  such 
courses  as  biophysics,  medical  statistics,  and 
tropical  medicine,  these  words  are  ever  more 
pertinent. 

I  agree  fully,  however,  with  those  who 
subscribe  to  a  teaching  plan  integrating 
undergraduate  instruction  in  neuropathology 
with  the  study  of  the  nervous  system.  The 
complexity  of  the  nervous  system  and  the 
diversity  of  its  elements  require  a  carefully 
planned  approach.  Although  the  preceding 
considerations  dictate  that  only  the  basic 
principles  of  neuropathology  be  introduced, 
these  should  be  graphically  illustrated  by 
use  of  the  definitive  neuropathologic  tech- 
niques, without  which  orientation  the  student 
would  be  lost.  The  relationship  to  general 
pathology  must  not  be  neglected. 

In  this  short  discussion  I  shall  not  try  to 
present  any  detailed  plan  of  teaching,  but 
only  to  emphasize  general  aims.  Above  all, 
our  teaching  should  be  dynamic,  rather  than 
didactic.  In  the  neuropathology  laboratory 
the  tools  are  the  eye,  the  finger,  and  the 
microscope,  and  our  interpretations  must  al- 
ways be  based  upon  histologic  and  morpho- 
logic observations.  At  the  same  time,  how- 
ever, we  should  stress  that  in  the  final  analy- 
sis structure  is  function,  and  function,  struc- 
ture. 

Before  the  student  begins  a  study  of  the 
pathology  of  the  neurone,  he  must  be  thor- 
oughly grounded  in  the  knowledge  which  has 
emerged  from  the  studies  with  ultraviolet 
microscopy  at  the  Karolinski  Institute  in 
Stockholm*5'.  Let  him  realize  that  Nissl  sub- 
stance is  identical  with  ribose  nucleic  acid. 


Let  him  balance  the  idea  of  the  nerve  cell  as 
a  protein-forming  system  against  the  electro- 
physiologic concept  which  he  has  carried  over 
from  his  first  year  studies. 

Likewise,  when  he  begins  his  study  of  the 
myelin  sheath,  let  him  forget  the  insulator 
substance  notion  that  he  has  used  as  a 
mnemonic  in  his  tract  studies  in  neuroanat- 
omy. Show  him  that  the  technique  of  the 
myelin  sheath  stain  is  identical  in  principle 
with  the  specific  histochemical  test  for  phos- 
pholipids developed  by  Baker10'. 

In  the  teaching  of  infectious  disease  in  the 
nervous  system  let  us  not  be  content  with 
a  mere  description  of  the  topography  and 
histology  of  lesions,  such  as  is  so  prevalent 
in  our  textbooks  of  neuropathology.  Rather, 
let  us  take  for  our  model  the  researches  of 
Bodian17'  in  poliomyelitis,  which  not  only 
emphasize  pathogenesis  but  give  us  a  superb 
clinicopathologic  correlation,  both  in  the  ex- 
perimental animal  and  in  the  human  patient. 
These  few  examples  are  enough  to  illustrate 
these  aims. 

At  the  graduate  level 

A  major  share  of  teaching  energy  should 
be  devoted  to  the  postgraduate  years,  during 
which  period  the  part  played  by  the  trainee 
should  become  ever  more  active.  No  definite 
requirements  other  than  the  demonstration 
of  some  degree  of  knowledge  of  neuropathol- 
ogy have  been  set  up  by  the  specialty  boards 
in  the  neurologic  fields.  For  those  preparing 
themselves  for  these  specialties,  however,  I 
would  recommend  that  a  period  of  six  months 
— or  better  still  a  year,  if  an  academic  or  in- 
vestigative career  is  planned — be  spent  in  a 
laboratory.  In  order  that  the  student  may  cor- 
relate all  diseases  with  the  nervous  system, 
this  time  had  best  be  spent  in  a  department 
of  pathology — but  with  these  important  stip- 
ulations: (1)  that  there  be  in  that  labora- 
tory an  experienced  teacher  working  actively, 
preferably  exclusively,  in  neuropathology; 
(2)  that  there  be  a  close  and  constant  clinico- 
pathologic correlation,  rather  than  the  usual 
isolation  of  the  laboratory;  (3)  that  the  goal 
of  the  student  be  sharply  limited.  He  will 
have  much  to  learn,  and  the  techniques  with 
which  he  should  become  actively  and  critic- 
ally familiar  will  be  complex  enough  in  them- 
selves. His  aim  should  be  the  application  of 
the  principles  of  pathology  to  the  study  of 
the  nervous  system,  and  an  elucidation  of 
those  principles  peculiar  to  the  nervous  sys- 
tem, rather  than  an  attempt  to  survey  all  of 
pathology. 
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One  can  visualize  a  plan  in  which  post- 
graduate students  in  neurology  are  paired 
in  autopsy  teams  with  pathologists-in-train- 
ing.  Such  pairs  could  function  well,  each  man 
filling  hiatuses  in  the  other's  background, 
achieving  in  this  combined  effort  a  degree 
of  thoroughness  and  a  correlative  study  of 
the  nervous  system  difficult  to  attain  under 
any  other  plan.  Similarly,  a  study  of  neuro- 
surgical pathology  could  be  accomplished. 

During  the  period  of  postgraduate  study 
there  should  be  ample  funds  and  opportuni- 
ties for  research  in  any  phase  of  neurology, 
including  neurophysiology.  Just  as  impor- 
tant, however,  an  adequate  amount  of  time 
for  reading,  reflective  thinking,  and  synthe- 
sis of  information  should  be  allotted  to  every 
man  during  his  period  of  training  for  a 
specialty. 
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Abstract  of  Discussion 

Dr.  Willibald  Scholz  (Durham):  While  I  have  had 
thirty  years'  experience  in  the  teaching  of  neuro- 
pathology, the  methods  of  medical  education  in  your 
country  are  so  different  from  ours  that  I  don't  feel 
qualified  to  offer  any  detailed  proposals  for  the 
inclusion  of  neuropathology  in  your  educational 
scheme.  My  discussion  will  therefore  have  a  more 
general  application. 

In  my  country  there  is,  unfortunately,  no  obliga- 
tory scheme  with  regard  to  neuropathology  in  the 
education  of  specialists  practicing  in  neurology  and 
psychiatry,  and  I  consider  it  as  a  great  progress 
that  your  educational  system,  recognizing  this  neces- 
sity, is  about  to  give  neuropathology  the  standing 
due  to  its   significance. 

The  question  today  is,  how  much  of  neuropathol- 
ogy should  be  offered  to  the  practicing  neurologist 
and  psychiatrist  ?  It  seems  to  me  not  necessary  to 
make  them  experts  in  this  field,  but  even  the  gen- 
eral practitioner  should  have  a  clear  idea  of  some 
neuropathologic  background  of  such  clinical  emer- 
gencies as  increased  intracranial  pressure,  trau- 
matic lesions,  and  related  processes  such  as  subdural 
hematoma,  meningitis,  brain  abscess,  hemorrhages 
in  hypertension,  and  so  on. 

The  practicing  specialist  in  any  field  needs  a 
clear  conception  of  the  morphologic  background  and 
the  moving  pathogenic  factors  of  the  diseases  be- 
longing to  his  branch.  Otherwise,  symptoms  and 
course  of  diseases  would  remain  a  matter  of  mem- 


cry;  therapy,  not  a  matter  of  thinking,  but  of  rou- 
tine. How  will  a  psychiatrist  understand  the  possi- 
bilities in  the  treatment  of  general  paralysis,  if  he 
has  never  learned  that  all  inflammatory  reaction 
may  disappear,  and  that,  in  spite  of  preceding  severe 
symptoms,  the  loss  of  nervous  structures  may  be 
so  small  that  it  is  even  impossible  to  prove  it  in  a 
successfully  treated  case?  How  can  a  specialist  be- 
come aware  of  the  dangerous  game  he  is  playing 
with  the  therapeutic  provocation  of  general  con- 
vulsions, if  he  does  not  know  the  severe  incurable 
lesions  in  the  brain  which  can  be  produced  by  spon- 
taneous or  badlv  controlled  convulsive  seizures?  The 
practicing  specialist  will  never  feel  a  solid  ground 
under  his  feet  without  a  certain  amount  of  knowl- 
edge in  neuropathology. 

I  agree  with  Dr.  Margolis  that  the  teaching  of 
neuropathology  should  be  begun  in  the  undergradu- 
ate years.  This  must  be  done,  since  neuropathology 
cannot  be  excluded  from  general  pathology.  For  an 
intensive  studv  in  this  field,  he  proposed  a  combi- 
nation of  teaching  and  practical  work  at  a  neuro- 
nathologic  laboratory  in  the  postgraduate  years. 
This  is  a  highly  expedient  method  to  which  I  can 
only  give  my  warm  recommendation  from  my  own 
long  experience. 

Interest  and  initiative  find  the  best  climate  for 
growth  in  a  small  communitv  working  in  the  same 
direction,  and  many  a  difficulty  in  understanding  a 
coirmlicated  matter  or  a  controversial  situation  is 
easily  removed  in  the  daily  discussion  of  the  com- 
mon work  and  by  continuous  touch  with  the  teacher. 

The  best  instruction  by  lectures  can  never  replace 
ihe  hunting  with  the  microscope — the  easiest  and 
best  wav  to  gain  orientation  in  an  unknown  scien- 
tific field.  This  cannot  be  done  incidentally  together 
with  many  other  distractions.  Both  the  trainee  and 
the  teacher  have  to  snend  full  time  in  this  business 
for  a  sufficiently  extended  period.  Dr.  Margolis 
proposed  a  time  of  six  months,  and  I  agree  with 
him  in  this  point  also.  If  sufficient  teaching  ma- 
terial is  available,  this  time  will  be  convenient  to 
open  ways  for  one's  thinking  not  only  of  morpho- 
logic processes,  but  also  of  the  pathogenetic  factors. 

There  is.  finally,  the  Question:  Who  should  teach 
neuropathology?  The  historical  development  initi- 
ated bv  interested  neurologists  and  psychiatrists 
about  the  beginning  of  this  century  have  left  re- 
search and  teaching,  for  the  most  part,  in  their 
hands.  But  it  cannot  be  denied  that  neuropathology 
is  a  branch  of  the  great  general  pathology,  and  that 
it  cannot  grow  if  it  loses  its  connection  with  the 
mother. 

I  myself,  coming  from  neurology  and  psychiatry, 
am  not  a  trained  general  pathologist,  and  have 
often  grievously  felt  the  gaps  in  mv  knowledge  of 
general  pathology.  On  the  other  hand,  I  did  not  want 
to  miss  my  clinical  experiences  in  my  neuronatho- 
logic  work,  because  manv  questions  and  problems 
spreading  into  the  field  of  neuropathology  are  borp 
with  direct  observation  of  patient=  at  the  wards. 
As  the  best  description  cannot  replace  a  look  into 
the  microscope,  the  best  history  cannot  illustrate' 
the  true  situation  at  the  wards. 

Finally,  we  have  to  choose  between  a  trained 
pathologist  with  a  limitation  of  duties  and  with  an 
additional  training  in  neuropsychiatry,  and  an  ooual- 
lv  situated  nem-opsychiatrist  with  an  education  in 
general  pathology.  The  neuropathologist  working 
■in  a  department  of  general  pathology  will  ever  have 
the  advantage  of  the  material  and  of  the  observa- 
tion of  the  central  nervous  system  in  connection 
with  the  whole  bodv.  whereas  the  laboratory  con- 
nected with  the  hospital  has  the  possibility  of  direct 
feeling  with  the  living  material. 

_  Tt  may  depend  on  local  conditions  which  may,  in 
different  places,  be  used  to  best  advantage. 
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INTEGRATING   THE   TEACHING  OF 

NEUROSURGERY  WITH  ALLIED 

SPECIALTIES* 

Barnes  Woodhall,  M.D. 
Durham 

Any  discussion  of  the  teaching  of  neuro- 
surgery in  a  medical  school  must  take  into 
consideration  both  the  medical  students  and 
the  various  types  of  postgraduate  students. 
In  order  to  obtain  a  clear  vision  of  our  re- 
sponsibilities in  this  field,  it  is  necessary  to 
review  the  progress  of  neurosurgery  and  to 
define  its  aims  and  functions  in  our  present 
academic  world. 

During  the  first  twenty-five  years  of  this 
century,  a  small  group  of  bold  surgeons  con- 
cerned themselves  with  exploring  the  techni- 
cal possibilities  of  operating  upon  the  human 
brain  safely  and  successfully,  against  ob- 
stacles that  appear  to  us  in  retrospect  to  have 
been  almost  insurmountable.  This  technical 
preoccupation  with  the  control  of  hemor- 
rhage, the  problem  of  increased  intracranial 
pressure,  and  the  development  of  a  host  of 
specific  operative  procedures  led  to  what  by 
now  may  be  termed  a  perfected  neurosurgical 
armamentarium.  During  a  second  period  of 
expansion,  now  coming  to  a  close,  advance- 
ment in  diagnostic  methods  have  allowed  the 
neurosurgeon  to  take  over  in  large  part  the 
diagnostic  tasks  of  the  neurologist.  During 
this  period  the  neurosurgeon  has  invaded 
(if  that  is  the  proper  term)  the  fields  of 
medicine,  orthopedics,  and  psychiatry — in 
the  treatment,  for  instance,  of  hypertension, 
ruptured  intervertebral  disc,  and  mental 
disease. 

We  are,  perhaps,  approaching  a  period  in 
which  the  neurosurgeon  must  redefine  his 
responsibilities  to  the  patient,  to  investiga- 
tive research,  and  to  teaching — our  theme 
today.  Is  the  neurosurgeon  to  remain  what 
the  late  Cobb  Pilcher  has  termed  a  "ham 
actor"111,  competent  to  some  degree  in  all 
fields  of  related  endeavor ;  or  is  he  to  return 
to  his  special  field?  And  what  is  he  to  teach? 

Undergraduate  Instruction 
The  answer  in  terms  of  medical  students 
is  a  simple  one.  The  neurosurgeon  must  teach 
three  things:  (1)  a  survey  of  the  field  of 
medicine  in  terms  of  his  specialty;  (2)  those 
diagnostic   procedures   which   require   some 


*From    the    Neurosurgical    Service,    the    Duke    Hospital    and 
Medical  School.  Durham,   North  Carolina. 


degree  of  neurosurgical  technical  skill  for 
their  successful  execution;  and  (3)  the  clin- 
ical syndromes  from  which  relief  may  be 
obtained  by  means  of  neurosurgery.  To  per- 
form these  tasks  the  neurosurgeon  must  have 
sufficient  time  in  an  already  overcrowded 
curriculum,  and  he  needs  the  aid  of  modern 
audio-visual  teaching  apparatus. 

To  my  knowledge,  the  teaching  of  neuro- 
surgery has  never  been  satisfactorily  inte- 
grated, at  the  undergraduate  level,  with  the 
teaching  of  allied  specialties,  although  this 
integration  is  a  matter  of  continuing  thought 
among  people  of  good  intent  in  our  medical 
school.  The  medical  student  approaching  his 
third  year  of  study  should  have  a  working 
foundation  in  neuro-anatomy,  neurophysiol- 
ogy, and  neuropathology — subjects  that  have 
dismayed  the  medical  student  in  his  approach 
to  the  greatest  single  system  of  the  human 
body.  The  neurosurgeon  perhaps  would  pre- 
fer that  the  student  know  Avell  the  two  great 
afferent  tracts  of  the  spinal  cord  and  the 
single  efferent  tract  rather  than  the  total 
number  of  tracts  (Is  it  20  or  23?)  in  the 
spinal  neuro-axis.  The  neurosurgeon  has 
rarely  been  asked  his  opinion  of  preclinical 
teaching,  or  if  he  has  been  consulted,  the 
academic  tradition  has  persisted  with  its 
vast,  practically  indigestible  mass  of  ana- 
tomic and  physiologic  facts. 

The  neurosurgeon  should  also  expect  his 
close  colleague,  the  neurologist,  to  be  respon- 
sible for  the  teaching  of  the  standard  neuro- 
logic examination.  As  I  have  stated,  the  inte- 
gration of  medical  student  teaching  can  be 
achieved,  slowly  but  adequately,  on  the  lower 
echelon  of  medical  school  administration  by 
people  of  good  will.  It  is  not  a  matter  of  pro- 
found concern  but  simply  one  which  requires 
a  concerted  effort. 

Postgraduate  Instruction 
The  problem  of  postgraduate  teaching, 
with  its  end  point  of  professional  competence, 
is  inseparable  from  the  problems  of  research 
and  the  care  of  patients.  The  neurosurgeon 
has  ventured,  in  the  period  of  expansion  to 
which  I  have  referred,  into  neurophysiology, 
neurology,  neuro-anatomy,  and  neuropathol- 
ogy. There  is  no  valid  reason  why  the  mature, 
technically  adept  neurosurgeon  should  not 
pursue  his  individual  investigative  bent  into 
allied  specialties  or  into  such  matters  as  pro- 
tein chemistry,  isotope  studies,  or  the  theory 
of  ultrasonic  tissue  destruction.  Many  of  his 
problems  will  be  suggested,  however,  by  the 
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arduous  task  of  caring  for  patients.  Our  first 
duty,  then,  to  the  postgraduate  student  is  to 
qualify  him  to  operate  upon  the  human  nerv- 
ous system.  He  must  be  made  to  realize  that 
technical  neurosurgery  designed  to  alleviate 
suffering  is  a  sound,  dignified  specialty  in  its 
own  right. 

The  postgraduate  student  must  have  a 
basic  knowledge  of  allied  specialties.  Much 
knowledge  of  neurosurgical  anatomy,  neuro- 
surgical pathology,  neurosurgical  radiology, 
and  the  like  may  be  obtained  on  a  well  estab- 
lished neurosurgical  service.  Definitive  train- 
ing and  discipline  in  organic  neurology  must 
be  obtained  outside  the  neurosurgical  service, 
not  only  to  increase  the  future  earning  power 
of  the  neurosurgeon,  but  to  afford  him  the 
specific  knowledge  and  viewpoint  of  the  neu- 
rologist, this  physician  who  has  so  sorely 
belabored  the  neurosurgeon  in  recent  years'2'. 
It  is  likewise  essential  for  the  postgraduate 
student  to  enter  a  laboratory,  no  matter  what 
name  it  bears,  and  be  quite  free  therein  of 
responsibility  for  the  care  of  patients.  Our 
future  problems  will  be  solved  by  experience 
and  perhaps  even  more  by  the  pressure  of 
fresh  minds. 

The  Relation  Between  Administrative 

Structure  and  the  Teaching  of 

Neurosurgery 

At  its  best,  such  a  program  involves  inte- 
gration with  many  allied  specialties,  some 
of  which  are  not  closely  related.  It  behooves 
us,  therefore,  to  examine  the  administrative 
structure  of  our  medical  schools  and  great 
government  institutions  to  see  whether  or 
not  such  integration  can  be  achieved  on  any 
basis  other  than  that  already  noted. 

When  we  examine  these  structures,  we 
find  that  the  philosophies  of  Halsted  and 
Osier  still  prevail;  that  the  general  surgeon 
and  the  general  medical  man  reign  supreme. 
However,  if  one  scratches  the  back  of  an 
academic  general  surgeon  in  these  modern 
times,  he  usually  finds  a  thoracic  surgeon, 
since  this  is  the  last  special  field  not  already 
invaded  by  more  enterprising  fellows.  If  one 
pursues  a  similar  search  among  general  med- 
ical men,  he  usually  finds  a  doctor  engaged 
in  catheterizing  the  cardiac  chambers,  or 
espousing  the  cause  of  the  newer  antibiotics 
or  the  most  recent  adrenal  preparation.  It  is 
evident  that  the  general  surgeon  and  the 
general  medical  man  are  lost  souls — lost  not 
in  what  has  erroneously  been  called  speciali- 
zation, but  in  an  expanding  knowledge  of  the 


human  body  too  great  to  be  encompassed  by 

one  mind:  Dean  Rappleye,  in  a  discussion  of 

medical  personnel,  has  stated  : 

"Another  noteworthy  factor  is  the  trend  toward 
specialization  and  the  need  of  cooperation  and  team- 
work as  represented  by  group  practice.  Knowledge 
of  the  diagnosis,  treatment  and  prevention  of  dis- 
ease is  far  in  advance  of  its  application  to  the  needs 
of  individuals  and  the  community.  Today  no  single 
individual  can  master  the  entire  field  of  medicine. 
Specialization  is  inevitable  and,  within  limits,  de- 
sirable but  it  must  be  coupled  with  the  proper  group- 
ing of  skills  and  talents  to  provide  every  patient. 
as  far  as  possible,  with  the  highest  quality  of 
health  care."'3' 

It  is  my  feeling  that  the  doctrine  of  whole- 
some mediocrity  in  our  medical  school  struc- 
ture must  eventually  be  superseded  by  a 
structure  designed  to  integrate  the  care  of 
patients,  research,  and  teaching  in  terms  of 
body  systems.  This  structural  change  has  al- 
ready been  accepted  in  the  study  of  disease 
of  the  chest  by  Doan'4'  and  contemplated  in 
diseases  of  the  brain  by  Ward'5'.  The  concept 
of  a  well  rounded  doctor  must  be  scrutinized 
with  critical  eyes,  lest  we  be  deceived  by  what 
is  actually  a  well  rounded  phrase. 

What  the  present  day  medical  school  struc- 
ture does  to  the  interest  of  individuals 
trained  in  the  study  of  the  brain  and  its  ap- 
pendages as  a  whole  is  illustrated  in  figure 
1.  Patients  with  identical  nervous  systems 
are  studied  on  three  separate  services  during 
life,  and  on  still  a  fourth  after  death.  Three 
of  these  study  groups  are  under  the  super- 
vision of  personnel  whose  interest  in  this 
field  may  be  solely  administrative.  It  is  to 
the  credit  of  the  people  who  guide  our  des- 
tinies in  medical  schools  that  the  professors 
of  surgery  and  medicine  have  been  selected 
not  only  because  they  are  good  doctors  but 
because  they  are  adept  administrators.  In 
government  medicine,  where  at  times  chance 
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rather  than  astute  selection  governs  the 
choice  of  administrative  personnel,  this  per- 
pendicular design  of  command  function  may 
lead  to  petty  autocracy,  under  which  all  inte- 
grated study  of  body  systems  is  doomed  to 
failure,  or  at  the  best,  to  a  "well  rounded" 
level  of  wholesome  mediocrity. 

Possibilities  for  the  Future 
We  possess  at  this  time  only  a  pattern  for 
the  integration  of  postgraduate  teaching, 
care  of  patients  and  research,  and  I  do  not 
advocate  an  immediate  change.  Pilot  studies, 
which  should  be  useful  in  proving  our  prem- 
ise, can  be  made.  I  urge  a  free  examination 
of  our  present  day  closely  compartmentalized 
study  of  a  single  body  system.  Penfield,  in  a 
recent  address,  has  phrased  the  matter  well : 

"Tomorrow?  What  of  Tomorrow?  I  believe  that 
a  new  day  will  dawn  tomorrow  and  that  in  its  light 
will  be  found  an  understanding  of  the  nervous  sys- 
tem. Mental  as  well  as  physical  activity  will  then 
be  recognized  as  a  function  of  the  brain  and  neuro- 
surgery and  psychiatry  will  gradually  lose  the  sepa- 
rate authority  conferred  upon  them  by  ignorance 
until  there  remains  only  neurology.  Neurology  will 
then  stand  forth  as  a  single  discipline  to  which  in- 
ternists, psychologists,  surgeons,  chemists  and 
physiologists  will  contribute."^' 

For  the  word  "neurology,"  I  would  simply 
substitute  the  phrase,  "the  study  of  the 
brain." 
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Abstract  of  Discussion 

Dr.  Eben  Alexander  (Winston-Salem) :  Neuro- 
surgery is  a  new  speciality  and,  as  such,  is  a  some- 
what disquieting  specialty.  It  hasn't  gotten  itself 
affixed  in  any  rut,  and  it  therefore  finds  itself  be- 
coming integrated  with  unexpected  subjects. 

Dr.  Woodnall  has  touched  upon  the  problem  of 
undergraduate  teaching  in  medical  schools.  We  are 
a  young  school  at  Bowman  Gray,  and  we  have  had 
an  opportunity  to  integrate  the  medical  curriculum 
without  being  hampered  by  precedent.  Our  feeling 
is  that  integration  really  depends  upon  the  ability 
of  the  chiets  of  service  and  those  under  them  to 
work  together.  When  a  school  or  a  project  gets  too 
large,  integration  is  more  difficult. 

In  our  undergraduate  teaching  we  have  integrated 
neurology  and  neurosurgery  to  the  extent  that  the 
courses  are  actually  synonymous.  A  lecture  by  the 
neurologist  on  degenerative  diseases  of  the  spinal 
cord  may  be  followed  by  the  neurosurgeon's  discus- 
sion of  spinal  cord  tumors.  When  the  neurologist 
discusses  epilepsy,  the  neurosurgeon  may  talk  on 
head  injuries.  We  try  to  put  the  emphasis  on  prob- 
lems which  occur  in  general  practice. 

It  is  important  that  there  be  more  than  one  portal 
of  entry  to  a  specialty.  The  boards  should  provide 
many  portals  through  which  a  man  can  enter  any 
special  field,  provided  he  is  well  qualified.  For  ex- 
ample, I  have  known  several  men  who  have  almost 
completed  their  training  in  neuropsychiatry,  and 
then  have  decided  to  go  into  neurosurgery.  Those 
men  should  not  be  made  to  take  six  or  seven  addi- 
tional years  of  training  to  acquire  the  additional 
bits  of  proficiency  which  they  need. 

I  would  like  to  re-emphasize  the  importance  of 
a  period  of  maturation  in  a  laboratory.  This  period 
should  be  devoted  chiefly  to  original  work  on  a 
problem  of  the  candidate's  own  choosing.  At  the 
end  of  a  year  he  will  find  that  he  has  only  just 
begun,  and  that  he  had  better  spend  three  or  four 
years,  if  he  can  afford  it,  on  the  problem,  and  sub- 
sequently carry  that  same  interest  into  practice. 


What  psychiatry  is  not.  —  Psychiatry  is  not  a 
branch  of  the  moving  picture  industry  and  ancillary 
to  its  box  office.  Psychiatry  is  not  a  religious  sect, 
in  which  people  believe  or  do  not  believe.  Psychi- 
atry is  not  a  universal  specialty,  which  can  solve 
the  affairs  of  state,  the  housing  problem,  the  prob- 
lem of  race  prejudice — which  can  wind  up  the  uni- 
verse every  night  at  midnight  and  be  sure  every- 
thing is  running  smoothly.  Psychiatry  is  not  a  pub- 
lisher's delight.  Psychiatry  is  not  even  a  line  of- 
ficer's means  of  separating  men  from  the  armed 
services.  Psychiatry  is  not  a  propaganda  machine. 
Nor  is  psychiatry  a  lucrative  way  of  entertaining 
suburban  ladies.  No,  psychiatry  is  not  any  of 
these,  although  all  these  things  may  have  been  done 
under  pseudo-psychiatric  banners,  with  great  flour- 
ishes and  an  atmosphere  of  propaganda.  —  C. 
Charles  Burlingame:  The  Rule  of  Reason  in  Psy- 
chiatry,  Connecticut   M.J.   14:493    (June)    1950. 


Overspecialization  is  the  chief  cause  of  faulty 
distribution  of  physicians,  of  the  high  cost  of  medi- 
cal care,  of  unnecessary  use  of  hospitals  and  of 
much  unsatisfactory  treatment.  Our  state  and  na- 
tional organizations  are  at  last  awakening  to  its 
dangers,  though  they  have  as  yet  done  little  to  curb 
it.  This  could  be  accomplished  by  making  three  years 
of  general  practice  one  of  the  requirements  for  spe- 
cialization. This  used  to  be  the  custom.  It  would  go 
far  toward  limiting  the  number  and  improving  the 
work  of  specialists. — W.  D.  Gatch:  The  Preservation 
of  General  Practice,  J.  Indiana  M.  Assoc.  41:826 
(August)   1948. 
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Vernon  Kinross-Wright,  B.M.,  B.S.,  D.P.M. 

Durham 

That  child  psychiatry  was  a  late  arrival 
in  this  state  is  perhaps  not  altogether  an  un- 
fortunate circumstance,  since  it  allows  us  to 
make  full  use  of  experience  obtained  in  other 
areas.  The  neurology  of  childhood  has  long 
been  a  major  interest  of  pediatricians,  and 
pediatric  medicine  has  earned  an  honored 
position  in  many  centers  throughout  the 
state.  With  few  exceptions,  however,  little 
thought  has  been  given  to  the  obvious  need 
for  closely  relating  these  several  disciplines, 
both  in  practice  and  in  medical  education. 

Dr.  W.  C.  Davison  of  Duke  has  stated,  in 
one  of  his  important  contributions  to  this  sub- 
ject, that  90  per  cent  of  all  pediatric  cases 
are  handled  by  general  practitioners,  who 
devote  between  20  and  30  per  cent  of  their 
time  to  this  obligation.  It  follows  that  the 
pediatric  instruction  received  by  the  average 
doctor  today  does  not  adequately  equip  him 
to  supervise  the  sound  and  healthy  develop- 
ment of  future  citizens.  Both  pediatric  medi- 
cine and  child  psychiatry  have  a  common  aim 
— prevention.  Their  terms  of  reference  cen- 
ter around  the  normal  rather  than  the  ab- 
normal. Although  the  neurologic  problems 
of  childhood  are  in  many  cases  not  amenable 
to  therapy,  they  nevertheless  require  a  broad 
psychobiologic  approach. 

Psychiatric  concepts  have  often  proved 
unpalatable  to  pediatricians.  The  common 
sense  psychiatry  of  Adolf  Meyer  was  more 
appealing  and  led  to  the  first  demonstration 
(Kanner's  Clinic  in  the  Harriet  Lane  Home 
in  Johns  Hopkins)  that  pediatrics  and  child 
psychiatry  need  each  other.  In  spite  of  the 
impetus  given  by  this  move,  the  medical 
student  had  to  remain  content  with  the  same 
old  kind  of  pediatric  and  psychiatric  teach- 
ing. In  the  last  decade,  however,  members  of 
both  branches  have  shown  an  increasing  de- 
sire to  cooperate.  On  the  whole,  psychiatrists 
have  taken  the  initiative,  and  to  some  extent 
perhaps  have  irritated  pediatricians  by  their 

*  This  paper  is  a  summary  of  a  more  comprehensive  report 
which  the  authors  hope  to  publish  at  a  later  date. 


seeming  impatience.  The  merging  (not  sub- 
merging) of  two  specialties  is,  after  all,  a 
reversal  of  the  usual  trend  of  medical  evolu- 
tion, which  commonly  is  characterized  by 
fission ! 

Correlation   of  Pediatric   and  Neuro- 
psychiatric  Teaching  in  North  Carolina 

In  the  medical  schools 

We  shall  now  give  a  concise  account  of  the 
activities  in  North  Carolina  which  are  appo- 
site to  this  discussion.  Duke  University 
School  of  Medicine  is  fortunate  in  having, 
both  in  pediatrics  and  in  psychiatry,  men  of 
broad  outlook.  According  to  Professor  Hoh- 
man,  senior  students  attend  the  Child  Guid- 
ance Clinic  once  a  week  during  one  whole 
quarter.  They  take  part  in  conferences,  with 
the  whole  clinic  team  participating.  The  pedi- 
atric outpatient  service  is  visited  by  a  social 
worker  and  by  one  of  the  trainees  in  child 
psychiatry,  particularly  for  research  pur- 
poses. Both  undergraduates  and  residents 
have  an  opportunity  to  become  acquainted 
with  pediatric  psychiatry  on  the  wards,  since 
consultations  between  the  two  services  are 
frequent.  More  recently  patients  have  been 
admitted  to  the  pediatric  ward  for  survey 
prior  to  lobotomy  and  arteriovenous  shunt 
operations. 

On  the  graduate  level  pediatric  residents 
are  assigned  to  the  Child  Guidance  Clinic, 
and  are  encouraged  to  consult  with  the  psy- 
chiatrists about  their  cases  on  the  pediatric 
service.  As  yet  no  opportunity  is  given  to 
trainees  in  child  psychiatry  to  work  in  the 
pediatric  clinic,  though  at  the  present  time 
cue  of  these  trainees  is  already  certified  by 
the  American  Board  of  Pediatrics. 

The  relationship  between  the  two  discip- 
lines seems  to  be  excellent,  and  methods  for 
increasing  collaboration  in  treatment  and 
teaching  are  constantly  being  studied. 

The  more  recently  established  Bowman 
Gray  School  of  Medicine  does  not  have  at  the 
present  time  a  large  enough  psychiatric  staff 
to  carry  out  the  teaching  program  envisaged. 
Professor  Lawson  is  actively  interested  in 
the  social  and  psychiatric  aspects  of  child- 
hood disease.  There  is  an  excellent  relation- 
ship between  him  and  the  Child  Guidance 
Clinic,  which  functions  twice  weekly.  One 
of  the  pediatric  residents  is  assigned  to  this 
clinic.  A  large  number  of  the  cases  seen  in 
the  clinic  are  worked  up  in  the  pediatric 
department  before  referral.  Although  under- 
graduates do  not  attend  the  Child  Guidance 
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Clinic,  they  become  acquainted  with  psychi- 
atric concepts  in  the  Pediatric  Outpatient 
Department  during  their  third  and  fourth 
years.  It  is  planned  to  add  to  the  pediatric 
staff  a  man  who  is  trained  in  child  guidance 
work,  and  in  the  near  future  to  establish 
ward  consultations  with  the  child  guidance 
team. 

In  the  outpatient  clinic  for  convulsive  dis- 
orders and  neurologic  conditions  in  children, 
held  once  a  week,  students  work  up  the  cases, 
which  are  studied  from  both  the  psychiatric 
and  the  pediatric  angle.  The  didactic  instruc- 
tion in  childhood  neurology  is,  as  in  most 
medical  schools,  the  direct  responsibility  of 
the  pediatricians. 

Outside  the  medical  schools 

Outside  the  two  four-year  medical  schools, 
there  are  few  resources  in  the  state  for  col- 
laboration between  pediatricians  and  child 
psychiatrists.  With  one  exception,  the  child 
guidance  clinics  throughout  the  state  make 
little  use  of  pediatricians,  and  have  largely 
been  neglected  as  valuable  teaching  facilities. 
The  Charlotte  Mental  Hygiene  Clinic  — 
which,  incidentally,  was  the  first  in  the  state 
—  cooperates  actively  with  pediatricians, 
though  the  latter  do  not  form  part  of  the 
clinic  staff.  In  1946  and  1947,  psychiatric 
trainees  from  Duke  University  spent  some 
months  in  the  clinic  under  the  auspices  of 
Professor  Lyman  and  the  former  director  of 
the  clinic,  Dr.  Suitt.  In  1948  Dr.  Hohman 
placed  two  of  his  trainees  in  the  clinic  to 
work  on  special  projects  in  child  health  under 
his  supervision.  The  responsibility  for  fi- 
nancing this  training  was  initially  assumed 
by  the  local  community,  and  later  by  the  state. 
Because  of  staff  problems  and  distances  in- 
volved, this  scheme  has  been  abandoned. 

Except  in  the  two  medical  schools  there 
appear  to  be  no  arrangements  for  teaching 
pediatric  psychiatry  to  hospital  interns  and 
residents  in  North  Carolina. 

While  the  present  picture  in  this  state  is 
vastly  different  from  that  of  ten  years  ago, 
the  teaching  of  pediatric  neurology  and  psy- 
chiatry is  still  very  inadequate.  Shortage  of 
adequately  trained  personnel  is  probably  the 
most  important  obstacle,  since  there  seems 
to  be  no  lack  of  interest.  Although  coopera- 
tion is  evident,  the  two  disciplines  (pediatrics 
and  neuropsychiatry)  function  in  relatively 
water-tight  compartments.  In  the  medical 
school  this  is  admissible  to  some  extent,  since 
graduate  teaching  involves  the  acquisition  of 


specialized  skills  which  are  not  of  general 
usefulness. 

In  the  community,  however,  there  is  no 
excuse  for  insulation  of  the  child  guidance 
clinic  from  the  hospital  and  the  pediatric 
service,  nor  for  the  aloofness  of  the  pedia- 
tricians from  community  and  social  prob- 
lems. Pediatric  pyschiatry  is  the  very  basis 
of  public  health.  The  State  Health  Officer  is 
keenly  aware  of  this  fact,  and,  by  virtue  of 
his  control  of  funds  available  through  the 
federal  mental  health  act,  is  in  a  strong  posi- 
tion to  influence  future  trends.  The  State 
Welfare  Department  has  for  some  time  of- 
fered psychiatric  and  psychologic  services  to 
children,  and  its  work  is  closely  related  to 
child  health.  The  state  school  system  appears 
to  have  neglected  its  unrivaled  opportunity 
to  contribute  to  preventive  hygiene,  though 
it  has  paid  some  rather  perfunctory  attention 
to  the  physical  health  of  its  charges.  It  is 
encouraging  to  learn  that  the  Superintendent 
of  the  Charlotte  city  schools  has  employed 
two  school  psychologist?  with  funds  made 
available  for  child  health  purposes. 

The  National  Picture 

Before  considering  what  might  be  done  to 
implement  the  liaison  between  pediatrics  and 
child  psychiatry,  let  us  see  what  conclusions 
can  be  drawn  from  achievements  elsewhere. 

The  several  conferences  on  psychiatric  ed- 
ucation held  by  the  National  Mental  Hygiene 
Foundation  brought  out  very  strongly  the 
great  interest  in  the  matter  which  has  been 
aroused  throughout  the  country.  In  most  cen- 
ters there  is  close  cooperation  between  pedi- 
atricians and  neuropsychiatrists,  through 
conferences  or  through  the  exchange  of  staff 
and  students.  In  a  few  cases  psychiatric  per- 
sonnel are  employed  directly  by  the  pediatric 
department,  while  occasionally  the  converse 
is  true.  In  other  instances  the  pediatrician 
assumes  responsibility  for  all  pediatric  cases, 
whether  they  are  behavior  problems  or  not, 
and  the  psychiatrist  acts  as  his  assistant. 
Under  this  arrangement  the  social  workers 
and  other  ancillary  personnel  are  directly 
attached  to  the  pediatric  service.  Some  child 
guidance  clinics  have  a  pediatrician  as  a 
member  of  their  staff,  and  some  pediatric 
departments  employ  a  full  time  social  worker 
without  actual  psychiatric  assistance. 

Goals  and  Aims 
Nearly  all  pediatricians  and  child  psychia- 
trists agree  that  adequate  correlation  of  their 
functions  depends,  not  only  on  intellectual 
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acceptance  of  the  concept,  but  on  genuineness 
of  motive.  The  report  of  the  departmental 
committee  on  medical  schools  in  England  il- 
lustrates the  attitude  that  must  be  aban- 
doned. Discussing  the  teaching  of  pediatrics 
to  undergraduate  medical  students,  it  says, 
"Arrangements  should  be  made  to  enlist  the 
help  of  psychiatrists  in  the  teaching  of  prob- 
lems of  behavior  which  cannot  be  related  to 
organic  disorder."  This  statement  certainly 
does  not  imply  a  social  and  developmental 
viewpoint.  Gesell's  belief  that  developmental 
pediatrics  should  be  taught  as  a  subspecialty 
of  pediatric  medicine  also  suggests  pluralistic 
conception. 

The  aim  of  the  child  psychiatrist  is  to  make 
the  psychobiologic  approach  to  sick  and 
healthy  children  and  to  their  families  an  in- 
tegral part  of  pediatric  thinking.  The  pedia- 
trician is  aware  of  his  need  for  such  an  atti- 
tude, particularly  since  half  his  time  is  oc- 
cupied by  parents  rather  than  by  children. 
If  the  practicality  of  mental  hygiene  can  be 
shown,  there  is  no  one  more  anxious  than  the 
pediatrician  to  adopt  it. 

The  medical  schools  of  North  Carolina 
have  begun  to  accomplish  this  aim.  There 
still  should  be  more  opportunities  for  stu- 
dents, both  before  and  after  graduation,  to 
see  the  two  disciplines  of  pediatrics  and 
neuropsychiatry  working  hand  in  hand.  Ped- 
iatrics should  make  greater  use,  not  only  of 
the  psychiatrist  but  of  the  other  personnel  of 
the  child  guidance  clinic.  Undergraduate 
teaching  should  be  oriented  from  the  general 
practitioner's  point  of  view,  toward  the  end 
that  the  majority  of  behavior  problems  can 
be  treated  without  resort  to  specialized  as- 
sistance. More  emphasis  should  be  laid  on  the 
developmental  patterns  of  children,  not  only 
from  the  viewpoint  of  physical  growth,  but 
also  from  the  standpoint  of  personality 
growth.  Psychiatric  problems  should  be  given 
more  attention  on  the  pediatric  service,  and 
more  use  should  be  made  of  the  whole  psy- 
chiatric team  under  the  direction  of  the  pedi- 
atrician. Social  workers  and  psychologists 
have  a  valuable  contribution  to  make  toward 
the  correct  orientation  of  the  student. 

Outside  the  medical  school,  a  much  closer 
relationship  should  be  established  among  the 
child  guidance  clinic,  the  practicing  pedia- 
trician, and  the  general  practitioner.  It  might 
be  feasible  for  the  child  guidance  clinics  to 
move  en  bloc  into  the  pediatric  outpatient  de- 
partment of  a  hospital  for  one  day  or  more 
each  week.  Greater  use  could  well  be  made 


by  the  medical  schools  of  the  unrivaled  oppor- 
tunities offered  by  such  an  arrangement  for 
seeing  pediatrics  against  its  true  background 
of  community  health  and  social  well-being. 

Abstract  of  Discussion 

Dr.  Robert  J.  Murphy  (Chapel  Hill):  This  subject 
is  one  in  which  the  School  of  Public  Health  and  the 
State  Board  of  Health  are  particularly  interested 
at  this  time,  from  the  standpoint  of  mental  hygiene. 
There  is  certainly  a  need  for  a  closer  relationship 
between  pediatricians  and  psychiatrists.  Dr.  Gesell 
has  stated  that  the  relation  of  psychiatry  to  pedia- 
trics may  take  one  of  two  trends:  (1)  emphasis  on 
abnormal  aspects  of  human  behavior,  or  (2)  empha- 
sis on  the  normal,  healthy  mental  and  emotional 
growth  of  children,  which  is  mental  hygiene.  A  study 
of  the  nature  and  needs  of  normal  growth  from 
both  a  physical  and  a  mental  standpoint  is  needed. 

The  United  States  Public  Health  Service  has  esti- 
mated that  about  30  million  people  in  the  United 
States — or  about  1  out  of  every  5 — have  required 
the  services  of  mental  hygiene  clinics.  Most  of  these 
are  adults,  but  the  pediatrician  realizes  that  all 
these  adults  were  once  children.  These  figures  pre- 
sent a  challenge  to  the  pediatrician  in  public  health, 
and  to  other  people  interested  in  children,  to  do 
something  about  the  mental  hygiene  of  childhood, 
in  order  to  prevent  disturbances  in  later  life.  In 
North  Carolina,  one  third  of  whose  population  is 
under  15  years  of  age,  the  challenge  to  pediatricians 
is  tremendous. 

North  Carolina  has  come  a  long  way  since  the 
American  Academy  of  Pediatrics  made  a  survey  of 
child  health  services  in  1944.  At  that  time,  there, 
were  only  three  child  guidance  clinics;  now  there 
are  seven.  We  hope  that  the  University  Hospital 
and  four-year  medical  school  to  be  built  at  Chapel 
Hill  will  provide  a  child  guidance  center  staffed  by 
a  pediatrician  as  well  as  a  psychiatrist.  There  is 
also  a  possibility  that  a  Child  Guidance  Center  may 
be  developed  in  association  with  the  Greensboro 
Health  Department. 

As  you  know,  the  mental  health  authority  for 
North  Carolina  has  been  transferred  to  the  State 
Board  of  Health.  This  gives  us  a  chance  to  take  the 
mental  hygiene  program  into  the  local  health  de- 
partments. 

Both  the  pediatrician  and  the  general  practitioner 
need  to  know  more  about  the  mental  hygiene  of  the 
child.  I  would  like  to  see  in  this  state  better  facilities 
for  training  pediatricians  in  mental  health  and  child 
psychiatry.  I  would  like  to  see  members  of  the 
pediatric  house  staff  of  the  medical  schools  attend 
child  guidance  centers  as  much  as  they  attend  well- 
baby  clinics  and  preschool  clinics.  I  would  like  to 
see  the  Public  Health  Department,  which  has  been 
placed  in  the  position  of  responsibility,  develop  a 
well-rounded  and  integrated  program  of  mental 
health  in  this  state. 

Dr.  Leslie  B.  Hohman  (Durham):  I  think  we  have, 
at  Duke,  the  first  all-day  child  guidance  clinic  in 
the  state.  Our  first  problem  is  to  train  personnel. 
This  year  we  are  giving  a  course  in  the  develop- 
mental study  of  infancy  and  childhood  to  a  group 
in  the  nursing  school,  and  next  year  that  group  will 
be  extended  to  include  medical  students  and  interns. 

We  must  do  more  to  train  personnel  at  home,  so 
that  we  will  not  have  to  rely  on  getting  people  from 
the  outside  to  come  in  and  do  the  work  here  in  the 
state.  I  believe  that  if  we  can  obtain  more  funds  to 
train  young  doctors,  more  mental  hygiene  clinics  and 
child  guidance  clinics  will  be  established  in  the  state. 

Another  thing  that  seems  to  be  tremendously  im- 
portant is  to  expand  the  field  of  parental  education, 
and  to  invade  the  school  systems  of  the  state.  The 
number   of   problems   and  failures   that   arise   from 
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lack  of  knowledge  of  simple,  elementary  educational 
problems  is  tremendous.  We  realize  that  40  per  cent 
of  all  school  children  are  retarded  in  reading.  A 
large  number  of  the  problems  resolve  themselves 
around  the  inability  of  the  child  to  read,  a  problem 
that  is  practically  unrecognized  in  the  school  system 
of  North  Carolina. 


RECENT  DEVELOPMENTS  IN  THE 

TEACHING  OF  COMPREHENSIVE 

MEDICINE* 

Maurice  H.  Greenhill,  M.D., 

William  N.  Fitzpatrick,  M.D. 

and 

Klaus  W.  Berblinger,  M.D. 

Durham 

One  of  the  difficult  and  as  yet  unsolved 
current  problems  in  medical  education  is  the 
teaching  of  the  social  and  emotional  com- 
ponents in  disease.  Segmentation  of  the  dis- 
ciplines of  medicine  has  led  to  the  assign- 
ment of  this  phase  of  teaching  to  the  psy- 
chiatric curricula  of  medical  schools.  Be- 
cause of  the  nature  of  psychiatric  disorders 
the  social  and  emotional  components  of  such 
diseases  have  been  more  obvious  than  in  other 
types  of  disorders,  and  therefore  in  the  his- 
tory of  the  development  of  psychiatry,  tech- 
niques and  skills  in  appraising  and  hand- 
ling these  components  evolved  in  the  hands 
of  psychiatrists  as  a  result  of  an  obvious 
and  pressing  need.  Basically  there  is  no  rea- 
son why  the  variables  of  social  and  emo- 
tional stresses  as  concomitants  of  the  disease 
process  should  be  the  special  prerogative  of 
the  psychiatrist.  It  is  simply  that  the  pa- 
tient has  determined  that  in  the  historical 
development  of  medicine  the  psychiatrist  had 
to  wrestle  with  these  problems  first.  Patients 
whose  illnesses  lead  them  into  other  disci- 
plines of  medicine  possess  factors  in  health 
and  disease  which  screen  the  social  and  emo- 
tional components  more  effectively  from  the 
clinical  eye  of  the  professional  person. 

This  concept  is  leading  to  a  reorientation 
in  medical  education.  Impetus  is  given  to  this 
by  the  increasing  awareness  of  the  necessity 
of  considering  the  social  and  emotional  com- 
ponents in  the  disease  process  of  every  pa- 
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tient  and  of  the  wisdom  of  dealing  with  the 
patient  by  a  holistic  approach.  Hard  reality, 
outlined  by  statistical  evidence,  adds  pres- 
sure to  the  necessity  of  infiltrating  a  more 
comprehensive  approach  into  the  diagnostic 
techniques  and  treatment  skills  of  all  types 
of  medical  personnel,  in  addition  to  those  be- 
ing trained  in  the  psychiatric  disciplines. 
There  are  not  now,  and  it  seems  unreasonable 
to  expect  that  there  will  be  in  our  lifetime, 
enough  psychiatric  personnel  to  take  the  re- 
sponsibility for  the  management  of  the  emo- 
tional problems  of  sick  individuals.  The  trend 
now  is  to  train  non-psychiatric  medical  per- 
sonnel in  orientation  and  techniques  to  be 
utilized  in  the  evaluation  and  management  of 
such  patients.  Such  a  trend  is  designed  to 
prepare  general  practitioners  of  medicine, 
hospital  nurses,  public  health  officers  and 
nurses,  and  specialists  in  other  disciplines 
of  medicine  to  perform  a  triple  task ;  namely, 
that  they  themselves  deal  with  minor  psy- 
chiatric problems,  evaluate  and  manage  the 
emotional  and  social  components  in  any  pa- 
tient with  any  disease,  and,  finally,  contribute 
to  the  maintenance  of  the  emotional  health 
in  patients  and  their  families.  It  is  obvious 
that  many  problems  take  root  here.  For  ex- 
ample, is  it  possible  for  non-psychiatric  med- 
ical personnel  to  perform  these  functions; 
what  are  the  limitation  of  these  roles;  and, 
finally,  how  can  these  functions  be  taught 
with  the  limitations  of  time  imposed  on  such 
education  and  in  face  of  the  emotional  re- 
sistance which  non-psychiatric  medical  per- 
sonnel raise  against  such  an  orientation? 

Comprehensive  medicine  is  a  term  which 
implies  that  the  science  of  variables  has  been 
added  to  medicine.  Comprehensive  medicine 
deals  with  disease  and  health  processes  in 
terms  of  the  relative  values  of  the  several 
components  of  the  living  organism.  These 
components  include  physiological  and  bio- 
chemical factors,  symptom  manifestation, 
mechanisms  of  adaptation  to  stress,  inter- 
personal relationships,  and  social  and  emo- 
tional stimuli  and  reactions.  Comprehensive 
medicine,  as  the  term  implies,  is  a  more  all- 
inclusive  science  than  psychosomatic  medi- 
cine, which  appears  to  have  limited  itself 
either  to  proving  that  life  situations  are  re- 
lated to  changing  physiological  processes  or 
to  classifying  psychodynamic  patterns  in  dis- 
ease entities.  It  is  more  than  psychotherapeu- 
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tic  medicine,  which  deals  with  the  applica- 
tion of  psychotherapeutic  techniques  to  other- 
disciplines  of  medicine  besides  psychiatry. 
It  is  even  more  than  social  medicine,  which 
highlights  the  variable  of  social  pathology 
as  a  component  of  health  and  disease.  Com- 
prehensive medicine  is  all  these  and  more; 
it  is  a  method  of  recognizing,  evaluating,  and 
treating  all  of  the  physical,  social,  and  emo- 
tional variables  which  are  an  integral  part 
of  the  disease  process  in  their  order  of  rela- 
tive importance. 

The  teaching  of  comprehensive  medicine 
is  difficult  because  it  must  necessarily  in- 
volve the  student  in  a  different  orientation 
from  the  one  which  he  is  customarily  given 
in  his  medical  education.  Whereas  there  is 
so  much  to  be  learned  by  the  student  con- 
cerning the  physical  factors  in  disease, 
taught  to  him  principally  by  instructors  who 
themselves  have  been  operating  under  a  mon- 
istic "cause  and  effect"  approach,  they  are 
now  confronted  with  two  other  variables,  the 
social  and  emotional  ones,  which  give  them 
three  areas  to  deal  with  instead  of  one.  Fur- 
thermore, when  they  find  that  the  physical 
area  no  longer  has  the  supreme  value  and, 
indeed,  is  even  distorted  and  made  relatively 
less  valid  by  the  influence  of  the  two  other 
areas  upon  it,  a  reaction  of  insecurity  ensues 
as  a  result  of  this  increasing  complexity.  It 
has,  up  until  now,  been  possible  for  medical 
students  to  possess  a  degree  of  security  by 
concentrating  upon  physical  factors  and  rele- 
gating the  social  and  emotional  factors  to 
the  department  of  psychiatry.  Often  this  de- 
partment is  in  another  section  of  the  hospital 
or  in  a  different  building,  and  deals  with 
patients  who,  to  the  students,  are  in  an  en- 
tirely different  category  from  the  medical 
patient.  Under  such  a  system  most  of  them 
cannot  really  learn  comprehensive  medicine. 

Several  programs  have  been  tried  in  teach- 
ing comprehensive  medicine.  One  such  pro- 
gram is  the  teaching  of  psychopathology  and 
psychodynamics  to  medical  students,  and  ex- 
posure of  the  students  to  psychiatric  pa- 
tients. The  expectation  here  is  that  the 
knowledge  and  experience  so  accrued  will  be 
applied  to  patients  in  other  areas  of  medi- 
cine. The  current  tendency  is  to  add  hours 
to  the  psychiatric  curriculum  to  make  this 
method  more  effective  than  it  has  been  here- 
tofore, more  of  the  hours  being  devoted  to 
the  teaching  of  psychosomatic  medicine  and 


psychotherapeutic  medicine.  In  only  a  few 
schools  of  medicine  has  such  teaching  gone 
beyond  the  lecture  stage  into  practical  ex- 
perience with  medical  patients.  In  a  growing 
number  of  training  centers  psychosomatic 
conferences  are  held  by  the  department  of 
psychiatry  for  the  medical  school  and  uni- 
versity hospital.  These  conferences,  although 
helpful,  generally  attract  only  a  limited  num- 
ber of  interested  persons. 

Another  plan  which  is  in  operation  in  some 
centers  is  the  existence  of  a  division  of  psy- 
chosomatic medicine,  which  acts  as  a  liaison 
between  the  department  of  psychiatry  and 
one  or  more  other  departments  of  the  medi- 
cal school'11.  Such  a  division  serves  to  train 
interested  internists,  surgeons,  obstetricians, 
and  pediatricians  who  are  in  the  final  phase 
of  their  graduate  training.  Some  of  them 
serve  as  psychosomatic  fellows  during  this 
course  of  instruction.  In  this  way  there  is 
often  enough  personnel  available  to  allow 
for  the  participation  of  psychosomatic  fel- 
lows or  psychiatrists  in  medical  and  surgi- 
cal ward  rounds.  In  a  very  small  number  of 
university  hospitals  internes  on  medical  or 
other  services  rotate  through  the  psychiatric 
department  for  periods  varying  from  three 
to  six  months  as  a  way  of  indoctrinating 
them  in  the  psychiatric  approach. 

One  further  method  which  has  been  tried 
during  the  past  four  years  in  more  intensity 
than  heretofore  is  a  program  of  professional 
mental  hygiene,  in  which  psychiatric  person- 
nel have  participated  in  the  ratings  of  so- 
cieties related  to  the  other  disf  -plines  of  med- 
icine. The  appearance  of  a  psychiatrist  to 
discuss  some  aspect  of  psychosomatic  medi- 
cine, or  psychiatric  problems  encountered 
in  medical  practice,  has  become  common  in 
the  programs  of  county  and  state  medical 
societies  and  at  the  annual  meetings  of  spe- 
cialty groups.  The  results  of  this  type  of  pro- 
fessional mental  hygiene  have  never  been 
followed  up,  and  although  it  certainly  serves 
a  purpose,  the  extent  of  its  effect  is  not 
known. 

Another  recent  development  in  the  teach- 
ing of  comprehensive  medicine  has  been  the 
organization  of  mental  health  or  psychoso- 
matic institutes  for  non-psychiatric  medical 
and  nursing  personnel.  These  vary  from  one- 
day  institutes  to  sessions  which  last  as  long 
as  two  weeks.  Some  of  these  institutes  func- 
tion on  the  basis  of  lecture  and  discussion 
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meetings,  while  still  others  add  a  work-shop 
variety  of  experience  to  this.  In  a  limited 
number  of  these  institutes  practical  ex- 
perience with  patients  on  medical  and  surgi- 
cal services  or  in  public  health  clinics  have 
been  incorporated.  This  new  development 
represents  an  attempt  by  the  educators  in 
comprehensive  medicine  to  enter  the  non- 
psychiatric  areas  of  medicine  and  to  teach 
in  these  areas  by  using  the  patients  with 
whom  the  students  most  commonly  deal.  In- 
cluded among  the  instructors  are  not  only 
psychiatrists  but  men  from  other  disciplines 
of  medicine  who  are  oriented  to  the  com- 
prehensive medical  approach. 

In  recent  years  teachers  of  preventive  med- 
icine and  public  health  have  made  important 
contributions  to  the  knowledge  of  compre- 
hensive medicine'-'.  These  contributions  have 
been  mainly  theoretical  in  terms  of  the  de- 
velopment of  concepts  of  social  medicine.  Em- 
phasis has  been  placed  upon  the  importance 
of  the  study  of  health  as  well  as  disease  and 
on  the  influence  of  social  pathology  upon 
health  and  disease.  But  in  such  an  approach 
the  emotional  components  have  been  rela- 
tively neglected,  and  knowledge  of  the  in- 
dividual has  been  sacrificed  for  an  approach 
to  the  group.  Social  medicine  has  therefore 
not  achieved  comprehensiveness  in  its  prac- 
tical function,  although  theoretically  the  in- 
dividual and  the  variable  of  his  emotions 
have  been  considered.  Departments  of  pre- 
ventive medicine  and  public  health  in  a  very 
few  schools  of  medicine  incorporate  the  con- 
cept of  the  theory  and  practice  of  social 
medicine  in  their  curricula,  but  this  is,  in 
the  main,  an  unachieved  ideal. 

In  1947,  Galdston'3',  in  an  unpublished  pa- 
per, "Memorandum  on  Comprehensive  Med- 
icine," wrote :  "The  ultimate  is  to  establish 
an  experimental  course  in  the  teaching  of 
comprehensive  medicine.  For  granted  we 
have  the  idea  and  the  ideal ;  we  lack  the 
'know  how,'  the  savoir  faire."  About  this 
time  the  Duke  Experiment  in  the  teaching 
of  comprehensive  medicine  was  being  set  up. 
This  experiment  in  methodology  in  medical 
education  has  been  in  operation  for  three 
years.  It  has  been  apparent  that  we  cannot 
teach  comprehensive  medicine  until  we  know 
how  to  teach  it.  The  experiment  was  designed 
to  test  out  the  most  effective  methods  of 
teaching  the  emotional  and  social  aspects  of 
disease.  The  organizational  plan  for  this  edu- 


cation took  it  outside  the  department  of  psy- 
chiatry and  infiltrated  it  into  the  routine 
teaching  in  the  department  of  medicine.  Med- 
ical students  and  house  officers  were  faced 
in  their  daily  work  with  their  routine  pa- 
tients on  the  medical  service  with  the  reality 
of  comprehensive  medicine. 

The  plan  is  piloted  by  a  full-time  group  of 
workers,  functioning  on  the  medical  wards, 
in  the  medical  clinic,  and  in  a  branch  of  the 
medical  clinic  called  the  "Medical  C"  or 
"Comprehensive  Medical  Clinic."  This  group 
consists  of  a  psychiatrist-director,  three  fel- 
lows in  psychosomatic  medicine,  three  psy- 
chiatric social  workers,  two  medical  social 
workers,  two  psychosomatic  nurses,  one  of 
whom  is  a  public  health  nurse,  and  a  clinical 
psychologist. 

In  this  experiment  in  the  teaching  of  com- 
prehensive medicine  two  major  problems  are 
being  investigated:  (1)  the  validity  of  in- 
filtrating the  comprehensive  medical  ap- 
proach into  the  routine  medical  practice  of 
a  teaching  hospital;  and  (2)  the  methods 
of  highest  validity  in  instructing  in  this  ap- 
proach. 

To  date  the  Duke  Experiment  in  the  teach- 
ing of  comprehensive  medicine  has  shown  the 
following  results: 

(1)  Classroom  teaching  in  the  psychiatric 
approach,  descriptive  psychiatry,  psycho- 
pathology  and  psychodynamics,  psychoso- 
matic medicine,  and  the  social  and  emotional 
components  of  disease  taught  from  a  theore- 
tical standpoint  yield  low  returns  in  the 
ability  of  the  medical  student  and  house  of- 
ficer to  absorb  this  orientation  and  to  utilize 
it  in  common  practice. 

(2)  There  is  a  profound  resistance  on  the 
part  of  medical  students  and  house  officers 
to  assimilate  this  approach.  This  resistance 
has  to  be  calculated  and  dealt  with  through- 
out the  entire  course  of  instruction'13'. 

(3)  There  are  counter-trends  set  up  by  at- 
titudes and  pedagogical  policies  of  the  other 
departments  of  the  medical  school. 

(4)  The  further  along  the  physician  is  in 
his  professional  development,  the  more  diffi- 
cult it  becomes  to  teach  him  the  practice  of 
comprehensive  medicine.  Second  year  medi- 
cal students  learn  the  approach  with  greater 
facility  than  do  fourth  year  medical  stu- 
dents ;  fourth  year  medical  students  acquire 
the  knowledge  and  techniques  in  higher  per- 
centages than  do  house  officers;  and  house 
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officers  assimilate  decidedly  more  than  do 
men  already  out  in  the  medical  field.  Public 
health  personnel,  trained  in  the  in-service 
courses  in  comprehensive  medicine,  have 
been  one  of  the  control  groups  utilized  to 
study  the  decreasing  return  of  the  effects 
of  medical  acculturation. 

(5)    It  appears  necessary  that  in  order  to 
assimilate  comprehensive  medicine  the  stu- 
dent must  deal  with  it  himself  in  his  daily 
work  with  his  routine  patients.  The  experi- 
ence is  more  strikingly  meaningful  to  him 
when  he  learns  with  patients  in  whom  he 
is  most  interested :  namely,  those  on  medical 
wards,  who  appear  to  him  to  fall  into  the  so- 
called  normal  category.  The  nature  and  man- 
ifestations of  anxiety,  for  example,  are  as- 
similated with  greater  interest,  motivation, 
and  facility  when  this  problem  is  studied  in 
a  patient  with  essential  hypertension,  rather 
than  in  a  psychoneurotic  or  psychotic.    The 
problems  of  interpersonal   relationship  are 
understood  more  quickly  when  they  are  dealt 
with  around  aspects  of  the  physician-patient 
relationship  and  over  questions  of  difficulty 
in  medical  management  of  specific  patients. 
(6)  The  instructors  can  only  work  against 
the  emotional  resistance  of  the  student  to  the 
comprehensive  approach  by  having  him  do 
practical  work  with  patients.  This  is  done 
around    limitation   of   goals   of  learning  in 
practical  situations.  For  example,  the  main 
emphasis    of    the    educational    method    has 
been    centered   in   the    learning  of   specific 
techniques ;  namely,  the  interviewing  tech- 
niques and  the  techniques  of  regulating  the 
physician-patient  relationship'41.  We  have  not 
found  it  necessary  to  give  the  students  didac- 
tic instruction  in  psychopathology  and  psy- 
chodynamics.  We  have  found  that  the  student 
learns   more   of  these   subjects   around  his 
practical  experience  with  individual  patients, 
concentrating     upon     the     above-mentioned 
techniques.  We  have,  furthermore,  not  found 
it  necessary  to  point  up  the  personal  prob- 
lems of  the  students.  Where  this  has  been 
done  it  has  been  found  to  have  been  a  time- 
losing  measure  and  often  not  necessary. 

It  appears  that  if  students  are  first  given 
instruction  and  practice  in  the  scientific 
techniques  of  interviewing  and  physician-pa- 
tient relationship  they  assimilate  consider- 
able knowledge  of  psychodynamics  and  psy- 
chopathology. If  then  they  are  given  didactic 


instruction  in  the  dynamics  of  human  be- 
havior they  can  in  four  hours  of  such  in- 
struction learn  more  about  these  subjects  in 
a  practical  and  lasting  fashion  than  other 
students  given  a  much  longer  psychiatric 
course  in  such  topics  without  emphasis  on 
technical  devices. 

Similarly  didactic  instruction  in  the  var- 
ious components  of  preventive  medicine 
which  deal  with  the  social  aspects  of  health 
and  disease,  such  as  cultural  and  racial  in- 
fluences, socio-economic  levels,  housing,  so- 
cial mobility,  and  others  is  only  intellectu- 
ally considered  by  medical  students,  but  is 
not  thoroughly  assimilated  by  them.  Home 
visits  and  field  trips  to  social  agencies'51,  in 
order  to  persuade  the  student  that  continuity 
of  medical  care  is  essential,  often  are  only 
excursions  of  interest  which  are  not  interpo- 
lated into  medical  orientation. 

(7)  In  order  to  facilitate  the  handling  of 
several  variables  simultaneously  the  concepts 
of  disease  process  have  to  be  broadened.  The 
student  is  taught  to  consider  the  family, 
rather  than  the  individual,  as  the  unit  of 
disease  and  health.  He  is  oriented  toward 
developing  an  even  broader  base  by  consid- 
ering the  physician  and  ancillary  medical 
personnel  as  a  part  of  the  disease  constella- 
tion of  the  patient.  This  compels  him  to  con- 
sider more  seriously  the  role  of  the  nurse 
and  social  worker  as  associates  in  diagnosis 
and  therapy  and  makes  the  concept  of  team- 
work of  all  types  of  medical  personnel  more 
realistic.  It,  furthermore,  stimulates  inter- 
est in  the  preventive  aspects  of  medicine. 
The  multidimensional  approach  to  disease 
becomes  alive. 

(8)  With  the  sharpening  of  interviewing 
skills  and  the  techniques  of  the  physician- 
patient  relationship,  the  student  learns  to 
recognize  that  a  medical  disorder  is  an  epi- 
sode in  the  life  pattern  of  his  patient.  Disease 
becomes  an  indication  of  failing  equilibrium 
in  adaptation  to  internal  and  external  stress- 
es. As  a  concomitant  of  this  realization,  con- 
tinuity of  care  becomes  more  reasonable.  In- 
terest develops  in  following  the  future  his- 
tory of  the  patient  in  the  community  and 
the  facilities  of  public  health  units  become 
more  valuable  to  the  student.  This  method- 
ology emphasizes  that  a  public  health  ap- 
proach to  the  group  proceeds  from  a  com- 
prehensive appraisal  of  the  individual  in 
which  the  student  is  a  participant-observer. 
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In  the  Duke  experiment  there  has  evolved  in 
students  a  spontaneous  interest  in  public 
health  and  preventive  medicine  as  a  result 
of  these  specific  methods. 

It  is  likely  that  the  teaching  of  compre- 
hensive medicine  will  assume  a  larger  role 
in  the  educational  policies  of  medical  schools 
as  time  proceeds.  The  increasing  knowledge 
of  the  influence  of  social  and  emotional  fac- 
tors on  disease  processes  will  compel  this. 
The  accelerating  tendencies  of  society  to  mo- 
tivate the  doctor  to  a  greater  awareness  of 
his  social  responsibility  in  health  and  disease 
will  also  stimulate  this  development.  It  is 
bound  to  effect  changes  in  medical  practice. 
The  physician  as  a  scientist  would  like  to 
see  the  incorporation  of  the  social  and  emo- 
tional components  of  disease  in  his  medical 
thinking  and  practice  come  to  him  as  an  ob- 
jective method,  which  will  withstand  tests  of 
validity  and  be  practical  and  clinical  as  well. 
The  teaching  of  a  science  of  variables  ap- 
plied to  clinical  medicine  must  therefore  it- 
self function  under  scientific  methodology. 
Recent  developments  in  this  phase  of  medi- 
cal education  point  in  that  direction. 
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Abstract  of  Discussion 

Dr.  Angus  C.  Randolph  (Winston-Salem):  The 
thing  that  impresses  me  most  in  this  paper  is  the 
use  of  the  term  "comprehensive  approach,"  or 
"comprehensive  medicine,"  in  contradistinction  to 
the  former  term  we  used  to  mean  the  same  thing — 
"psychosomatic."  "Psychosomatic"  implies,  unfor- 
tunately, a  dichotomy  which  should  not  exist.  "Com- 
prehensive medicine"  is  a  more  suitable  term. 

Several  methods  of  this  approach  have  been  men- 
tioned in  the  paper.  Whether  we  start  with  didactic 
teaching  in  psychobiology  and  psychopathology  dur- 
ing the  first  two  years,  or  whether  the  subject  is 
approached  primarily  on  a  purely  clinical,  experi- 
mental level  perhaps  depends  on  the  school  situation 
and  many  other  factors. 

It  seems  to  me  that  the  most  important  criterion 
is  the  teacher-student  relationship.  Just  as  the  many 
methods  of  psychotherapy  depend  primarily  for  their 


effectiveness  on  the  interpersonal  relationship  be- 
tween the  patient  and  the  doctor,  so  the  many 
methods  of  approach  to  the  teaching  of  comprehen- 
sive medicine  depend  largely  on  the  interpersonal 
relationships  involved.  I  think  the  success  of  the 
Duke  experiment  attests  largely  to  the  personality 
of  those  in  charge  of  the  operation. 

Dr.  Leslie  B.  Hohman  (Durham):  I  would  like  to 
say  something  in  praise  of  this  approach.  Actually, 
it  presents  the  whole  trend  of  modern  teaching. 
It  is  only  the  war  years  that  let  us  go  back  to 
didactic  teaching,  with  a  dearth  of  material  and  the 
lack  of  instructors. 

I  think  Dr.  Greenhill  and  his  co-workers  are  cor- 
rect in  their  belief  that  students  can  learn  infinitely 
more  by  actual  contact  with  patients  than  from 
textbooks.  Even  the  didactic  form  of  teaching  can 
become  participating  teaching,  in  which  the  student 
and  the  instructor  do  participate  in  arriving  at  a 
conclusion  about  certain  medical  facts. 


MEDICAL  EDUCATION  IN 
PSYCHIATRY* 

A  Proposal  to  Raise  the  Standards  of 
Psijchiatric  Treatment  in  North  Carolina 

Leslie  B.  Hohman,  M.D. 
Durham 

I  am  appearing  before  this  General  Session 
of  the  Medical  Society  of  the  State  of  North 
Carolina  to  plead  for  strong  personal  and 
political  efforts  to  improve  the  quality  of 
care  and  treatment  for  the  mentally  ill  of 
North  Carolina.  The  care  and  treatment  of 
psychiatric  patients  is  as  much  a  responsi- 
bility of  the  state  as  the  treatment  of  tuber- 
culosis or  any  other  chronic  disease.  The  cost 
of  treating  protracted  illness  is  beyond  the 
financial  capacity  of  any  but  the  wealthiest 
people. 

We  have  in  our  four  state  institutions  for 
mental  disease  between  8,000  and  10,000  pa- 
tients. Although  some  of  these  are  elderly 
patients  with  organic  disease,  a  large  pro- 
portion are  younger  people  who  urgently 
need  adequate  psychiatric  treatment.  Electric 
shock  treatment,  insulin  shock  and  sub-shock 
therapy,  and  prefrontal  lobotomy,  as  well  as 
psychotherapy,  outpatient  care,  and  board- 
ing home  care,  are  therapeutic  measures  that 
are  beyond  the  experimental  stage.  Mentally 
sick  patients  are  entitled  to  treatment  by 
these  methods. 

The  Present  Picture 
The  medical  and  surgical  care  of  patients 
in  North  Carolina  has  reached  a  point  of  ex- 
cellence of  which  the  state  can  be  proud.  The 
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expanding  system  of  county  hospitals,  the 
proposed  state  hospital  at  Chapel  Hill,  and 
the  expansion  of  the  University  of  North 
Carolina  School  of  Medicine  to  a  four-year 
school,  will  put  North  Carolina  in  the  fore- 
front with  respect  to  medical  care. 

When  we  turn  to  the  care  of  the  mentally 
sick  in  North  Carolina,  however,  the  picture 
is  deplorable.  None  of  the  psychiatric  hos- 
pitals in  North  Carolina  is  recognized,  either 
for  training  or  for  treatment,  by  the  Ameri- 
can Medical  Association.  In  none  of  the 
State  Hospitals  for  Mental  Disease  is  the 
staff  adequate  or  properly  qualified  to  carry 
out  the  well  recognized  therapeutic  proced- 
ures mentioned  earlier. 

The  number  of  physicians  in  the  State 
Hospital  system  who  are  qualified  as  special- 
ists by  the  American  Board  of  Neurology 
and  Psychiatry  is  pitifully  small — not  more 
than  four  or  five.  The  staffs  of  these  hospi- 
tals include  relatively  few  physicians  who 
have  even  had  psychiatric  experience.  The 
actual  physical  care  of  patients  is  shamefully 
inadequate.  I  doubt  that  many  physicians 
would  have  the  courage  to  complete  a  tour  of 
inspection  through  the  disturbed  wards  of 
our  State  Hospitals. 

The  salaries  of  the  physicians  in  our  State 
Hospitals  are  so  low  in  comparison  with  the 
salaries  paid  by  accredited  state  hospitals, 
and  by  the  Veterans  Administration,  that  it 
would  be  impossible  to  obtain  the  services 
of  qualified  doctors  at  the  present  salary 
scale.  Furthermore,  I  do  not  believe  that 
qualified  physicians  could  be  persuaded  to 
come  to  North  Carolina  State  Hospitals,  even 
if  adequate  salaries  were  provided,  until 
these  hospitals  are  recognized  by  the  Ameri- 
can Medical  Association  and  are  made  into 
training  centers  where  young  men  could  ob- 
tain credit  for  their  training  in  specialty 
fields. 

Proposal  to  the  Governor 

In   October  of   1949,   in   conference   with 
Governor  Scott,  officials  of  the  State  Hos- 
pitals system,  and  business  executives,  I  pre- 
sented the  following  letter : 
Dear  Governor  Scott: 

I  have  presented  to  the  Board  of  Control  of  the 
mental  hospitals  a  possible  solution  for  the  improve- 
ment of  the  psychiatric  treatment  of  the  mental 
patients  of  this  state. 

Two  very  simple  facts  must  be  faced  if  the  care 
of  mental  patients  in  this  state  is  to  be  brought  to 
anything  like  decent  modern  standards  of  treat- 
ment. Better  and  more  trained  doctors  must  be  ob- 
tained to  act  as  senior  physicians.  This  can  only  be 


accomplished  by  increasing  the  salary  scale  to  be 
competitive  with  other  state  hospitals  and  the  Vet- 
erans Administration  hospitals. 

The  salary  range  for  the  Veterans  Administration 
is  $7500.00  to  $11,000.00  without  maintenance  and 
in  some  state  hospitals,  the  range  of  salaries  is 
nearly  as  much  with  maintenance  or  its  equivalent 
added. 

Even  with  this  increase  in  salary  level,  it  is  un- 
likely that  the  services  of  competent  psychiatrists 
can  be  obtained  unless  the  state  hospitals  are  quali- 
fied for  residency  training. 

Residency  training  means  that  young  doctors  are 
employed — doctors  who  have  finished  a  rotating 
internship  and  are  planning  to  enter  the  field  of 
psychiatry.  Only  hospitals  that  are  organized  for 
systematic  teaching  and  which  meet  certain  mini- 
mum requirements  of  the  American  Psychiatric 
Association  are  recognized  for  training  of  young 
psychiatrists,  and  only  these  teaching  centers  will 
attract  the  services  of  the  young  trainees. 

By  the  same  token,  there  is  no  reason  for  com- 
petent senior  psychiatrists  to  come  to  a  hospital 
that  is  not  organized  for  teaching  and  training. 

To  set  up  a  training  program  at  Dix  Hill  would 
involve  the  outlay  of  a  number  of  thousand  of  dol- 
lars. The  increase  in  salaries  for  senior  psychiatrists 
would  probably  mean  an  increase  of  about  $2,000  to 
$2,500  over  the  present  salary  scale.  For  eight 
doctors,  this  would  amount  to  $20,000.  The  salaries 
for  trainees  should  be  set  for  $5,000  with  some,  if 
not  the  equivalence  of,  maintenance.  I  think  this 
would  involve  perhaps  another  $10,000. 

The  Duke  University  Medical  School  Department 
of  Psychiatry  would  be  willing  to  furnish  some  of 
the  supervision  and  teaching  of  the  trainees.  This 
would  probably  cost  between  $10,000  and  $15,000. 
The  total  outlay  would  probably  involve  a  sum  be- 
tween $40,000  a'nd  $45,000  a  year. 

I  believe  that  this  investment  in  one  year's  time 
would  be  more  than  repaid  in  the  shortened  or  termi- 
nated hospital  stay  of  many  patients. 

Let  me  offer  concrete  evidence — through  the  co- 
cperation  of  Dr.  Young  and  his  Dix  Hill  staff,  we 
did  a  number  of  brain  operations  on  patients  who 
were  regarded  as  hopeless  and  in  many  cases  were 
very  violent.  These  patients  and  their  families  all 
paid  for  their  hospital  stay,  surgical  and  psychiatric 
lees  at  the  Duke  Hospital.  Ten  of  these  patients 
have  been  discharged  to  their  homes  and  are  no 
longer  a  care  for  the  state.  This  alone  has  saved 
the  state  about  $10,000  in  one  year's  time. 

If  proper  treatment  were  to  be  carried  out  at  Dix 
Hill  with  an  adequate  staff  of  physicians,  I  am  con- 
vinced that  the  total  cost  of  the  staff  improvement 
could  be  easily  met  and  surpassed  in  saving  of  pa- 
tient days  and  years  in  hospital. 

May  I  conclude  this  letter  by  saying  I  am  fearful 
that  the  generous  but  realistic  salary  scale  I  have 
suggested  will  meet  some  resistance.  I  can  warn 
that  failure  to  offer  generous  salaries  for  senior 
and  junior  staff  will  only  result  in  what  has  been 
so  tragically  true  in  the  past — you  will  have  no 
doctors  who  are  worth  employing  and  the  deplorable 
conditions  of  the  North  Carolina  State  Hospitals 
will  continue. 

Because  I  have  made  this  plea  on  the  basis  of 
financial  saving,  I  would  not  suggest  to  you  that  I 
do  not  think  that  the  humanitarian  gain  is  infinitely 
more  important  than  the  financial.  The  mentally 
sick  who  belong  to  the  class  of  little  people  are 
helpless  to  fight  their  own  cause. 

I    believe    that    North    Carolina    could    be    in    the 
first  line  of  the  care  of  mental  disease  because  of  its 
medical  schools  and  I  think  it  can  be  in  that  position 
without  costing  the  state  anything. 
Yours  earnestly, 
LESLIE  B.  HOHMAN,  M.D. 
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Summary  and  Conclusion 
The  inadequate  treatment  of  mental  dis- 
ease results  in  a  terrible  economic  and  per- 
sonal loss  to  the  community.  I  believe  that  the 
investment  of  $100,000  a  year  in  salaries  for 
medical  personnel  would  raise  the  standards 
of  psychiatric  care  in  the  State  Hospitals  of 
North  Carolina  to  the  high  level  which  gen- 
eral medical  and  surgical  care  has  achieved 
in  our  state.  I  am  convinced  that  we  would 
not  only  be  able  to  return  a  large  number  of 
mentally  sick  people  to  useful  and  happy 
lives  with  their  families,  but  could  actually 
save,  year  by  year,  much  more  than  the 
added  cost. 

I  believe  that  the  physicians  of  this  state 
should  rise  up  and  demand  that  their  legisla- 
tors provide  adequate  funds  to  wipe  out  the 
deplorable  conditions  that  now  exist  in  our 
State  Hospitals.  An  aroused  public  opinion, 
spearheaded  by  the  medical  profession,  can, 
in  the  course  of  two  or  three  years,  revolu- 
tionize the  State  Hospital  system  of  North 
Carolina. 


THE  REDISCOVERY  OF 
PSYCHOSOMATIC  MEDICINE 

Vernon  Kinross-Wright,  M.D.* 
Charlotte 

One  hundred  and  twelve  years  ago  the  term 
"psychosomatic"  appeared  in  the  title  of  a 
German  journal.  After  a  brief  existence  of 
twelve  months,  both  the  journal  and  the  word 
disappeared  from  medicine  until  just  before 
World  War  II.  The  essential  truths  embodied 
in  the  word  have,  of  course,  been  recognized 
since  the  clays  of  Hippocrates.  The  miracles 
of  Lourdes  and  many  other  examples  of  faith 
healing  may  be  regarded  as  essays  in  the 
psychosomatic  approach.  Why  is  it,  then,  that 
the  explicit  formulation  and  use  of  this  idea 
have  been  so  consistently  rejected  by  medi- 
cine throughout  the  centuries? 

Seguin"1'  quotes  the  following  story  from 
Plutarch :  Erasistratus,  grandson  of  Aris- 
totle, was  called  in  by  a  king  whose  son. 
Antiochus,  had  recently  become  very  sick 
and,  despite  all  efforts  of  his  physicians, 
seemed  about  to  die.  Erasistratus,  being  un- 
able to  explain  the  gravity  of  Antiochus'  con- 
Read  before  the  North  Carolina  Academy  of  General  Prac- 
tice. Durham,  March  19,  1950. 
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dition  from  a  physical  examination,  decided 
to  take  what  amounted  to  a  social  history.  He 
found  that  the  young  man's  father  had  re- 
cently remarried  a  much  younger  woman, 
and  that  the  patient  had  fallen  violently  in 
love  with  her.  Unable  to  express  his  love  for 
his  stepmother  and  overwhelmed  by  guilt 
feelings,  the  young  man  had  resolved  to  die 
and  was  not  far  short  of  accomplishing  his 
purpose.  Our  hero  solved  this  difficult  prob- 
lem by  approaching  the  king  and  asking  how 
far  he  was  prepared  to  go  in  order  to  save 
his  son's  life.  The  reply  was,  "I  will  do  any- 
thing." Erasistratus  then  related  the  dynam- 
ics of  the  situation  as  he  saw  it,  without  men- 
tioning names.  The  wise  king,  quick  to  take 
the  point,  relinquished  both  throne  and  wife 
to  his  son,  who  made  a  rapid  recovery. 

This  dramatic  illustration  of  the  power  of 
mind  over  body  unfortunately  lay  hidden 
from  Erasistratus'  successors.  In  the  Middle 
Ages  and,  indeed,  until  the  end  of  the  nine- 
teenth century,  the  field  of  psychogenesis 
lay  within  the  tenure  of  philosophers,  priests, 
and  quacks. 

The  Need  for  the  Psychosomatic  Approach 
"Psychosomatic  medicine"  is  a  phrase  on 
everybody's  lips  these  days.  One  sees  it  in 
popular  magazines,  in  dentists'  waiting 
rooms,  on  the  screen,  and  in  the  medical 
schools.  How  many,  though,  could  define  it? 
To  many  physicians,  psychosomatic  medicine 
means  that  branch  of  medicine  dealing  with 
a  certain  group  of  illnesses  in  which,  they 
grudgingly  admit,  some  part  is  played  by 
emotional  tensions.  Thus  we  see  one  more 
specialist  coming  into  being — the  psychoso- 
matic internist,  the  man  who  specializes  in 
ulcers,  asthma,  and  colitis.  To  my  mind,  this 
development  represents  regression  rather 
than  progress.  If  we  are  prepared  to  get 
away  from  the  dogmatic  cellular  pathology  of 
Virchow  in  some  instances,  scientific  logic 
surely  demands  that  we  do  it  in  all  instances. 
The  mind,  it  is  generally  agreed,  is  largely, 
if  not  wholly,  dependent  upon  functional  ac- 
tivity of  the  nervous  system.  We  must  postu- 
late that  there  is  a  physiology  of  mind  just  as 
there  is  a  physiology  of  body.  Because  of  the 
complexity  of  the  subject,  however,  we  can- 
not as  yet  do  more  than  speculate.  Every 
disease  is  psychosomatic.  Tuberculosis  is 
psychosomatic,  in  that  individual  resistance, 
depending  partly  upon  mental  activity  and 
personality  structure,  plays  a  large  part  in 
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the  acquisition  and  the  course  of  the  disease. 
Why  does  one  man,  following  a  surgical  am- 
putation, make  a  quick  and  excellent  recov- 
ery physically,  psychologically,  and  socially; 
while  another  with  an  identical  handicap  is 
still  bedridden  and  complaining  six  months 
after  operation?  The  surgical  approach  can- 
not explain  the  difference,  but  the  psycho- 
somatic approach  can. 

Thus  it  follows  that  psychosomatic  medi- 
cine does  not  represent  a  long  list  of  specific 
illnesses,  but  is  a  method  of  approach  to  all 
illness.  In  the  first  volume  of  the  Journal  of 
Psychosomatic  Medicine™  it  was  defined 
thus :  "Psychosomatic  medicine  studies,  in 
their  interrelation,  the  psychological  and 
physiological  aspects  of  all  normal  and  ab- 
normal bodily  functions  and  tries  to  integrate 
somatic  treatment  and  psychotherapy." 

I  doubt  that  there  is  one  of  you  who  has 
not  adopted  this  approach  at  times.  I  am 
equally  sure,  however,  that  there  are  few  of 
you  who  pursue  it  with  all  your  patients. 
When  a  physician  is  perplexed  by  the  failure 
of  a  patient  to  respond  to  established  lines 
of  treatment,  he  may  either  call  in  a  psy- 
chiatrist or  himself  consider  the  matter  from 
a  psychological  angle.  He  does  so,  however, 
as  a  last  resort,  much  as  he  diagnoses  hys- 
terias and  so-called  functional  diseases  by 
exclusion.  It  must  be  stressed  that  the  nerv- 
ous symptoms  and  the  psychopathology  in- 
volved in  every  disease  are  just  as  much 
positive  findings  as  are  the  abdominal  pains 
and  biochemical  tests  to  which  we  pay  so 
much  attention. 

Lest  you  feel  that  the  psychosomatic  ap- 
proach is  just  another  attempt  by  psychiatry 
(frustrated,  no  doubt,  by  its  failure  to  domi- 
nate medical  thinking  through  Freud ! )  to  be 
autocratic,  let  me  place  the  shoe  on  the  other 
foot.  Psychiatrists,  just  as  much  as  other 
specialists,  have  tended  to  perpetuate  the 
separation  of  body  and  mind.  It  is  true  that 
many  attempts  have  been  made  to  relate  the 
neuroses  and  psychoses  to  organic  changes 
in  various  parts  of  the  body.  The  short-lived 
(but  lucrative)  theories  of  focal  sepsis, 
colonic  irrigation,  and  the  like  testify  to  this 
statement.  It  has  recently  become  clear  to 
many,  however,  that  in  a  psychosis  such  as 
schizophrenia  undoubted  somatic  changes  do 
occur.  Errors  of  carbohydrate  metabolism 
have  been  proven,  and  many  of  us  feel  that 
in  time  we  shall  be  able  to  write  a  new  chap- 
ter in  the  textbook,  entitled  "The  Pathophysi- 


ology of  Mental  Disorder."  Inasmuch  then  as 
we  seek  to  stress  the  psychosomatic  approach, 
we  must  also  not  neglect  its  converse,  the 
somatopsychic  approach.  They  are  one  and 
the  same  thing. 

Resistance  to  the  Psychosomatic  Concept 
All  these  ideas  sound  straightforward  and 
full  of  the  common  sense  we  all  pride  our- 
selves on  possessing.  Why,  then,  is  there  such 
a  great  deal  of  resistance  to  the  concept?  Let 
me  give  you  an  example.  During  the  war  in 
England,  I  came  into  contact  with  a  general 
practitioner  of  many  years'  experience  who 
was  highly  regarded  by  his  colleagues.  He  had 
been  suffering  for  many  months  from  a  se- 
vere trigeminal  neuralgia  which  had  proved 
only  temporarily  amenable  to  alcohol  injec- 
tions. He  was,  at  the  time  I  met  him,  con- 
templating surgery.  It  came  out  in  conversa- 
tion that  some  three  months  before  the  onset 
of  his  neuralgia,  his  eldest  son  had  been  re- 
ported missing  and  believed  killed  at  Dun- 
kirk. It  had  been  suggested  to  him  several 
times  that  there  might  be  a  connection  be- 
tween this  event  and  the  onset  of  the  neural- 
gia, but  he  refused  to  entertain  the  idea.  I 
learned  later  that  he  underwent  operation 
which  relieved  the  neuralgia,  but  that  a  few 
weeks  afterwards  an  even  more  excruciating 
pain  developed  on  the  opposite  side  of  his 
face.  Before  he  could  arrange  for  a  second 
operation,  his  missing  son  turned  up  as  a 
prisoner  in  Germany.  Within  a  few  days  his 
neuralgia  had  completely  cleared  up. 

Does  it  seem  possible  that  this  man,  wise 
in  the  ways  of  medicine,  could  fail  to  inter- 
pret the  significance  of  this  cure?  Yet  he  did 
and  insists,  I  am  sure,  to  this  day  that  tri- 
geminal neuralgia  is  a  condition  which  is  sub- 
ject to  unexpected  and  entirely  unexplained 
remissions. 

We  frequently  come  into  contact  with  in- 
dividuals who  complain  of  pains  in  the  sev- 
eral abdominal  quadrants  which  we  conveni- 
ently and  (do  not  mistake  me)  entirely  hon- 
estly explain  as  chronic  gallbladder  trouble, 
grumbling  appendix,  or  adhesions — the  last 
very  likely  the  result  of  previous  operations. 
Nearly  all  of  us  realize  that  these  patients 
are  chronic  complainers  and  exaggerate  their 
symptoms;  yet,  since  we  were  taught  that 
every  abdominal  pain  represents  a  tempo- 
rary or  permanent  morbid  condition  of  one 
of  the  viscera,  these  patients  go  along  their 
polysurgical  way.  When  they  have  exhausted 
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their  own  or  their  doctors'  patience,  they 
then  strain  their  financial  resources  by  visit- 
ing quacks,  faith  healers,  and  so  on. 

When  the  attention  of  internists  and  sur- 
geons is  drawn  to  the  fact  that  the  patient 
with  abdominal  pain,  perhaps  of  years'  stand- 
ing and  resistant  to  all  assaults  of  the  scalpel 
or  the  vitamin  capsule,  has  been  cured  by 
psychotherapy  or  situational  adjustment,  the 
usual  reply  is,  "Well,  at  least  the  removal  of 
the  abdominal  contents  didn't  do  her  any 
harm."  What  a  mistaken  idea !  The  very  first 
operation  served  to  perpetuate  in  the  pa- 
tient's mind  the  conviction  of  organic  dif- 
ficulty. Clifford  Allbutt131  has  given  a  pene- 
trating summary  of  the  matter. 

"A  neuralgic  woman  seems  thus  to  be  peculiarly 
unfortunate.  However  bitter  and  repeated  may  be 
her  visceral  neuralgias,  she  is  told  either  that  she 
is  hysterical  or  that  it  is  all  uterus.  In  the  first 
place  she  is  comparatively  fortunate,  for  she  is  only 
slighted;  in  the  second  case  she  is  entangled  in  the 
net  of  the  gynecologist,  who  finds  her  uterus,  like 
her  nose,  is  a  little  on  one  side,  or  again,  like  that 
organ,  is  running  a  little,  or  it  is  as  flabby  as  her 
biceps,  so  that  the  unhappy  viscus  is  impaled  upon 
a  stem,  or  perched  upon  a  prop,  or  is  painted  with 
carbolic  acid  every  week  in  the  year  except  during 
the  long  vacation  when  the  gynecologist  is  grouse- 
rhooting,  or  salmon-catching,  or  leading  the  fashion 
in  Upper  Engadine.  Her  mind  thus  fastened  to  a 
more  or  less  nasty  mystery  becomes  newly  appre- 
hensive and  physically  introspective  and  the  morbid 
chains  are  riveted  more  strongly  than  ever.  Arraign 
the  uterus  and  you  fix  in  the  woman  the  arrow  of 
hypochondria,  it  may  be  for  life." 

In  this  scientific  era,  we  like  to  feel  that 
everything  that  happens,  that  all  disease  pro- 
cesses, can  be  checked  either  through  the 
microscope  or  in  the  laboratory,  and  ex- 
plained in  nice,  compact  chemical  and  physi- 
cal terms.  This  goal,  after  all,  is  what  science 
strives  for.  We  do  not,  however,  regard 
penicillin  with  suspicion  because  its  mode  of 
action  is  at  least  as  obscure  as  the  causes  of 
cardiac  neurosis.  The  acceptance  of  a  dis- 
cipline which  involves  a  totalistic,  psvcho- 
pathologic,  or  psychosomatic  approach  to  ill- 
ness smacks  of  a  return  to  the  Middle  Ages, 
witchcraft,  and  philosophical  meddling.  Like 
so  many  other  advances  along  the  road  to 
knowledge,  our  newly  arisen  scientific  medi- 
cine is  serving  as  an  obstacle  to  further  prog- 
ress, in  no  less  a  fashion  than  Galen  or  the 
Inquisition  did  in  earlier  times.  Our  training 
in  medical  school  has  also  tended  to  make  us 
sacrifice  progress  on  the  altar  of  organic 
causation. 

The  Need  for  Reorientation  in  Medicine 
I  am  often  asked  whether  such  a  total  re- 
orientation of  attitudes  is  necessary.  Medi- 


cine is  making  excellent  progress  along  the 
orthodox  paths,  and  in  view  of  the  increasing 
amount  of  time  spent  on  research  and  the  in- 
creasing refinement  of  techniques,  can  we 
not  afford  to  ignore  the  psychological  aspects 
of  man's  health  and  well  being?  This  ques- 
tion can  be  answered  thus :  Despite  the  enor- 
mous progress  made  in  pathology,  chemo- 
therapeutics,  and  surgery,  there  has  been 
little  major  change  in  the  treatment  of  such 
conditions  as  peptic  ulcer,  asthma,  the  al- 
lergic dermatoses,  rheumatism,  and  hyper- 
tension in  the  last  fifty  years.  The  psychoso- 
matic approach  can  give  an  adequate  explan- 
ation for  this  lack  of  progress.  These  are  all 
conditions  in  which  the  psychodynamic  fea- 
tures are  at  least  equally  as  important  as  the 
somatic  ones.  We  have,  until  recently,  con- 
sistently neglected  the  former,  and  our  thera- 
peutic failure  is  therefore  to  be  expected. 

This  answer  brings  us  back  to  a  very  ele- 
mentary controversy.  How  can  an  emotion 
cause,  for  example,  an  erosion  of  the  gastric 
mucosa?  To  what  extent,  in  fact,  can  mind 
produce  diseases  of  the  body  structures? 
Here  we  come  up  against  the  very  crux  of  the 
division  between  the  pathologist  and  the 
psychiatrist.  It  is  not,  however,  an  insuper- 
able issue.  Everyone  is  familiar  with  the 
withering  of  a  limb  through  disuse.  The 
hysterically  paralyzed  member  becomes  cya- 
notic and  flabby.  We  all  know  that  the  nor- 
mal heart  will  become  hypertrophied  follow- 
ing prolonged  physical  exertion.  Changes  in 
function  can  undoubtedly  lead  to  change  in 
structure. 

Likewise,  we  must  all  accept  the  idea  that 
emotional  changes  bring  about  changes  in 
functioning.  A  feeling  of  embarrassment  may 
cause  the  capillaries  of  the  face  to  dilate — 
blushing.  Intense  anger  makes  the  blood  rush 
to  our  heads  and  our  necks — temporary  hy- 
pertension. Frustration  leads  to  a  headache. 
Even  the  English  language  embodies  the 
thesis:  "You  give  me  a  pain  in  the  neck!"; 
"I'm  sick  at  heart !" ;  "Seeing  that  made  me 
feel  sick  on  the  stomach!".  All  these  are 
phrases  in  which  the  psychosomatic  relation- 
ship is  implicit.  Common  sense  recognizes- 
the  relationship;  yet  science  has  resisted  it 
because  it  is  subjective  and  cannot  be  repro- 
duced in  a  test  tube. 

Is  it  very  difficult  to  conceive  that  the 
persistence  of  the  existing  emotion  should 
cause  the  alterations  in  function  to  persist? 
We  may  then  complete  our  syllogism  thus, 
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knowing  already  that  prolonged  change  in 
function  leads  to  structural  alteration : 

Emotional  Change 

Functional    Alteration 

Structural   Change 

This  axiom  is  fundamental  and  represents 
the  most  significant  contribution  of  psycho- 
somatic medicine  —  but  not  the  only  one. 
"Cellular  disease  —  functional  alteration  — 
emotional  change"  is  a  concept  to  which  we 
all  pay  lip  service.  A  brief  survey  of  the 
average  surgical  ward  shows  that  concept  to 
be  honored  in  the  breach  rather  than  in  the 
observance.  The  amputees,  the  patients  with 
fractures  have  a  profound  adjustment  to 
make  to  their  reductions  in  efficiency.  For- 
tunate are  those  few  who  receive  the  most 
perfunctory  help  even  by  nurses  or  social 
workers.  Atrophied  muscles  are  untiringly 
coaxed  back  into  shape  by  the  physiothera- 
pists, contractures  are  overcome,  traction  is 
unstintingly  applied,  decubitus  ulcers  are 
fought  and  vanquished ;  but  anxiety,  insecur- 
ity, and  morbid  fears  are  left  for  the  patient 
to  contend  with  as  best  he  can.  The  worst 
enemies,  more  powerful  threats  to  the  indi- 
vidual's future  happiness  than  temporary  in- 
fection or  delayed  union,  have  to  be  faced  by 
him  alone.  Time  and  time  again,  one  sees 
men  who  remain  disabled  in  spite  of  com- 
plete and  satisfactory  surgical  or  medical 
recovery.  We  used  to  call  many  of  these 
cases  "compensation  neuroses."  Rarely,  how- 
ever, is  financial  avarice  the  causative  agent. 
It  merely  represents  a  focus  around  which 
existing  symptoms  can  crystallize. 

The  introduction  of  the  term  "compensa- 
tion neurosis"  prompts  me  to  digress  a  little 
to  clear  up  an  area  of  confusion  for  which 
psychological  medicine  is  responsible.  Re- 
viewing medical  case  notes,  one  is  constantly 
beset  by  the  terms  "organ  neurosis,"  "psy- 
chogenic dermatitis,"  "neurocirculatory  as- 
thenia," "conversion  symptoms,"  and  the 
like.  The  majority  of  these  have  served  their 
turn  as  smoke  screens  for  ignorance,  and 
may  be  abandoned  as  insufficiently  specific. 
One  of  the  terms  mentioned  above  may  be 
retained,  however.  "Conversion"  in  its  proper 
sense  implies  the  release  of  tension  by  way 
of  a  bodily  symptom — for  example,  hysteri- 
cal mutism,  amaurosis,  paralysis,  or  head- 
ache. In  nearly  every  case  the  disorder  of 
function  is  in  the  area  of  voluntary  motor  or 
sensory  modalities.  It  is  not,  in  contrast  to 
the  psychosomatic  illnesses,  a  prolongation 
and    intensification    of    normal    physiologic 


concomitants  of  emotional  turmoil.  The  onset 
is  usually  dramatic  and  affords  marked  re- 
lief from  tension,  and  the  site  of  the  symp- 
tom often  is  quite  transparently  symbolic  of 
the  causative  emotional  conflict.  Laughing 
and  blushing  are  normal  processes  with  a 
similar  mechanism.  Conversion  symptoms 
are  properly  within  the  psychiatric  sphere, 
since  the  link  between  emotional  unrest  and 
bodily  dysfunction  is  direct  and  all  impor- 
tant, while  physiologic  disturbances  are  of 
secondary  occurrence  and  importance. 

Diseases  Requiring  a  Psijehobiologic 
Approach 

Conversion  is  just  one  of  a  number  of 
phenomena  in  which  psychological  mechan- 
isms are  preponderant.  Many  of  the  condi- 
tions met  with  in  general  practice  involve  a 
prime  consideration  of  oreanic  causes.  Let 
me  reiterate  once  again,  at  the  risk  of  being 
tiresome,  that  biologic  disturbances  do  not 
obey  an  all-or-none  law.  Let  us  consider  in 
more  detail  the  group  of  diseases  in  which 
we  are  obliged  to  adopt  a  unified  psycho- 
biologic  approach.  These  occur  in  organs 
which  are  subject  to  the  paramount  control 
of  the  autonomic  nervous  svstem  and  which, 
in  health,  function  without  voluntary  inter- 
vention. The  abdominal  viscera,  the  skin,  the 
cardiovascular  system  and.  to  a  lesser  extent, 
the  respiratory  system  are  thus  defined. 
There  is  a  two-way  relationship  between  the 
functioning  of  these  organs  and  the  individ- 
ual's emotional  state  which  is  undoubtedly 
mediated  by  the  autonomic  nervous  system. 
The  hypothalamus  has  been  conclusively  im- 
plicated in  this  relationship.  Lesions  in  this 
part  of  the  brain,  whether  morbid  or  arti- 
ficial, are  likely  to  produce  changes  in  both 
the  autonomic  nervous  system  and  the  emo- 
tions, with  secondary  visceral  effects. 

Cushing'11  was  able  to  demonstrate  that 
many  of  the  gastric  ulcers  occurring  in  pa- 
tients with  diencephalic  tumors  were  due  to 
involvement  of  the  parasympathetic  centers 
in  the  anterior  hypothalamus.  He  also  noted 
that  many  of  these  patients  had  disturbances 
of  the  cardiovascular  system.  Cannon'31  and 
many  others  after  him  found  that  stimula- 
tion of  the  posterior  hypothalamic  region 
evoked  emotional  and  visceral  changes  asso- 
ciated with  rage.  The  origin  of  some  forms 
of  diabetes  and  other  endocrine  disturbances 
has  been  localized  to  this  neighborhood. 

Although  the  hypothalamus  is  undoubtedly 
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subject  to  cortical  control,  it  seems  to  serve 
as  the  main  center  for  regulation  of  the 
autonomic  nervous  system.  Although  we  cus- 
tomarily view  this  system  together  with  its 
sister,  the  endocrine  complex,  as  being  silent 
in  operation,  I  would  like  to  suggest  to  you 
that  this  is  not  so — that,  in  fact,  our  sub- 
jective awareness  of  our  emotional  tone  is 
meant  to  indicate  to  us  the  state  of  our  auto- 
nomic nervous  system.  This  would  be  analo- 
gous to  our  awareness  of  voluntary  nervous 
system  activities  through  the  mediation  of 
the  sensory  system,  thalamus,  and  parietal 
cortex.  Certainly  the  enormous  development 
of  the  hypothalamic  connections  with  the  cor- 
tex in  man  lends  support  to  this  theory.  It 
has  been  firmly  established  that  the  hippo- 
campus, fornix,  and  cingulate  gyrus  are  not 
concerned  with  the  olfactory  function  in  man, 
but  that  they  are  directly  involved  with  the 
involuntary  nervous  system. 

Perhaps  the  human  race  has  not  yet 
evolved  far  enough  to  perceive  the  true  sig- 
nificance of  autonomic  sensation.  The  ability 
to  discriminate  delicately  between  different 
kinds  of  sensation  and  to  localize  them  mi- 
nutely would  appear  to  be  directly  propor- 
tional to  the  organism's  position  on  the  phy- 
logenetic  tree.  Lower  animals,  for  the  most 
part,  show  very  poor  powers  of  localizing  and 
distinguishing  between  different  forms  of 
sensation.  Man  is  in  the  same  predicament 
with  regard  to  autonomic  sensations  appear- 
ing as  emotional  change.  For  example,  a  dis- 
turbance induced  in  the  involuntary  nervous 
system  by  a  cortical  noxa,  whether  it  be  a 
mental  conflict  or  a  repressed  desire,  is  re- 
flected in  a  dysfunction  in  an  organ  such  as 
the  stomach.  Should  the  individual  fail  to 
appreciate  the  significance  of  the  abnormal 
sensations — as  he  usually  does — and  if  they 
persist,  the  dysfunction,  both  central  and 
peripheral,  mental  and  physical,  will  endure. 
In  those  cases  where  the  peripheral  dysfunc- 
tion persists,  there  may  follow  permanent 
change  of  a  physiologic  or  structural  nature 
— the  peptic  ulcer.  If,  however,  the  disturb- 
ance in  the  hypothalamus  and  autonomic  sys- 
tem is  not  localized  by  the  individual  to  one 
particular  peripheral  area,  it  is  perceived 
largely  as  a  diffuse  emotional  unrest — the 
anxiety  state. 

Site  of  Psychosomatic  Symptoms 
This  is  very  interesting  speculation,  but 
does  not  explain  something  which  is  of  more 
immediate  practical  importance.   Why  does 


one  man  get  a  peptic  ulcer,  and  another, 
asthma  or  pruritus  ani  ?  This  question  can  be 
approached  from  two  sides.  First,  we  may 
postulate  weakness  of  an  individual  organ, 
assuming  that  in  any  individual,  disease  will 
have  a  certain  elective  affinity  for  one  par- 
ticular organ.  There  is  not,  however,  evidence 
to  throw  light  on  this  hypothesis  one  way  or 
the  other.  Cancer  raises  the  same  problem. 

Second,  we  can  follow  that  group  of  psy- 
choanalysts of  whom  Franz  Alexander"'1  is 
the  most  noteworthy.  He  feels  that  the  indi- 
vidual's basic  personality  structure,  and  more 
particularly  the  nature  of  the  morbid  mental 
conflicts  primarily  determine  the  sites  of 
attack. 

In  the  majority  of  these  conditions,  one  can 
distinguish  one  or  more  of  the  following  emo- 
tional constellations. 

1.  Conflicts  and  mental  attitudes  result- 
ing from  inadequate  resolution  of  develop- 
mental conflicts  in  childhood.  For  instance, 
the  normal  child  goes  through  the  so-called 
oral  stage  of  development,  when  his  primary 
interest  is  toward  eating  and  incorporation 
of  love  and  affection.  If  he  is  frustrated  in 
this  interest,  he  is  liable  to  be  fixated  at  this 
stage  of  personality  development.  He  grows 
up  as  a  dependent  individual  who  is,  uncon- 
sciously at  least,  overly  preoccupied  with  eat- 
ing. One  might  say  that  his  upper  gastro- 
intestinal tract  receives  an  undue  represen- 
tation in  his  autonomic  body-image  schema. 
On  this  basis  his  greater  predisposition  to 
gastroduodenal  morbidity  might  be  ex- 
plained. It  is  interesting  to  note  that  indi- 
viduals who  suffer  from  peptic  ulcers  are 
often  overactive,  ambitious,  and  successful. 
This  striving  is  an  attempt  to  conceal  their 
strong  dependency,  which  only  comes  to  light 
when  they  have  to  be  hospitalized  for  an 
ulcer.  Their  doctor,  of  course,  aids  and  abets 
their  regression  to  an  oral  level  of  infantile 
development  by  prescribing  milk  and  Pablum 
at  regular  intervals. 

2.  Strong  feelings  of  hostility  are  a  potent 
cause  of  this  type  of  illness.  Essential  hyper- 
tension nearly  always  has  hostility  as  its 
psychological  mainspring.  Gregarious  exist- 
ence must  inevitably  lead  to  a  considerable 
repression  of  hostile  and  aggressive  feelings 
for  the  common  good.  Normally  expressed 
hostility  is  often  associated  with  a  rise  in 
blood  pressure,  and  there  is  much  evidence 
to  suggest  that  repressed  hostility  has  the 
same  effect.  "He  makes  my  blood  boil"  is  a 
common  expression — and  how  pregnant  with 
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meaning  it  is !  Of  course,  hostility  is  by  no 
means  the  only  factor  involved  in  the  genesis 
of  hypertension.  Vasospasm,  renal  arterio- 
sclerosis, and  pressor  substances  fit  into  the 
picture,  but  their  exact  sequence  is  as  yet 
undetermined.  It  has  been  conclusively 
proved,  however,  that  peripheral  sclerosis  of 
the  vessels  is  a  secondary  event. 

3.  Insecurity  is  progressively  assuming 
greater  importance  in  the  causation  of  illness. 
Life  is  becoming  more  and  more  stylized. 
Our  dependence  on  other  members  of  the 
community  for  food,  warmth,  and  even  exist- 
ence itself  is  enormous.  The  individual's  own 
desires  and  enterprise  are  increasingly  sub- 
ject to  communal  control  and  discipline.  Our 
lives  are  dominated  by  governmental  agen- 
cies, which  seem  to  develop  an  entirely  un- 
warranted autonomy,  by  trade  unions,  and 
by  gigantic  corporations.  The  freedom  of  the 
individual  is  a  phrase  with  which  we  still 
fool  our  conscious  selves.  The  unconscious  is 
not  so  easily  fooled,  however.  All  this  depend- 
ence, by  producing  a  conflict  between  what 
the  individual  wants  to  do  and  what  he  is 
allowed  to  do,  leads  to  insecurity.  I  wonder 
what  will  happen  to  the  incidence  of  visceral 
disorders  in  the  medical  profession  if  social- 
ized medicine  becomes  an  actuality.  I  suspect 
they  will  increase.  Rheumatoid  arthritis  often 
has  this  kind  of  background. 

Conclusion 
I  have  deliberately  made  this  discussion  as 
general  as  possible,  because  I  wanted  to  stress 
the  value  of  the  psychosomatic  approach  to 
all  of  medicine  and  not  to  specific  diseases. 
To  my  mind,  this  approach  is  indispensable, 
if  we  are  to  continue  to  make  progress.  It  is 
of  even  greater  import  than  the  antiseptic 
approach  which  was  propounded  bv  Lister 
and  the  chemotherapeutic  approach  which 
originated  from  Ehrlich.  One  grave  objection 
to  it  is  that  it  takes  time.  I  doubt,  however, 
that  its  consistent  application  would  take 
more  time  than,  say,  the  monthly  visits  of 
the  man  with  rheumatism  or  the  woman  with 
chronic  colitis,  year  in  and  year  out.  There  is 
not  one  of  us  who  would  not  feel  himself  to 
be  a  better  doctor  if  he  could  do  something 
other  than  write,  "Repeat  prescription,  re- 
turn in  one  month."  With  the  help  of  psycho- 
somatic medicine,  we  can. 
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THE  CONCEPT  OF  MULTIPHASIC 
SCREENING  FOR  CHRONIC  DISEASES 

Cecil  G.  Sheps,  M.D.,  M.P.H. 
Chapel  Hill 

There  is  now  being  developed  in  this 
country  a  program  for  screening  anparently 
well  persons  with  a  battery  of  tests.  This 
multiphasic  screening  program  is  capable  of 
revealing,  within  a  community,  many  per- 
sons who  are  apparently  well,  but  who  are 
actually  afflicted  with  one  or  more  chronic 
diseases  in  an  early  or  asymptomatic  stage. 
Its  purpose  is  not  to  diagnose  disease  but 
rather  to  locate  those  persons  who  need  a  de- 
tailed diagnostic  examination  and  to  refer 
them  to  their  private  physicians  for  that 
purpose'1'. 

The  principle  of  the  mass  testing  of  a  pop- 
ulation to  bring  to  attention  and  treatment 
unrecognized  cases  of  disease  is  not  new. 
Mass  surveys  for  hookworm  or  malaria  were 
done  in  the  Southern  states  many  years  ago. 
The  concept  of  routine  testing  of  any  type 
is  based  upon  the  premise  that  one  must  seek 
in  order  to  find.  Why  otherwise  test  the  urine 
of  all  patients  admitted  to  a  hospital,  or  take 
the  blood  pressure  as  part  of  every  general 
physical  examination? 

The  Detection  of  Disease 
by  Screening  Procedures 
It  is  recognized  by  the  public  and  the  med- 
ical profession  alike  that  the  sei'ologic  test 
for  syphilis  and  the  chest  film  for  tubercu- 
losis are  suitable  for  mass  application  as 
case-finding  measures.  Recently,  effective 
and  economical  screening  techniques  have 
been  developed  for  diabetes ;  these  consist  of 
easily  applied  tests  to  determine  the  blood 
sugar  level  and  the  presence  of  glycosuria. 
It  has  been  estimated  by  recognized  experts 
that  there  are  about  one  million  knoivn  dia- 
betics in  the  United  States.  Recent  large  scale 
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studies  of  the  population  in  various  commu- 
nities indicate  that  there  are  one  million 
other  persons  who  already  show  chemical 
evidence  of  diabetes  but  whose  symptoms  are 
not  yet  sufficient  to  cause  them  to  seek  med- 
ical care(2). 

It  has  been  shown  that  the  miniature  chest 
film  taken  during  the  course  of  a  regular 
tuberculosis  case-finding  program  will  dis- 
close a  significant  amount  of  heart  disease 
if  it  is  examined  from  that  point  of  view. 
Recently  in  Los  Angeles,  many  thousand  such 
chest  films  were  so  examined'3'.  Approxi- 
mately 2  per  cent  of  the  group  screened  were 
found  to  have  abnormal  heart  shadows.  Fol- 
low-up examinations  revealed  that  approxi- 
mately one-half  of  these,  or  1  per  cent  of  the 
population  screened,  had  previously  unknown 
heart  disease  which  was  clinically  significant 
and  required  the  care  of  a  physician.  Thus, 
mass  chest  films  in  themselves  afford  a 
screening  process  for  many  diseases — tuber- 
culosis, heart  disease,  and  cancer  of  the  lung 
being  the  ones  most  frequently  discovered. 

Recent  reports  point  to  the  possibility  of 
cytologic  tests  as  a  valuable  screening  device 
for  cancer  of  the  cervix'1',  and  of  the  lung(5). 

The  Advantages  of  Multiphasic 
Screening 
Until  recently,  mass  testing  of  the  popula- 
tion for  various  specific  diseases  has  been 
applied,  as  a  rule,  one  test  at  a  time.  Each 
test  was  usually  applied  to  different  groups 
of  people  at  different  times,  and  usually  in 
different  places.  There  have  been  separate 
campaigns  for  tuberculosis,  for  syphilis,  for 
diabetes,  and  for  nutritional  deficiencies. 
/Vhile  the  success  of  these  campaigns  from 
the  standpoint  of  finding  cases  cannot  be 
doubted,  it  is  a  costly  matter  to  go  into  the 
same  community  at  periodic  intervals  to 
offer  screening  for  a  different  disease  each 
time.  This  procedure  results  in  duplication 
of  administrative  effort,  in  the  cost  of  or- 
ganizing the  screening  program,  in  the  cost 
of  stimulating  enough  interest  in  each  pro- 
gram to  insure  a  steady  flow  through  the 
detection  line,  and  in  the  cost  of  processing 
the  reports  on  the  cases  and  the  analysis  of 
the  statistical  material. 

Why  not,  therefore,  make  a  number  of 
routine  examinations  at  one  time?  Thus,  on 
a  single  trip  to  the  clinic  or  station,  the  citi- 
zen could  obtain  a  blood  test,  urinalysis,  and 
chest  film — plus  any  other  tests  that  facili- 
ties would  permit.  These  examinations  would 


uncover  previously  unrecognized  cases  of 
syphilis,  tuberculosis,  heart  disease,  anemia, 
diabetes,  and  certain  types  of  cancer,  as  well 
as  other  diseases  and  defects.  Multiphasic 
screening  would  eliminate  the  need  to  arouse 
interest  in  one  type  of  examination  this  week 
and  in  another  next  week,  and  would  thus 
save  money,  personnel,  and  time. 

Such  a  procedure  would  not  only  prove 
economical,  but  would  give  the  public  and  the 
medical  profession  better  service.  A  consider- 
able saving  in  time  and  money  would  result 
from  a  single  health  education  campaign, 
record  system,  and  follow-up  procedure  for 
a  screening  program  embracing  several  dis- 
eases or  defects.  Already  the  time  of  the  pub- 
lic and  of  technical  personnel  is  being  saved 
by  examining  a  single  specimen  for  more 
than  one  disease.  For  example,  a  single  speci- 
men of  blood  may  now  be  examined  for  syphi- 
lis, diabetes,  and  anemia. 

A  multiphasic  screening  program  would 
bring  to  bear  on  a  single  person  at  a  specified 
time  certain  technical  screening  tests  that 
are  specific  in  their  results,  relatively  inex- 
pensive to  perform,  and  preferably  do  not 
require  the  immediate  presence  of  a  physi- 
cian. The  tests  used  are  objective  and  furnish 
the  diagnosing  physician,  to  whom  the  per- 
son is  referred,  with  valuable  data  upon 
which  to  base  his  decisions  as  to  his  patient's 
condition.  It  is  perhaps  unnecessary  to  be- 
labor the  well  known  fact  that  chronic  dis- 
eases are  the  major  causes  of  death  and  dis- 
ability at  present.  An  ever  increasing  pro- 
portion of  our  population  has  been  able  to 
withstand  the  onslaughts  of  acute  communi- 
cable disease  and  is  now  asking  how  to  avoid 
disability  and  premature  death  from  chronic 
disease. 

The  Application  of  Preventive  Measures 

to  Chronic  Disease 
All  of  us  are  concerned  with  prevention — 
and  especially  with  preventive  techniques  of 
wide  application.  Our  knowledge  concerning 
the  etiology  of  many  of  the  chronic  diseases 
is  too  limited  to  permit  us  to  prevent  their 
onset,  but  we  do  know  that  much  of  the  mor- 
tality and  morbidity  that  occur  are  the  direct 
result  of  delayed  diagnosis  and  belated  treat- 
ment. By  early  detection,  diagnosis  and 
treatment,  much  needless  suffering,  loss  of 
life,  and  unnecessary  expense  can  be  avoided. 
For  example,  the  adult  who  today  is  found 
to  have  an  early  case  of  diabetes  can,  with 
adequate  treatment,  live  a  normal  life  span 


628 


NORTH   CAROLINA   MEDICAL  JOURNAL 


November,   1950 


without  complications  from  his  disease.  Many 
cardiac  patients  may  be  benefited  if  their 
condition  is  recognized  and  evaluated  in  time. 
Thus  prevention  is  a  relative  concept.  No 
longer  are  we  concerned  only  with  preventing 
the  initial  onset  or  occurrence  of  disease. 
We  must  also  try  to  prevent  the  development 
or  persistence  of  disability  or  invalidism. 
This  concept  of  prevention  is  being  applied 
more  and  more  widely  by  practicing  physi- 
cians and  by  health  departments. 

The  concept  of  the  routine  examination  of 
presumably  well  persons  as  a  fundamental 
preventive  measure  is  not  a  new  one.  It  has 
been  used  by  medical  associations,  life  insur- 
ance companies,  industrial  firms,  and  public 
health  agencies  for  more  than  twenty-five 
years.  Such  examinations  designed  to  detect 
early  disease  usually  require  from  one  half 
to  two  hours  of  a  physician's  time.  If  a  large 
segment  of  our  adult  population  were  to  re- 
ceive periodic  health  examinations,  the  num- 
ber of  physicians  required  would  exceed  the 
number  now  available.  If  there  were  an  ade- 
quate number  of  physicians  interested  in  do- 
ing such  work,  if  they  were  provided  with 
sufficient  facilities,  and  if  the  population 
accepted  the  principle  of  the  annual  health 
examination,  it  would  not  be  necessary  to  re- 
sort to  separate  case-finding  procedures.  At 
the  present,  however,  none  of  these  condi- 
tions has  been  fulfilled. 

Two  years  ago  an  editorial  in  the  Journal 
of  the  American  Medical  Association  dis- 
cussed some  of  these  limitations  of  the 
periodic  health  examination  and  called  atten- 
tion to  the  possibility  of  streamlining  these 
examinations  by  emphasizing  the  part  which 
can  be  played  by  technical  assistants  and  lab- 
oratory technicians*01. 

Results  of  Multiphasic  Screening  Programs 
San  Jose,  California 

A  plan  of  multiphasic  screening  was  first 
tried  out  in  1948  on  a  comprehensive  scale 
in  San  Jose,  California171.  The  county  medical 
society,  city  health  department,  and  state 
department  of  public  health  carried  out  a 
survey  covering  945  employees  in  four 
establishments.  The  screening  procedures 
included  a  miniature  roentgenogram  of  the 
chest,  a  test  of  the  urine  for  albumin  and 
sugar,  a  serologic  test  for  syphilis,  and  a  de- 
termination of  the  blood  sugar  level.  (These 
last  two  tests  were  performed  on  a  single 
specimen  of  blood.)  In  addition  a  brief  his- 
tory form  was  used,  containing  questions  re- 


lating to  heart  disease,  tuberculosis,  diabetes, 
and  syphilis.  Although  follow-up  was  defi- 
cient in  some  instances,  13  previously  un- 
recognized cases  of  significant  disease  were 
discovered  and  placed  in  the  hands  of  physi- 
cians for  care.  There  were  9  cases  of  diabetes, 
2  of  cardiovascular-renal  disease,  and  2  of 
active  tuberculosis.  Sixteen  other  cases  of 
disease,  previously  known,  were  also  found. 
Many  of  these  patients  had  lapsed  from 
treatment,  and  sought  medical  attention 
again  as  a  result  of  the  survey. 

Since  the  San  Jose  demonstration  a  num- 
ber of  trial  programs,  some  of  them  involv- 
ing many  thousands  of  people,  have  gotten 
under  way.  The  screening  procedures  used 
in  each  may  be  simple  or  complex,  depending 
upon  the  resources  of  the  community  for 
health  education  and  follow-up. 

Richmond,  Virginia 

One  such  program  has  been  in  operation 
in  Richmond,  Virginia,  since  January  1  of 
this  year.  While  the  health  department  con- 
ducts the  program,  it  is  really  only  the  "busi- 
ness manager,"  so  to  speak.  The  program  it- 
self is  truly  a  product  of  the  thinking  of  the 
Richmond  Area  Community  Council  and  the 
Richmond  Academy  of  Medicine.  Their 
screening  program  is  rather  elaborate,  and 
was  worked  out  with  a  medical  advisory  com- 
mittee of  well  known  specialists  in  the  various 
chronic  diseases  covered  by  the  multi-test 
clinics,  as  they  are  called.  All  persons  pre- 
senting themselves  are  subjected  to  the  fol- 
lowing procedures : 

Chest  film — for  tuberculosis  and  cardiac 
disease 

Withdrawal  of  blood  sample — for  serologic 
test  for  syphilis  and  hemoglobin 

Measurement  of  height  and  weight 

Blood  pressure  determination 

Urinalysis — for  sugar  and  albumin 

For  research  purposes  the  following  tests 
are  also  being  done : 

Electrocardiogram — on  every  tenth  person 

Tests  for  visual  acuity  and  intra-ocular 
tension — on  every  third  person 

Actual  time  required  for  the  screening  pro- 
cess, not  including  the  electrocardiogram,  is 
thirteen  to  fifteen  minutes. 

The  results  of  these  laboratory  tests  are 
followed  up  by  private  physicians,  who  do 
the  diagnostic  work-up  and  make  the  final 
diagnosis. 

The  first  two  clinics  were  in  large  down- 
town department  stores,  and  more  than  12,- 
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000  persons  were  screened  in  the  first 
twenty-eight  days  of  operation.  The  clinics 
are  now  being  made  mobile  and  moved  into 
industrial  plants  and  neighborhoods,  after 
the  necessary  local  community  organization 
has  been  done. 

A  leaflet  containing  the  following  basic 
statements  is  given  to  everyone  who  visits 
the  Richmond  multi-test  clinic. 

In  Step  With  Your  Doctor 

The  x-ray  and  other  tests  that  were  given 
you  today  will  be  a  help  to  your  doctor  in 
finding  out  if  you  have  lung  trouble,  high 
blood  pressure,  anemia,  diabetes,  heart 
trouble,  syphilis,  or  if  you  are  overweight. 
The  clinic  does  not  take  the  place  of  your 
doctor. 

In   Step   With    Your   Community's 
Health   Planning 

Anyone,  15  years  of  age  and  over,  living  in 
or  arorind  Richmond  is  welcome  at  the 
clinic.  The  information  that  is  obtained  will 
help  in  planning  for  the  health  needs  of  all 
the  people  in  the  community. 

In   Step  With   Your   Own 
Health  Problems 

In  about  three  weeks  we  will  send  a  report 
on  our  findings  to  your  doctor.  We  will 
then  notify  you  that  your  doctor  has  this 
report.  When  you  receive  our  notice,  but 
not  before,  please  get  in  touch  with  vour 
doctor  as  he  will  want  to  discuss  our  find- 
ings with  you. 

The  unity  behind  this  program  is  demon- 
strated bv  the  fact  that  one  half  of  the  budget 
of  $68,000  is  provided  bv  three  of  Richmond's 
voluntary  health  agencies — its  tuberculosis 
association,  heart  association  and  Red  Cross. 
Although  many  problems  of  a  technical,  ad- 
ministrative, and  professional  nature  still 
remain  to  be  solved,  the  nublic,  the  medical 
profession,  and  the  health  department  of 
Richmond  are  convinced  that  there  is  an  im- 
portant place  for  multiphasic  screening-  in 
the  total  health  program  of  their  community. 

There  is  not  time  to  describe  the  other 
programs  already  in  operation  in  Boston. 
Atlanta,  Indianapolis,  and  Alabama.  Each 
differs  somewhat  from  the  other  in  the  num- 
ber and  type  of  tests  being  performed  and  in 
the  details  of  the  follow-up  procedure.  Each, 
however,  represents  the  program  developed 
and  agreed  upon  by  the  medical  society,  the 
health  department,  and  the  voluntary  health 
agencies  in  the  community  as  being  the  best 
combination  of  tests  with  which  to  screen  its 
population. 

Harnett  County,  North  Carolina 

In  Harnett  County,  North  Carolina,  an  in- 
teresting program  has  been  conducted  by  the 


health  department  during  the  past  few 
months,  with  the  full  and  active  cooperation 
of  the  county  medical  society.  During  twenty 
days  in  February,  6,197  persons  over  the 
age  of  15  years  were  examined  at  the  same 
time  for  tuberculosis  and  diabetes  by  the  use 
of  the  chest  film  and  the  micro-test.  This 
number  represents  25  per  cent  of  the  total 
adult  population  of  the  county.  The  diagnostic 
work  has  been  completed  on  only  75  per  cent 
of  those  individuals  suspected  of  having  dia- 
betes as  a  result  of  this  screening  program, 
but  already,  40  previously  unrecognized  cases 
of  definite  diabetes  have  been  brought  to 
light*8'. 

Conclusioji 

A  case-finding  program  is  not  an  isolated 
activity.  It  must  be  part  of  a  total  plan,  de- 
veloped by  all  concerned,  to  include  adequate 
follow-up,  so  that  accurate  diagnosis  takes 
place  and  adequate  treatment  is  made  avail- 
able. Multiphasic  screening  programs  are  not 
being  advocated  as  a  substitute  for  good 
periodic  health  examinations.  However,  they 
are  proving  to  be  a  productive  and  practical 
method  for  the  discovery  of  chronic  disease. 
It  appeals  to  physicians  because  new  patients 
are  sent  to  them  in  the  early  stages  of  disease, 
when  treatment  can  be  more  effective  and 
when  the  patients  are  still  economically  in- 
dependent. Public  health  departments  can 
render  tangible  service  in  chronic  disease 
control  by  making:  available  their  personnel 
and  administrative  organization  for  the 
mass  screening  procedures.  After  all,  how- 
ever, it  is  the  practicing-  physician  who  must 
assume  the  responsibility  for  final  diagnosis 
and  subsequent  treatment. 

Such  a  program  serves  "to  disnel  the  feel- 
ing of  distrust  and  suspicion  that  private 
medicine  has  held  toward  public  health  and 
at  the  same  time  produce  awareness  of  local 
governing'  bodies  to  the  magnitude  of  the 
total  health  problem  of  the  community.  Such 
projects  will  demonstrate  most  forcibly  that 
the  functions  of  private  medicine  and  public 
health  supplement  each  other  and  are  not  in 
any  sense  competitive."'71 

There  are  not  many  communities  so  utterly 
devoid  of  medical,  hospital,  and  public  health 
resources  that  they  cannot  develop  some 
type  of  multiphasic  screening-  program 
adapted  to  their  local  needs  and  resources. 
When  its  purpose,  its  limitations,  and  its 
potentialities  are  kept  in  mind,  multiphasic 
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screening  seems  to  offer  real  promise  of  be- 
ing a  practical  measure  in  the  control  of 
chronic  disease. 
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SUBLUXATION  OF  THE  HEAD 
OF  THE  RADIUS 

Dan  P.  Boyette,  M.D. 

Ahoskie 

•  and 

Arthur  H.  London,  Jr.,  M.D. 

Durham 

A  common,  but  frequently  unrecognized, 
occurrence  in  young  children  is  subluxation 
of  the  head  of  the  radius.  Reports  of  this 
condition,  commonly  called  "nursemaid's  el- 
bow" or  ''pulled  elbow,"  are  numerous  in  the 
early  literature.  Mention  of  it  has  been  found 
in  the  writings  of  Hippocrates,  but  it  was 
first  accurately  described  by  Fournier11*  in 
1671.  During  the  nineteenth  century  it  was 
a  favorite  subject  among  the  French  and 
German  writers.  The  most  complete  of  the 
early  American  articles  on  the  subject  was 
written  by  Van  Arsdale(2)  in  1889,  when  he 
reported  100  cases  and  presented  a  thorough 
discussion.  Since  that  time  only  sporadic  ac- 
counts of  the  subject  have  appeared,  nearly 
all  of  which  have  been  in  foreign  journals. 
The  latest  complete  article  to  be  found  in 
American  literature  was  written  by  Ander- 
son13' in  1942,  although  in  May,  1949,  Dr.  A. 
T.  Hamilton'4'  of  Raleigh  mentioned  the  sub- 
ject in  an  article  on  three  common  orthopedic 
problems  receiving  too  little  attention. 

The  purpose  of  this  paper  is  not  to  report 
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an  unusual  occurrence,  but  rather  to  empha- 
size the  frequency  with  which  subluxation 
of  the  head  of  the  radius  occurs  and  to  stress 
the  fact  that,  although  it  is  a  situation  involv- 
ing bone  and  joints,  it  is  a  pediatric  problem 
and  should  be  treated  by  the  pediatrician  or 
general  practitioner  caring  for  children. 

Definition 
The  word  "luxation"  means  dislocation ; 
subluxation,  therefore,  refers  to  partial  or 
incomplete  dislocation.  Subluxation  of  the 
head  of  the  radius  is  limited  to  children,  and 
usually  occurs  in  very  young  children.  Among 
the  reported  cases,  the  youngest  patient  was 
a  3  month  old  infant,  and  the  oldest  was  a  9 
year  old  child.  Orthopedists  generally  are  not 
familiar  with  subluxation  of  the  head  of  the 
radius,  and  therefore  incur  much  unneces- 
sary expense  and  trouble  in  its  diagnosis  and 
treatment.  The  subject  is  slighted  by  pedi- 
atric textbooks,  and  only  a  few  orthopedic 
texts  briefly  mention  it. 

Etiology 

This  condition  has  been  given  a  variety  of 
names,  including  "Gromyer's  injury,"  "dislo- 
cation of  the  head  of  the  radius  by  elonga- 
tion," "dislocation  of  the  head  of  the  radius 
downward,"  "pulled  elbow,"  and  "nurse- 
maid's elbow."  The  manner  in  which  the  in- 
jury is  sustained  is  almost  identical  in  every 
instance — that  is,  a  sudden  pull  on  the  ex- 
tended arm  of  a  small  child.  Such  a  pull  may 
be  given  when  a  child  is  picked  up  by  one  arm 
after  a  fall,  pulled  from  under  a  table,  or 
helped  across  the  street  and  up  the  curb ;  or 
when  one  child  pulls  a  toy  from  another  child. 
Occasionally  the  injury  is  sustained  in  a  fall. 
In  this  case  the  history  may  be  misleading, 
but  the  physical  findings  bear  out  the  diag- 
nosis. 

Typical  Case  Histories 

The  following  case  history  is  typical : 

Case  1 

A  nursemaid  was  leading  a  three  year  old  boy  by 
the  hand,  when  he  stumbled.  In  an  effort  to  prevent 
him  from  falling,  the  nursemaid  quickly  jerked  his 
hand  upward.  The  boy  immediately  cried  out  in  pain 
and,  upon  being  released,  sat  on  the  floor  and  re- 
fused to  use  the  arm.  He  continued  to  cry,  and 
resisted   any  effort  at  assistance. 

When  the  pediatrician  arrived,  the  child  was  found 
still  sitting  on  the  floor  with  his  left  arm  hanging 
by  his  side,  the  elbow  slightly  flexed  so  that  the 
forearm  and  hand  rested  on  his  lap;  the  hand  was 
in  the  position  of  pronation.  It  appeared  that  the 
most  painful  point  was  at  the  wrist,  which  the 
child  fondled  gentlv  with  his  right  hand.  Examina- 
tion, however,  disclosed  no  limitation  of  motion  at 
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the  wrist  joint,  and  no  tenderness.  Further  examina- 
tion showed  that  there  was  tenderness  over  the 
head  of  the  radius;  and,  although  flexion  and  exten- 
sion of  the  elbow  joint  was  accomplished,  definite 
resistance  to  attempts  to  supinate  the  hand  was 
encountered,  the  effort  being  accompanied  by  a 
scream  of  pain  from  the  child.  The  diagnosis  of  sub- 
luxation of  the  head  of  the  radius  was  made,  and 
reduction,  attended  by  the  characteristic  click,  was 
effected. 

This  case  illustrates  several  important 
points. 

1.  The  history  of  the  manner  in  which  the 
injury  was  sustained  is  most  important  and 
leads  one  to  think  immediately  of  subluxation 
of  the  head  of  the  radius. 

2.  The  position  of  the  arm  is  characteris- 
tic. It  hangs  limply  by  the  side,  with  the 
elbow  flexed  at  about  20  degrees  and  the  hand 
in  pronation.  The  child's  firm  refusal  to  use 
the  arm  or  hand  may  cause  the  mother  to 
think  that  the  arm  is  paralyzed. 

3.  Pain  may  be  limited  to  the  elbow,  but 
more  frequently  it  is  referred  to  the  wrist. 
This  referral  of  pain  has  never  been  ex- 
plained adequately.  Some  writers  state  that 
it  is  due  to  the  stretching  of  a  nerve ;  others 
that  it  is  due  to  the  pinching  of  a  nerve.  It 
is  difficult  to  see  how  the  injury  could  pro- 
duce either  condition. 

4.  There  is  a  point  of  tenderness  over  the 
head  of  the  radius. 

5.  All  motions  of  the  arm  and  hand  can 
be  carried  out  with  the  exception  of  supina- 
tion. Attempts  at  supination  meet  with  an 
abrupt  obstruction  about  midway  and  the 
child  experiences  severe  pain. 

6.  No  deformity  can  be  demonstrated  ex- 
ternally and  the  roentgenogram  reveals  no 
abnormality.  Stone(5>  has  stated  that  if  roent- 
genograms of  both  elbows  are  made,  the  dis- 
tance from  the  head  of  the  radius  to  the 
capitellum  of  the  humerus  will  be  found  to 
be  greater  on  the  affected  side  than  in  the 
opposite  arm.  Others  deny  this  claim,  and 
roentgenologists  agree  that  the  difference  is 
so  slight  that  it  would  probably  not  be  de- 
tected unless  careful  measurements  were 
made. 

7.  The  click  heard  or  felt  when  reduction 
is  accomplished  is  disputed  by  no  one.  This 
click  in  itself  is  assurance  that  the  diagnosis 
was  correct  and  that  the  treatment  has  been 
successful.  Without  it  one  cannot  be  sure  of 
reduction.  However,  if  manipulation  is  not 
followed  by  a  click,  the  arm  may  be  placed 
in  a  sling  and  autocorrection  will  occur  in 
one  to  two  days.  The  following  case  illustrates 
this  point. 


Case  2 

A  2  year  old  boy  was  being  led  across  a  busy 
street  by  his  mother,  who  assisted  the  child  in 
mounting  the  curb  by  pulling  up  on  his  arm.  The 
child  immediately  cried  out  with  pain  and  refused 
to  use  the  arm.  He  was  taken  immediately  to  a 
physician  who,  being  unable  to  reach  a  diagnosis, 
sent  him  to  an  orthopedist.  A  roentgenogram  of  the 
arm  revealed  no  abnormality. 

Since  he  was  unable  to  arrive  at  a  definite  diag- 
nosis, the  orthopedist  placed  the  child's  arm  in  a 
sling  and  asked  that  he  return  for  further  examina- 
tion in  two  days.  Upon  the  return  visit  the  arm 
appeared  normal,  and  the  mother  stated  that  the 
child  had  begun  using  it  normally  when  he  awoke 
that  morning,  after  carrying  it  in  a  sling  all  the 
day  before. 

Undoubtedly  this  was  an  instance  of  sub- 
luxation of  the  head  of  the  radius.  Immediate 
reduction  was  not  accomplished,  but  when 
the  arm  was  placed  in  a  sling  autoreduction 
occurred,  and  the  child  had  no  further 
trouble. 

The  following  case  is  an  example  of  radio- 
humeral  subluxation  occurring  during  a  fall. 

Case  3 

A  2  year  old  girl  fell  while  at  play  in  the  yard 
of  her  home.  The  mother  did  not  see  the  fall,  but 
she  helped  the  girl  to  her  feet  immediately  after- 
ward. In  spite  of  the  child's  screams,  the  only  in- 
jury the  mother  was  able  to  discover  was  a  small 
abrasion  on  the  left  hand.  When  the  child  refused 
to  use  that  arm  or  to  let  the  mother  do  more  than 
look  at  it,  the  pediatrician  was  consulted.  On  exam- 
ination the  girl  sat  in  the  characteristic  position, 
holding  her  wrist.  No  pain  or  limitation  of  motion 
of  the  wrist  was  found.  The  elbow  was  flexed  nor- 
mally, but  on  the  first  attempt  at  supination  of  the 
forearm,  a  sharp  click  was  heard.  The  child  cried 
briefly,  and  then  accepted  a  piece  of  candy  with 
the  affected  hand  and  walked  happily  out  of  the 
office. 

Pathology 

Various  theories  have  been  propounded  to 
explain  the  pathology  of  subluxation  of  the 
head  of  the  radius,  but  as  these  cases  are 
never  fatal,  autopsy  findings  are  lacking. 
Slight  anterior  or  posterior  displacement  of 
the  head  of  the  radius,  the  locking  of  the 
tuberosity  of  the  radius  below  the  edge  of 
the  ulna,  and  the  interposition  of  soft  parts 
between  the  two  bones  have  all  been  sug- 
gested and  disproved. 

The  most  likely  theory,  and  the  one  with 
the  most  support,  was  set  forth  by  Stone(5) 
in  1916,  following  a  number  of  experiments 
on  twelve  arms  obtained  from  the  anatomy 
laboratory.  He  showed  that  hyperextension 
and  pronation  allow  the  annular  ligament  of 
the  elbow  joint  to  slip  over  the  head  of  the 
radius  into  the  space  between  the  head  of  the 
radius  and  the  capitellum. 

Prior  to  the  age  of  7  years  the  head  and 
the  shaft  of  the  radius  are  practically  the 
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same  in  diameter16',  so  that  it  is  easy  for  the 
head  of  the  radius  to  pass  through  the  an- 
nular ligament  without  laceration.  Lacera- 
tion of  the  ligament  would  cause  edema  and 
induration  of  the  joint  for  several  days — 
findings  which  are  not  present  in  these  cases. 

Incidence 

According  to  Van  Arsdale'2',  cases  of  sub- 
luxation of  the  head  of  the  radius  make  up 
1  per  cent  of  the  surgical  cases  in  children 
under  9  years  of  age.  No  other  reported 
series  has  contained  enough  cases  to  change 
this  figure.  By  way  of  comparison,  there  were 
encountered  in  an  average  pediatric  prac- 
tice* from  April  1,  1949,  to  April  1,  1950. 
12  cases  of  subluxation  of  the  head  of  the 
radius  and  9  cases  of  acute  appendicitis. 

The  incidence  of  subluxation  is  highest 
between  the  ages  of  2  and  5,  when  the  child 
receives  frequent  lifts  by  the  hand  from  taller 
individuals. 

There  are  no  sequelae  incident  to  the  oc- 
currence or  correction  of  this  condition.  Re- 
currences are  not  uncommon,  however,  es- 
pecially in  children  of  frail  stature  and  poor 
musculature. 

Method  of  Treatment 
The  proper  manipulation  for  correction 
and  reduction  of  the  subluxation  is  simple. 
The  elbow  is  flexed  to  an  angle  of  about  90 
degrees,  and  one  thumb  of  the  operator  is 
placed  over  the  head  of  the  radius,  exerting 
moderate  pressure  upon  it.  The  patient's 
hand  and  forearm  is  then  forcibly  supinated 
beyond  the  point  of  obstruction.  If  the  opera- 
tion has  been  successful,  the  characteristic 
click  can  be  heard  or  felt  and  the  child  will 
begin  to  use  the  arm.  If  the  subluxation  has 
existed  overnight,  there  will  be  some  edema 
of  the  elbow  joint  and  the  child  will  not  use 
the  arm  immediately,  in  spite  of  reduction. 
In  such  cases  it  is  best  to  place  the  arm  at 
rest  in  a  sling  for  a  day  or  two. 

Summary 

Subluxation  of  the  head  of  the  radius  oc- 
curs more  frequently  than  is  generally  recog- 
nized. Because  the  condition  is  limited  to 
small  children,  it  is  a  pediatric  problem  and 
should  be  treated  by  the  physician  caring  for 
children. 

The  diagnosis  is  made  on  the  basis  of  (1) 
the  characteristic  history,  (2)  the  lack  of  de- 


formity at  the  site  of  injury,  (3)  the  point 
of  tenderness  over  the  head  of  the  radius,  and 
(4)  the  loss  of  function  and  the  typical  posi- 
tion of  the  extremity. 

Treatment  consists  in  applying  moderate 
pressure  over  the  head  of  the  radius  and 
forcibly  supinating  the  hand.  Successful  re- 
duction is  accompanied  by  a  characteristic 
click. 
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Abstract  of  Discussion 
Dr.  Arthur  Hill  London,  Jr.  (Durham):  Subluxa- 
tion of  the  head  of  the  radius  is  an  injury  which  is 
very  frequently  overlooked.  It  is  important  to  keep 
this  condition  in  mind,  but  it  is  also  important 
to  keep  in  mind  other  injuries  which  may  have 
occurred. 

It  is  possible  to  overlook  a  fractured  clavicle  by 
being  too  enthusiastic  about  the  probability  of  sub- 
luxation of  the  head  of  the  radius.  When  subluxa- 
tion of  the  head  of  the  radius  is  suspected,  the 
examination  should  begin  with  palpation  and  pres- 
sure over  the  clavicles,  to  be  certain  that  no  injury 
exists  there.  Once  that  possibility  has  been  elim- 
inated, diagnosis  by  an  attempt  at  reduction  is 
justified.  Simply  shake  hands  with  the  child,  as  has 
been  shown  here,  put  your  thumb  over  the  head  of 
the  radius,  and,  if  possible,  supinate  it.  If  the  re- 
duction is  successful,  a  click  is  heard.  Usually  by 
the  time  you  have  explained  the  injury  to  the 
mother  and  disregarded  the  child  for  a  while,  he 
will  reach  out  with  the  injured  arm,  if  you  hand 
him  something,  and  take  it.  If  that  happens,  your 
diagnosis   is   pretty  well   proven. 

In  some  cases  you  may  see  the  child  ten,  twelve, 
or  even  twenty-four  hours  after  the  injury.  In  such 
instances,  there  is  some  soreness  present,  and  after 
the  reduction  the  child  still  does  not  want  to  use 
the  arm  properly.  If  the  child  does  not  start  using 
his  arm  in  a  reasonable  period  of  time,  it  is  im- 
portant to  x-ray  the  arm.  Although  you  may  be 
reasonably  certain  that  the  child  has  a  subluxation, 
and  that  the  soreness  is  due  to  the  delay  in  treat- 
ment, it  is  possible  that  a  condylar  fracture  may  be 
present  and  that  the  child  may  return  later  on  with 
excessive   bone  formation   and   a  locked  joint. 


*  Drs.   W.    E.    Keiter   and    Dan    P.    Boyette, 
Carolina. 


Kinston,    North 


Improvement     in    the     techniques     of    radiology, 

especially  the  use  of  contrast  media,  has  enabled 
us  to  visualize  indirectly  practically  every  crevice 
and  cavity  of  the  body  and  has  advanced  accuracy 
in  diagnosis  to  an  almost  incredible  degree.  But  it 
has  in  consequence  whetted  the  appetites  of  those 
with  the  "penny-in-the-slot"  type  of  mind  who  seek 
short  cuts  to  diagnosis,  and  who  have  forgotten,  if 
they  ever  appreciated,  that  "it  takes  a  man  and 
not  simply  a  machine  to  understand  a  man." — Sir 
Henry  Cohen:  Medicine,  Science,  and  Humanism, 
Brit.'M.J.  2:180   (July  22)   1950. 
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PROLAPSE  OF  AN  EDEMATOUS 
SCROTUM  IN  A  BREECH  PRESENTA- 
TION  WITH   DISPROPORTION, 
SIMULATING   ENGAGEMENT   AND 
IMMINENT  VAGINAL  DELIVERY 

Report  of  a  Case 

Jesse  B.  Caldwell,  Jr.,  M.D. 

Gastonia 

A  19  year  old  primigravida  was  first  seen 
in  the  thirty-seventh  week  of  pregnancy. 
Examination  was  not  remarkable  except  that 
the  fetus  was  in  breech  presentation.  Pelvic 
measurements  were  normal  (interspinous  26 
cm.,  intercristal  30  cm.,  external  conjugate 
20  cm.,  diagonal  conjugate  12.5  cm.,  trans- 
verse of  the  outlet  9.5  cm.)  ;  the  pubic  arch 
was  wide,  the  sacrum  hollow ;  and  the  ischial 
spines  were  not  prominent. 

On  June  22,  1949,  at  10  :30  p.m.,  the  pa- 
tient was  admitted  to  the  hospital  at  term, 
having  had  uterine  contractions  for  six 
hours.  Examination  revealed  a  breech  pre- 
sentation, with  the  presenting  part  at  the 
level  of  the  ischial  spines.  The  membranes 
were  intact;  the  cervix  was  dilated  3  cm.; 
and  uterine  contractions  were  occurring 
every  three  minutes,  lasting  thirty-five  to 
forty  seconds.  Sixteen  hours  after  the  onset 
of  labor  the  uterine  contractions  were  of 
good  quality.  Rectal  examination  revealed  the 
cervix  to  be  dilated  7  cm.  and  the  presenting 
part  to  be  1  cm.  below  the  level  of  the  ischial 
spines.  After  twenty  hours  of  labor  the  con- 
tractions became  milder  and  less  frequent. 
Six  hours  later,  however,  they  improved  in 
quality.  The  condition  of  the  mother  and  fetus 
remained  satisfactory. 

After  thirty-two  hours  of  labor  (twenty- 
five  hours  after  admission  to  the  hospital), 
a  sterile  pelvic  examination  was  done.  The 
membranes  were  found  to  be  ruptured  and 
the  lip  of  cervix  remaining  was  estimated 
to  be  IY2  cm.  thick.  The  fetus  was  in  frank 
breech  presentation  and  the  presenting  part 
(during  a  contraction)  was  2  cm.  below  the 
level  of  the  ischial  spines.  Re-evaluation  of 
the  pelvis  failed  to  reveal  any  abnormality. 
Uterine  contractions  were  of  good  quality 
and  occurred  every  two  to  three  minutes.  The 
patient  was  prepared  for  delivery. 

With  the  patient  awake  and  cooperating 


From  the  Department  of  Obstetrics  and  Gynecology,  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  College,  and  the 
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Fig.  1. 

by  bearing  down  with  the  uterine  contrac- 
tions, the  presenting  part  was  seen  to  bulge 
at  the  introitus.  Vaginal  examination  at  this 
time  revealed  the  presenting  part  to  be  a 
greatly  enlarged  and  edematous  scrotum,  10 
cm.  in  diameter,  which  had  prolapsed  through 
the  cervix.  The  cervix  was  only  4  cm.  dilated 
at  that  time.  The  breech  was  2  cm.  above  the 
level  of  the  spines. 

Under  spinal  pontocaine  anesthesia  a  low 
cervical  cesarean  section  was  performed.  An 
infant  weighing  8  pounds,  12  ounces,  was 
delivered  in  good  condition  except  for  an 
enlarged  scrotum  and  penis  (fig.  1).  The 
postoperative  course  was  uneventful.  When 
the  patient  was  discharged  on  the  eighth 
postoperative  day,  the  edema  had  subsided 
completely  from  the  scrotum  and  penis  of 
the  child.  The  only  residue  was  a  mild  dis- 
coloration. 

Follow-up  examination  on  August  15,  1949, 
revealed  the  mother  to  be  in  good  condition 
and  the  genitalia  of  the  infant  to  be  perfectly 
normal. 

Comment 

This  case  is  primarily  one  of  disproportion 
in  a  breech  presentation.  The  prolapse  of  the 
scrotum,  with  progressive  increase  in  size, 
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was  not  recognized  as  such  but  was  inter- 
preted as  descent  of  the  presenting  part  to 
the  point  of  imminent  vaginal  delivery.  The 
sterile  vaginal  examination  made  after 
thirty-two  hours  of  labor  failed  to  disclose 
the  true  conditions  present.  Probably  some 
form  of  anesthesia  should  have  been  used  for 
that  examination. 

This  situation  has  probably  occurred  many 
times  previously,  and  only  recently  a  similar 
case  was  reported  by  Millspaugh  and  Nix111. 
However,  the  Index  Medicus  does  not  list  an- 
other similar  case  in  the  last  twenty  years. 
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TERM  TUBAL  PREGNANCY 

A  Case  Report 

John  H.  E.  Woltz,  M.D. 

Charlotte 

The  great  majority  of  ectopic  pregnancies 
occur  within  some  portion  of  the  fallopian 
tube.  After  a  relatively  short  period  of  de- 
velopment, tubal  abortion  or  tubal  rupture 
usually  leads  to  death  of  the  embryo  and  pro- 
duces symptoms  of  varying  severity  in  the 
patient.  Only  under  very  unusual  circum- 
stances will  the  pregnancy  continue  for  as 
long  as  four  months,  and  it  is  still  less  usual 
for  it  to  proceed  to  term.  Cases  in  which 
the  pregnancy  continues  to  term  while  still 
confined  within  the  tube  are  extremely  rare. 
Advanced  ectopic  pregnancies  are  more  like- 
ly to  be  tubo-abdominal,  tubo-ovarian,  intra- 
ligamentary,  or  abdominal. 

Case  Report 
A  29  year  old  Negress  was  first  seen  by 
me  on  February  25,  1948,  at  the  Good  Sa- 
maritan Hospital.  She  had  been  in  the  hospi- 
tal for  approximately  forty-eight  hours,  hav- 
ing been  admitted  in  what  was  believed  to  be 
early  labor.  After  a  few  hours  of  mild  pain, 
fetal  movements  ceased  and  all  evidence  of 
labor  stopped. 

The  patient  had  had  one  full  term  preg- 
nancy thirteen  years  previously,  and  no  other 
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pregnancies.  Her  past  history  was  otherwise 
non-contributory. 

Her  last  menstrual  period  had  begun  on 
April  15,  1947,  and  the  expected  date  of  con- 
finement was  January  22,  1948.  The  patient 
had  had  nausea  and  vomiting  for  the  first 
few  months  of  pregnancy,  and  had  been  con- 
fined to  her  bed  on  occasions  because  of  pain 
in  the  right  lower  quadrant.  She  said  that 
because  of  this  pain  she  had  consulted  sev- 
eral doctors,  all  of  whom  felt  that  she  had 
a  normal  pregnancy. 

Physical  examination  was  within  normal 
limits,  the  blood  pressure  being  120  systolic, 
80  diastolic,  the  pulse  80,  weight  159  pounds. 
Abdominal  examination  showed  a  full  term 
gestation  with  vertex  presenting.  There  was 
tenderness  in  the  right  lower  quadrant.  The 
patient  was  unable  to  lie  on  her  right  side 
and  had  been  unable  to  do  so  for  several 
months  because  of  pain  when  in  that  posi- 
tion. 

Pelvic  examination  revealed  the  usual 
signs  of  pregnancy,  and  a  soft,  closed  cervix. 
The  vertex  was  presenting  at  station  minus 
3.  The  impression  of  an  adequate  gynecoid 
pelvis  was  obtained.  The  diagnosis  at  this 
time  was  intra-uterine  fetal  death  at  term. 

Conservative  therapy  was  elected,  and 
medical  induction  with  castor  oil  and  Pitocin 
was  attempted.  Since  the  patient  did  not  re- 
spond to  this  treatment,  she  was  discharged 
from  the  hospital  to  await  the  spontaneous 
onset  of  labor.  Her  local  doctor  was  to  see 
her  twice  weekly  and  to  report  to  me  on  her 
condition.  As  is  often  the  case,  however,  I 
heard  from  neither  the  doctor  nor  the  patient 
for  more  than  three  months. 

On  May  8,  1948,  the  patient  was  seen  in 
my  office  at  the  request  of  her  physician. 
The  patient  had  clone  very  well  at  home,  re- 
suming her  household  duties  and  continuing 
to  improve  physically.  Examination  at  this 
time  was  essentially  the  same,  except  that 
the  changes  of  pregnancy  in  the  cervix  and 
soft  tissues  were  less  marked.  The  possibility 
of  an  ectopic  gestation  was  considered,  but  it 
was  felt  that  this  diagnosis  could  not  be  sub- 
stantiated, since  no  uterus  could  be  felt  out- 
side the  fetal  mass.  A  roentgenogram  (fig. 
1)  was  made,  and  the  findings  were  reported 
as  follows : 

"A  film  of  the  abdomen  shows  a  single 
well  developed  fetus  in  the  vertex  presenta- 
tion with  the  back  on  the  maternal  left  side 
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and  the  head  not  engaged.  The  fundus  of  the 
uterus  is  unusually  large  for  the  size  of  de- 
velopment of  the  baby,  which  may  indicate 
hydramnios.  The  fetal  skull  bones  are  over- 
lapping and  markedly  distorted,  indicating 
a  dead  fetus." 

When  the  patient  was  next  seen,  five 
weeks  later,  there  was  little  change  in  the 
pelvic  findings.  At  this  time  laparotomy  was 
advised. 

When  the  abdomen  was  opened,  the  omen- 
tum and  sigmoid  were  found  to  be  plastered 
over  a  large  pelvic  mass,  which  at  first  was 
thought  to  be  uterus.  The  omentum  was  ac- 
tively inflamed  and  was  readily  separated 
from  the  underlying  mass.  What  was  be- 
lieved to  be  the  lower  uterine  segment  could 
be  easily  palpated,  and  a  vertical  incision 
was  made.  The  tissue  was  paper-thin,  and 
the  incision  was  extended  enough  to  permit 
delivery  of  the  fetal  head.  No  amniotic  fluid 
was  present.  The  baby,  although  large  (fig. 
2),  was  removed  without  difficulty.  After 


removal  of  the  fetus  it  became  evident  that 
the  surrounding  tissue  was  not  uterus,  but 
a  distended  and  immensely  dilated  right  fal- 
lopian tube. 

The  remaining  portion  of  the  pelvis  was 
then  explored,  and  a  normal  sized  uterus 
could  be  seen  pushed  into  the  left  iliac  fossa. 
The  left  tube  and  ovary  were  normal.  The 
placenta  was  attached  in  the  lumen  of  the 
right  tube,  and  the  entire  mass  was  adherent 
laterally  and  posteriorly  to  the  base  of  the 
broad  ligament  and  right  uterosacral  liga- 
ment. The  right  ovary  could  not  be  identi- 
fied. The  right  tube  and  placenta  (fig.  3,  4, 
and  5)  were  removed,  starting  at  the  infun- 
dibulopelvic  ligament  and  working  toward 
the  fundal  end  of  the  tube.  The  area  of  de- 
nuded broad  ligament  was  closed  with  a  run- 
ning stitch.  Bleeding  was  minimal,  and  the 
patient's  convalescence  was  uneventful. 

The  pathologist's  report  on  the  opera- 
tive specimen  was  as  follows: 

"Specimen  consists  of  an  anatomically  well 


Fig.    1.     Roentgenogram    of   the   abdomen   at 
fifty -nine  weeks'   gestation. 


Fig.  2.     Macerated  fetus  delivered  by  laparo- 
tomy at  sixty-four  weeks'  gestation. 
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Fig.  3.     External  surface  of  the  right  fallop- 
ian tube. 


Fig.    4.     Right    fallopian    tube,    showing    the 
placenta  attached  to  the  internal  surface. 


developed  female  child  of  approximately  full 
term  gestation.  The  skin  of  it  is  loose  and 
much  of  it  has  slipped  away.  The  head  is 
badly  distorted.  Also  a  large  open  sac  having 
a  placenta  with  a  stump  of  cord  attached  to 
the  lining.  The  wall  varies  from  5  to  10  mm. 
in  thickness  and  has  a  pale  reddish-brown 
color. 

"The  wall  of  the  sac  is  composed  of  fibrous 
tissue  containing  bundles  of  smooth  muscle 
in  the  outer  part.  It  shows  a  heavy  non-spe- 
cific inflammatory  reaction  with  areas  of  cal- 
cification and  necrosis  of  the  inner  part. 
There  is  no  mucosa  present,  but  this  prob- 
ably is  a  fallopian  tube. 

"Diagnosis:  Macerated  fetus,  tubal  preg- 
nancy, chronic  salpingitis." 

Follow-up  examination  a  month  later 
showed  the  uterus  to  be  in  the  anterior  posi- 
tion, of  normal  size,  and  freely  movable;  ex- 
amination of  the  adnexal  regions  was  nega- 
tive. The  patient  had  no  complaints  except 
that  menstruation  had  not  reappeared. 


Comment 

When  fetal  death  occurs  in  utero,  the  fe- 
tus is  usually  expelled  spontaneously  in  time. 
Since  this  patient  felt  well,  since  a  roentgen 
diagnosis  of  intra-uterine  fetal  death  had 
been  made,  and  since  the  clinical  findings 
failed  to  substantiate  a  diagnosis  of  extra- 
uterine pregnancy,  conservative  management 
seemed  to  be  indicated.  However,  we  would 
probably  have  been  justified  in  a  more  radi- 
cal approach  after  a  much  less  extended  pe- 
riod of  time. 

All  advanced  ectopic  pregnancies  may  pre- 
sent difficult  diagnostic  problems.  Often  this 
condition  is  overlooked  simply  because  it  oc- 
curs so  infrequently.  If  the  diagnosis  of  ec- 
topic pregnancy  is  made,  the  problem  is  sur- 
gical. Operation  may  be  a  very  simple  or  an 
extremely  hazardous  procedure,  depending 
largely  on  the  relationship  of  the  placenta  in 
regard  to  other  structures.  Secondary  rup- 
ture of  the  sac  occasionally  occurs,  and  may 
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produce    an    acute    surgical    emergency    by 
causing  intraperitoneal  hemorrhage. 

The  handling  of  the  placenta  at  operation 
is  extremely  important.  When  the  fetus  is 
alive,  or  very  recently  dead,  any  separation 
of  the  placenta,  even  over  a  small  area,  will 
probably  be  attended  by  profuse  and  pos- 
sibly uncontrollable  hemorrhage.  In  this 
type  of  case  it  is  usually  preferable  not  to  at- 
tempt to  remove  the  placenta,  but  rather  to 
allow  it  to  remain  in  situ,  and  eventually  un- 
dergo resorption.  When  the  fetus  has  been 
dead  for  some  time,  the  placental  circulation 
is  no  longer  active  and  the  placenta  can 
usually  be  separated  safely  from  the  attach- 
ments and  removed. 

Summary 
A  case  of  unruptured  tubal  pregnancy 
which  proceeded  to  term  has  been  presented. 
Operation  was  performed  four  months  after 
the  death  of  the  fetus,  and  the  patient  made 
a  good  recovery. 


AMERICA'S  CHALLENGE 

John  W.  McPherrin* 

New  York 

Today  the  world  is  faced  with  an  attack 
upon  individuality.  Even  here  in  America, 
the  most  enlightened  country  in  the  world, 
we  cannot  say  there  is  no  attack. 

Suppose  Thomas  Jefferson  or  Henry  Clay 
were  to  walk  in  here  and  learn  of  the  com- 
pulsory health  insurance  plan  proposed  by 
our  President.  How  long  would  it  take  them 
to  see  that  there  can  be  no  complete  govern- 
ment health  program  without  complete  gov- 
ernment control?  Do  you  think  Thomas  Jef- 
ferson would  be  persuaded  that  government 
control  means  anything  except  Washington 
control?  If  Washington  pays  the  doctor,  the 
pharmacist,  the  nurse,  to  whom  will  they  be 
x-esponsible? 

I  found  that  most  of  the  Britons  liked  the 
free  health  plan,  but  hardly  any  of  them  had 
any  idea  what  it  really  cost  them.  When  they 
wake  up — and  they  are  beginning  to  wake  up 
— they  will  find  out  that  their  free  health 
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service  is  one  reason  for  their  40  per  cent 
income  tax  as  well  as  their  weekly  contribu- 
tion of  70  cents  per  worker. 

Among  doctors  and  pharmacists,  I  found 
many  who  were  for  the  scheme — because 
they  were  making  more  money.  These  are  the 
mediocre  doctors  and  unsuccessful  pharma- 
cists. Among  all  people — patients,  doctors, 
and  pharmacists — I  was  amazed  to  see  hu- 
man greed  showing  its  ugly  head. 

There  are  many  reports  that  the  British 
government  wants  to  reduce  the  cost  of  its 
free  health  service,  and  also  to  provide  a 
higher  standard  of  medical  care.  Let  us  give 
them  credit  for  trying.  They  have  reduced 
some  of  the  agreed  upon  fees  for  professional 
services,  and  have  assumed  greater  control 
of  those  services.  They  have  even  begged  the 
citizens  to  be  more  reasonable  in  their  de- 
mands for  free  medicine,  eyeglasses,  teeth, 
and  so  forth. 

Nevertheless,  the  cost  of  "free"  health 
services  continues  to  climb.  No  ordinary  con- 
trols seem  to  be  effective.  Perhaps  the  basic 
problem  is  deeply  rooted  in  human  nature. 
It  would  appear  that  not  every  patient,  doc- 
tor, or  druggist  is  as  noble  and  unselfish  as 
the  social  planners  have  presupposed.  Since 
those  in  charge  of  a  Welfare  State  assume 
the  authority  to  control  any  situation,  they 
might  shoot  the  works  and  issue  a  decree  out- 
lawing all  human  selfishness.  Of  course,  it 
won't  achieve  the  miracle,  but  the  idea  is  no 
more  unrealistic  than  some  assumptions  of 
political  humanitarians. 

Failure  to  realize  that  human  nature 
doesn't  change  overnight  has  created  grave 
problems  for  the  Britons.  Those  who  planned 
the  Welfare  State  of  Great  Britain  had  no 
idea  that  their  free  health  scheme  was  going 
to  reveal  so  much  human  greed  and  selfish- 
ness. This  characteristic  of  the  human  race 
is  present  among  all  people.  It  is  not  some- 
thing peculiar  to  the  Britons.  They  are  no 
more  selfish  than  we  are.  The  same  kind  of  a 
free  health  scheme  in  America  would  bring 
just  as  much  greed  to  the  surface,  and  result 
in  just  as  many  costly  abuses  by  patients, 
doctors,  and  druggists. 

It  is  my  opinion  that  we  have  been  over- 
looking something  of  social  significance  in 
our  free  competitive  system.  It  seems  to  sup- 
ply the  only  natural  and  effective  curb  on 
human  greed.  For  example,  if  a  druggist 
doesn't  have  the  good  sense  to  conduct  him- 
self properly,  his  competitors  will  soon  get  his 
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business.  We  believe  that  the  same  principle 
applies  to  doctors  and  hospitals  wherever 
they  exist  in  adequate  numbers. 

Without  this  free  competition  for  the 
favor  of  the  public,  the  only  alternative  is 
to  pass  more  laws  and  create  more  controls 
in  a  vain  effort  to  control  human  nature.  It 
can't  be  done.  Even  in  a  police  state,  the 
people  merely  appear  to  be  under  control. 

I  believe  that  it  might  be  possible  to  social- 
ize medicine  —  and  everything  else  ■ —  if  we 
knew  how  to  socialize  morals.  Until  the  social 
planners  can  figure  out  that  problem,  we 
can't  afford  to  give  up  the  free  competitive 
system. 

After  five  weeks  in  Great  Britain,  I  came 
home  with  new  reverence  for  the  faith  of 
mankind  that  created  America.  It  is  my  con- 
clusion that  there  is  no  hope,  peace  of  mind, 
or  real  security  for  anyone  in  the  belief  that 
"The  State  is  my  Shepherd ;  I  shall  not  want." 
This  is  the  real  concept  of  the  Welfare  State, 
and  it  has  done  something  to  the  British 
spirit.  Nothing,  not  even  free  health  service, 
is  more  important  to  a  nation  than  the  spirit 
of  its  people. 

The  British  health  scheme  is  a  major  ex- 
pression of  the  Welfare  State  idea ;  and  as  a 
health  scheme,  it  is  very  similar  to  the  plan 
President  Truman  has  proposed  for  this  na- 
tion. It  is  too  early  to  tell  what  it  has  accom- 
plished for  the  health  of  the  British  people, 
but  there  are  definite  signs  that  it  has  done 
something  to  their  faith  in  themselves.  If  this 
nation  of  ours  should  ever  adopt  the  same 
kind  of  scheme,  we  must  be  prepared  to  ac- 
cept the  same  increases  in  taxes  and  govern- 
ment controls.  Of  much  greater  significance, 
however,  is  the  depressing  effect  upon  the 
spirit  of  the  people. 

Britons  want  security,  but  I  do  not  think 
they  have  found  it  in  the  socialist  idea  that 
'The  State  is  my  Shepherd.'  To  the  extent 
that  any  man  accepts  the  doctrine  that  the 
State  alone  can  bring  him  security  and  happi- 
ness, to  that  extent  he  will  lose  faith  in  him- 
self. Nevertheless  we  must  recognize  that  the 
false  concept  has  a  mesmeric  appeal. 

It  is  reassuring  to  know  that  America  is 
founded  upon  profound  faith  in  people,  but 
we  dare  not  be  complacent.  It  is  our  imme- 
diate responsibility  to  see  that  no  citizen  is 
tempted  to  lose  faith  in  himself.  We  must  help 
and  inspire  each  citizen  to  make  himself  a 
useful  member  of  society,  and  thus  to  achieve 
true  securitv  for  himself  and  his  family. 


Socialized  medicine,  state  medicine,  com- 
pulsory health  insurance:  Call  it  what  you 
will,  it  all  adds  up  to  some  form  of  complete 
government  control  called  socialism,  fascism, 
or  communism.  In  any  form,  under  any  name, 
it  is  an  attack  on  the  individuality  of  people. 

Let  us  remember  that  America  was 
founded  upon  a  radical  faith  in  people,  and 
that  any  totalitarian  government  is  the  awful 
result  of  lack  of  faith  in  people. 

If  we  allow  this  nation  to  drift  into  the  con- 
cept of  the  all-powerful  state,  we  will  have 
given  up  our  belief  in  forty-eight  different 
states;  even  more  important,  we  will  have 
given  up  our  faith  in  people  as  endowed  by 
their  Creator  with  certain  rights. 

Let  us  remember  that  America  is  the  only 
nation  which  acknowledges  that  all  rights  do 
not  come  from  the  state.  Ours  is  the  only 
nation  that  recognizes  that  some  rights  come 
from  the  Creator. 

That  is  America's  greatest  distinction,  and 
her  greatest  strength. 


SAMUEL  DACE  McPHERSON,  M.D. : 
AN  APPRECIATION 

William  deB.  MacNider,  M.D. 
Chapel  Hill 

The  Durham-Orange  County  Medical  So- 
ciety, in  regular  quarterly  meeting,  pauses 
before  commencing  its  scientific  program 
to  pay  tribute  to  the  life  and  labors  of  Dr.  S. 
Dace  McPherson,  who  recently  announced  to 
his  colleagues  in  the  McPherson  Hospital  his 
desire  to  retire  from  his  overactive  practice, 
and  to  continue  to  serve  this  organization  in 
an  administrative  and  consulting  capacity. 

Dr.  McPherson,  the  product  of  God-loving 
and  God-fearing  Scotch  Presbyterian  stock, 
is  a  native  of  Alamance  County.  After  com- 
pleting his  high  school  and  academic  train- 
ing, he  entered  the  Medical  School  of  the 
University  of  North  Carolina  Following  two 
years  of  study  there,  he  entered  and  gradu- 
ated from  the  Medical  School  of  the  Univers- 
ity of  Maryland  with  the  class  of  1903.  He 
then  located  in  the  county  of  his  birth,  to  par- 
ticipate in  the  joys  and  hardships  of  the  gen- 
eral practice  of  medicine.  Here,  by  day  and 
by  night,  through  summer's  heat  and  winter's 
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storm,  he  administered  not  only  to  the  physi- 
cally ill  of  an  ever  expanding  clientele,  but  to 
those  distraught  in  mind  and  sore  at  heart. 
He  is  of  that  order  of  good  doctor  who  gives 
of  himself  and  of  his  bounty  that  others  may 
live  in  a  more  happily  adjusted  state;  and, 
being  related  to  such  a  life,  may  partake  of 
beauty,  and  forget  ugliness  and  pain.  His 
life  has  been  one  of  giving  and  not  of  getting, 
and  yet,  this  bread  of  fellowship  which  he 
cast  upon  troubled  waters  has  now  returned 
to  him  a  thousandfold. 

This  man  whom  we  love  and  respect  has 
ever  been  an  idealist  striving  for  perfection. 
With  such  a  yearning  to  attain  an  ideal  he 
realized  that  he  must  narrow  his  professional 
activities  in  order  to  accomplish  more  nearly 
his  desire.  With  sincere  regret  on  his  part, 
and  a  certain  frustration  on  the  part  of  his 
patients,  he  cast  aside  a  lucrative  practice 
and  entered  on  a  period  of  study,  at  special- 
ized hospitals  in  New  York  and  other  cities, 
in  the  treatment  of  diseases  of  the  eye,  ear, 
nose,  and  throat.  He  recognized  that  advances 
were  continually  being  made,  and  from  time 
to  time  returned  to  the  centers  of  learning  to 
keep  pace  with  the  advances  in  his  specialty. 
His  training  was  not  limited  to  this  country, 
for  he  found  in  Europe,  and  especially  in 
Vienna,  the  opportunity  for  basic  patholog- 
ic investigations  and  the  newer  order  of 
applied  therapeutic  advances. 

In  1912  Dr.  McPherson  located  in  Durham 
for  the  practice  of  his  specialty.  His  success 
was  apparent  from  the  commencement  of  his 
work;  for  he  had  the  necessary  knowledge 
and,  with  dextrous  hands  and  fine  judgment, 
proceeded  to  apply  it.  He  believes  that  success 
comes,  not  by  self-indulgence  and  indolence, 
but  by  toil.  He  loves  work,  and  through  it  and 
by  it  he  has  found  happiness  and  satisfaction. 

Dr.  McPherson's  desire  to  do  better  work 
for  the  welfare  of  his  patients  led  him  to  lay 
plans  for  constructing  the  second  eye,  ear, 
nose,  and  throat  hospital  in  North  Carolina. 
As  a  business  venture  this  undertaking  was 
questionable.  Against  the  advice  of  his  busi- 
ness friends,  he  went  forward  alone  to  attain 
his  ideal  of  a  specialized  hospital,  where  his 
work  and  that  of  his  colleagues  might  be 
performed  in  a  more  nearly  perfect  fashion. 
The  hospital  was  a  success  from  the  first 
month  of  its  operation,  and  only  recently  has 
been  enlarged  by  the  guiding  hand  of  its 
founder.  Hundreds  of  patients  come  each 
month  for  treatment  in  the  outpatient  depart- 


ment. Rich  and  the  poor,  white  and  colored, 
take  their  turn  and  are  given  the  same 
thoughtful  consideration. 

The  idealism  of  Dr.  McPherson,  that  spirit 
which  has  guided  him,  spurred  him  on  to  high 
attainment,  has  reached,  perfection  in  his 
wife  —  a  clear-thinking,  considerate,  help- 
giving  lady,  whose  charm  has  made  a  home 
of  peace  and  beauty  for  him  and  their  two 
children. 

Dr.  McPherson's  activities  in  Durham  have 
not  been  confined  to  his  professional  services. 
By  nature  and  experience  deeply  religious, 
he  furthers  his  search  for  God  through  Christ 
as  an  elder  in  the  Presbyterian  Church.  He 
shows  his  respect  and  affection  for  all  human 
beings  by  his  work  in  many  civic  organiza- 
tions, and  through  his  liberal  financial  sup- 
port. 

It  has  been  my  blessing  to  know  Dr.  Mc- 
Pherson for  over  fifty  years.  He  is  the  best 
human  being  I  have  ever  known.  He  has 
never  had  a  mean  or  a  low  thought.  The  life 
of  this  man  is  an  open  book.  One  may  read 
it  and  receive  spiritual  sustenance. 

The  Durham-Orange  County  Medical  So- 
ciety is  profoundly  grateful  to  Dr.  McPherson 
for  his  specialized  contributions  as  physician, 
for  the  high  ideals  he  has  cherished  for  the 
profession  as  a  whole,  and  for  that  goodness 
and  graciousness  which  abound  in  him.  We 
congratulate  him  on  his  wisdom  in  finding 
relief  from  the  demands  of  a  surgical  prac- 
tice, and  in  continuing  his  interest  as  con- 
sultant and  administrator  in  the  hospital 
that  grew  out  of  his  vision.  Here,  as  has  al- 
ways been  his  fashion,  he  will  lead  a  life 
which  everyone  will  know  to  be  a  good  life, 
and  one  worthy  of  infinite  respect. 


That  Essential  Humanity:  The  achievements  of 
science  have  too  often  led  us  to  forget  that  essen- 
tial humanity  which  is  indispensable  to  the  best 
practice  of  medicine.  For  medicine  is  not  all  sci- 
ence. There  are  indeed  many  medical  problems 
which  defy  measurement.  Human  life  is  full  of 
imponderables,  for  man  is  not  a  physical  being 
only.  He  has  emotions  and  appetites  which  cannot 
be  measured  though  they  profoundly  influence  his 
physical  welfare.  Bodily  disturbances  may  be,  and 
commonly  are,  the  expression  of  his  loves  and 
hates,  his  passions  and  fears,  his  worries  and  anxi- 
eties; the  thumping  heart,  the  cold  sweat,  the  weak 
and  tremulous  knees  of  fright  are  but  simple  ex- 
amples of  this  unity  of  body  and  mind. — Sir  Henry 
Cohen:  Medicine,  Science  and  Humanism,  Brit.  M.J. 
2:181    (July  22)    1950. 
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THE  RECENT  ELECTION 

Notwithstanding  the  forecasts  of  a  Demo- 
cratic victory  made  by  Dr.  Gallup  and  other 
political  prophets,  the  people  of  the  country 
again  expressed  their  dissatisfaction  with 
the  present  administration.  An  editorial  com- 
ment on  the  1946  interim  election  which 
appeared  in  the  North  Carolina  Medical 
Journal  four  years  ago  might  almost  be 
repeated  verbatim,  with  one  important  ex- 
ception. That  discussion  began  with  the 
statement  that  "the  discontent  expressed  at 
the  polls  was  not  with  the  foreign  policy  of 
our  leaders."  This  year  it  is  a  debatable  ques- 
tion whether  there  was  more  dissatisfaction 
with  our  foreign  or  with  our  domestic  poli- 
cies. Many  believe  that  the  State  Department 
fumbled  the  ball  when  China  was  alienated, 
and  that  the  Korean  tragedy  was  the  result 
of  this  fumble. 


That  the  domestic  policy  is  still  a  major 
cause  of  dissatisfaction  was  made  evident  by 
the  great  majority  given  Senator  Taft,  who 
was  made  the  chief  target  of  organized  labor. 
The  rest  of  this  editorial  will  be  a  reproduc- 
tion of  part  of  the  one  written  in  1946 — since 
it  is  as  pertinent  now  as  then. 

"One  of  the  chief  grievances  of  the  Ameri- 
can public  is  the  government's  failure  to 
check  the  ruthless  rampage  that  labor  has 
been  indulging  in  since  the  war  ended.  An- 
other grievance  is  the  excessive  meddling  of 
government  agencies  in  the  affairs  of  the 
individual  citizen,  and  the  stubbornness  with 
which  the  present  administration  has  clung 
to  the  extraordinary  powers  vested  in  it  while 
we  were  in  a  state  of  war.  Japan  surrendered 
more  than  a  year  ago,  but  our  bureaucrats 
will  never  surrender  until  forced  to  do  so. 
The  interminable  forms  to  be  filled  out,  the 
futile  attempts  to  interfere  with  the  natural 
laws  of  supply  and  demand,  the  multiplica- 
tion of  bureaus  and  agencies  to  regulate  the 
taxpayers'  lives  (at  the  taxpayers'  expense) 
had  become  unbearable. 

"A  third  reason  for  the  defeat  of  the  party 
in  power  is  its  extravagance.  Doubtless  many 
were  influenced  to  vote  for  Roosevelt  in  1932 
because  of  his  reiterated  promise  of  a  bal- 
anced budget,  and  his  stern  warning  to  the 
effect  that  Government's  greatest  danger  of 
shipwreck  was  on  the  rocks  of  loose  fiscal 
policy.  The  astronomical  figure  to  which  our 
national  debt  has  climbed  was  partly  justified 
by  the  exigencies  of  war.  It  is  becoming  more 
and  more  apparent,  however,  that  an  enor- 
mous amount  of  money  has  been  wasted.  The 
'balanced  budget' — long  a  standing  joke — 
has  now  become  almost  a  myth. 

"A  final  grievance,  and  perhaps  the  one 
for  which  there  is  most  justification,  is  the 
repeated  attempts  made  by  the  present  ad- 
ministration to  foist  totalitarianism  upon 
this  country  by  first  regimenting  its  doctors. 
The  same  Wagner  who  forced  the  country 
into  bondage  to  labor  has  repeatedly  tried  to 
place  the  medical  profession  under  bureau- 
cratic control.  He  has  failed  to  accomplish 
his  purpose  so  far,  and  now  the  voters  of  the 
country  have  registered  their  protest  against 
further  efforts. 

"The  lessons  to  be  learned  from  the  election 
should  be  reasonably  clear.  One  is  that  no 
party  can  claim  to  have  a  monopoly  on  the 
country.  The  number  of  independent  voters 
is  increasing,  and  is  large  enough  to  carry 
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any  national  election.  It  is  fortunate  that  this 
is  so,  for  the  independent  voter  is  potentially 
the  saviour  of  his  country." 


WORLD  MEDICAL  ASSOCIATION 
EDITORS'  MEETING 

The  first  meeting  of  medical  editors  under 
the  auspices  of  the  World  Medical  Associa- 
tion was  held  on  October  21,  at  the  Hotel 
Roosevelt  in  New  York.  A  surprisingly  large 
number  of  medical  press  representatives 
were  present.  The  meeting  was  presided  over 
by  Dr.  Morris  Fishbein,  editor  of  the  W.M.A. 
Bulletin. 

The  first  speaker  was  Dr.  Hugh  Clegg, 
editor  of  the  British  Medical  Journal.  Dr. 
Clegg  discussed  the  question  of  whether  edi- 
torials and  book  reviews  should  be  signed  or 
unsigned.  He  favored  anonymous  editorials, 
but  thought  that  book  reviews  should  be 
signed.  Although  his  arguments  in  favor  of 
signed  reviews  were  good,  his  audience 
seemed  about  evenly  divided  on  the  question. 
Dr.  Clegg  has  a  brilliant  mind,  and  his  ad- 
dress sparkled  with  such  epigrams  as :  "Edi- 
tors need  not  know  how  to  write — only  how 
to  say  'no'";  "Editorials  need  to  be  clear 
without  being  mean" ;  "It  is  possible  to  write 
a  book  review  from  the  first  and  last,  and  the 
two  middle  chapters." 

Prof.  M.  W.  Woerdeman  of  Amsterdam, 
chairman  of  the  board  of  editors  of  Excerpta 
Medica,  was  to  have  discussed  indexing  and 
abstracting,  but  was  unable  to  come.  Substi- 
tuting for  him,  Dr.  Fishbein  spoke  of  the 
need  for  world  cooperation  in  indexing  and 
abstracting  medical  literature.  With  more 
than  7,000  medical  journals  being  published 
in  the  world,  this  is  a  gigantic  task.  The 
Quarterly  Cumulative  Index  Medicus  of  the 
American  Medical  Association,  and  the  Sur- 
vey of  the  Army  Medical  Library  are  the  only 
publications  covering  world  medical  litera- 
ture. It  was  amazing  to  hear  that  in  the 
United  States  there  are  seventy-four  journals 
devoted  exclusively  to  abstracts.  Dr.  Fishbein 
announced,  in  closing,  that  there  will  be  a 
meeting  soon  between  committees  from  the 
World  Medical  Association  and  the  World 
Health  Organization,  to  discuss  the  problem 
of  indexing  and  abstracting  medical  litera- 
ture. 

Dr.  Stanley  Weld,  editor  of  the  Connecticut 


State  Medical  Journal  and  chairman  of  the 
Cooperative  Advertising  Bureau  of  the 
A.M. A.,  spoke  on  the  problems  of  advertising 
in  the  state  medical  journals.  He  paid  tribute 
to  the  fairness  and  the  efficiency  of  the 
Council  on  Pharmacy  and  Chemistry  of  the 
A.M.A.  Thirty-four  of  the  thirty-eight  state 
journals,  he  said,  are  subscribers  to  the 
Cooperative  Medical  Advertising  Bureau. 

In  discussing  Dr.  Weld's  paper,  Dr.  Austin 
Smith,  formerly  chairman  of  the  Council  on 
Pharmacy  and  Chemistry  and  now  editor  of 
the  Journal  of  the  American  Medical  Asso- 
ciation, said  that,  while  the  Council  has  no 
legal  power,  its  decisions  are  backed  by  the 
power  of  the  press.  It  can  usually  give  con- 
sideration to  a  product  within  nine  to  twelve 
weeks,  when  the  manufacturer  cooperates  by 
giving  evidence  of  the  value  of  any  new- 
product.  Dr.  Smith  contrasted  the  function 
of  the  Council  with  that  of  the  Federal  Pure 
Food  and  Drug  Administration,  which  has 
the  power  to  act  only  on  the  safety  of  a  prod- 
uct, whereas  the  Council  is  interested  in  both 
its  safety  and  its  effectiveness.  He  said  that 
the  seal  of  the  Council  is  winning  increasing 
recognition  in  other  countries,  twenty-six  of 
which  have  expressed  an  interest  in  its  work. 
He  extended  a  cordial  invitation  for  any  doc- 
tor to  visit  the  Council  at  A.M.A.  headquart- 
ers in  Chicago. 

Dr.  Joseph  Garland,  editor  of  the  Neiv 
England  Journal  of  Medicine,  presented  a 
stimulating  and  inspiring  address  on  the  edi- 
torial policy  of  medical  journals.  He  said  that 
the  general  purpose  of  the  editorial  is  to 
direct  the  reader's  attention  to  a  subject  and 
to  stimulate  his  interest  in  it;  and  that  an 
editorial  should  always  fairly  present  both 
sides  of  a  question. 

Those  in  attendance  were  guests  at  a  lunch- 
eon given  by  the  Nepera  Chemical  Company, 
at  which  Dr.  Sanford  Larkey,  librarian  in 
charge  of  the  Welch  Medical  Library  at  Johns 
Hopkins,  gave  an  interesting  paper  on  the 
medical  literature  of  the  world. 

Those  who  attended  this  meeting  were  well 
repaid  for  going,  and  it  is  hard  to  estimate 
the  benefits  to  be  derived  from  such  an  ex- 
change of  ideas.  No  doubt  the  meeting  of 
medical  editors  of  the  world  will  become  an 
annual  affair. 
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PROPOSED  CLASSIFICATION  OF 
CERVICAL  CANCER 

In  view  of  the  frequency  and  the  impor- 
tance of  cancer  of  the  cervix,  the  following 
resolution  adopted  during  the  International 
and  Fourth  American  Congress  on  Obstetrics 
and  Gynecology  is  given  in  full.  North  Cai*o- 
lina  doctors  will  be  interested  to  know  that 
Dr.  Bayard  Carter,  of  Duke  Medical  School, 
was  a  member  of  the  Committee. 

Whereas  the  so-called  League  of  Nations' 
Classification  of  Carcinoma  of  the  Uterine 
Cervix  is  now  in  common  use  in  many  coun- 
tries, but  is  not  used  exclusively  in  the  United 
States  of  America,  it  is  desirable  that  this 
classification,  or  an  acceptable  modification 
thereof,  be  adopted  universally  in  order  to 
reach  a  common  ground  of  understanding. 
Therefore,  a  Committee  of  duly  appointed 
representatives  of  the 

Section  of  Obstetrics  and  Gynecology  of 
the    American    Medical    Association,    the 
American    Association     of    Obstetricians, 
Gynecologists,   and   Abdominal   Surgeons, 
and  the  American  Gynecological  Society, 
meeting  in  session  with  the  Editorial  Com- 
mittee of  the  Annual  Report  on  the  Results 
of  Radiotherapy  in  Carcinoma  of  the  Uterine 
Cervix  on  the  occasion  of  the  International 
and  Fourth  American  Congress  on  Obstetrics 
and  Gynecology  at  New  York  City  on  May 
14-19,  1950,  has  agreed  to  propose  the  follow- 
ing modification  of  the  classification  adopted 
by  the  Health  Organization  of  the  League  of 
Nations  in  1937 : 

Stage  0 

Carcinoma  in  situ — also  known  as  prein- 
vasive carcinoma,  intra-epithelial  carci- 
noma and  similar  conditions. 

Stage  I 

The  carcinoma  is  strictly  confined  to  the 
cervix. 

Stage  II 

The  carcinoma  extends  beyond  the  cervix, 
but  has  not  reached  the  pelvic  wall.  The 
carcinoma  involves  the  vagina,  but  not  the 
lower  third. 

Stage  III 

The  carcinoma  has  reached  the  pelvic  wall. 
(On  rectal  examination  no  "cancer-free" 
space  is  found  between  the  tumor  and  the 
pelvic  wall.) 


The  carcinoma  involves  the  lower  third  of 
the  vagina. 

Stage  IV 

The  carcinoma  involves  the  bladder  or  the 
rectum,  or  both,  or  has  extended  beyond 
the  limits  previously  described. 

Be  it  resolved  that  this  Classification  be 
termed  the  International  Classification  of 
the  Stages  of  Carcinoma  of  the  Uterine  Cer- 
vix, and  that  all  organizations  concerned 
with  the  problem  on  hand  be  approached  to 
consider  its  adoption. 

*     *     * 

MISS  LOUISE  MacMILLAN,  EDITORIAL 
ASSISTANT 

In  an  editorial  in  the  June  issue  of  this 
journal  we  called  attention  to  the  fact  that 
the  name  of  the  assistant  editor  had  been 
changed  from  Miss  Catherine  Johnson  to 
Mrs.  Edward  W.  Jackson.  Soon  afterward, 
at  Uncle  Sam's  request,  Mrs.  Jackson's  hus- 
band, whose  name  was  on  the  list  of  Army 
reserves,  had  to  change  his  residence  from 
Winston-Salem  to  Macon,  Georgia,  and  she 
has  become  a  camp  follower.  Although  she 
continues  to  take  a  good  deal  of  responsibility 
at  long  range  for  the  North  Carolina  Med- 
ical Journal,  it  became  necessary  to  have 
some  one  in  the  office  here  to  attend  to  the 
numerous  details  that  arise  daily  in  connec- 
tion with  the  editorial  job.  Fortunately,  there 
was  available  one  who  is  exceptionally  well 
qualified  to  undertake  the  duties  of  editorial 
assistant  —  Miss  Louise  MacMillan,  the 
daughter  of  the  late  John  Arch  MacMillan, 
for  many  years  editor  of  Charity  and  Chil- 
dren. Long  before  her  father  passed  away 
she  had  been  as  his  right  hand  in  preparing 
material  for  his  paper.  Like  Mrs.  Jackson, 
she  attended  Meredith  College  and  majored 
in  English.  By  way  of  further  preparation, 
she  took  a  correspondence  course  in  journal- 
ism from  the  University  of  Missouri. 

Miss  MacMillan  is  already  a  good  writer 
and  journalist.  Judging  from  the  diligence 
with  which  she  is  using  the  medical  diction- 
ary and  Fishbein's  Medical  Writing,  she 
will  soon  be  an  accomplished  medical  journal- 
ist. The  fact  that  she  "pasted  up"  both  this 
issue  and  the  preceding  one  is  evidence  that 
she  is  rapidly  learning  her  lessons.  The  editor 
feels  himself  quite  fortunate  to  have  two  such 
good  helpers. 
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NORTH  CAROLINA  TUBERCULOSIS 
ASSOCIATION 

THE  COST  OF  TUBERCULOSIS  IN  1950 

David  T.  Smith,  M.D.* 

Durham 

Everyone  is  delighted  with  the  steady  de- 
cline in  the  death  rate  from  tuberculosis 
from  approximately  200  per  100,000  in  1900 
to  less  than  30  in  1949. 

Unfortunately,  the  death  rate  is  no  longer 
a  true  guide  to  the  seriousness  of  the  tuber- 
culosis problem  in  this  country.  We  must 
shift  our  vision  from  the  dead  to  those  who 
are  living  and  suffering  with  the  disease.  The 
number  of  living  patients  has  not  declined 
proportionately  to  the  decrease  in  death  rate. 
In  many  areas,  where  the  usual  methods  of 
case  finding  have  been  supplemented  by  mass 
x-ray  surveys,  temporarily  at  least,  the  num- 
ber of  new  reported  cases  has  been  increas- 
ing while  the  death  rate  was  declining. 

Tuberculosis  remains  the  number  1  health 
problem  in  the  United  States.  Although  it  is 
not  at  present  the  number  1  killer,  it  is  the 
number  1  killer  which  is  known  to  be  prevent- 
able. The  cost  of  the  tuberculosis  control  pro- 
gram in  the  United  States  has  been  estimated 
by  the  National  Tuberculosis  Association  at 
$350,000,000  yearly.  This  enormous  cost  can- 
not be  eliminated  until  we  have  eliminated 
tuberculosis.  Temporarily  we  must  spend 
more  to  find  persons  who  have  the  disease  but 
may  not  know  it,  and  who  may  be  spreading 
tuberculosis  as  well  as  losing  their  own 
health.  We  must  find  these  persons  in  order 
to  reduce  in  the  future  the  enormous  cost  of 
treating  patients  with  active  disease. 

The  funds  raised  by  the  Christmas  Seal 
campaign  of  the  voluntary  tuberculosis  as- 
sociations cannot  be  used  for  the  treatment 
of  active  tuberculosis.  Not  only  are  Seal  Sale 
funds  totally  inadequate  to  take  care  of  the 

*David  T.  Smith  is  professor  of  bacteriology  and 
associate  professor  of  medicine,  Duke  Hospital,  Dur- 
ham, and  president  of  the  National  Tuberculosis 
Association.  A  native  of  Anderson  County,  S.  C, 
Dr.  Smith  took  his  medical  training  at  Johns  Hop- 
kins and  did  special  work  in  pathology  and  bac- 
teriology at  the  Rockefeller  Institute,  New  York 
City,  and  was  director  of  the  Research  Laboratory, 
New  York  State  Hospital  for  Tuberculosis,  Ray 
Brook,  before  going  to  Duke  University  in  1930. 
This  article  was  prepared  for  use  in  the  National 
Seal   Sale   campaign. 


cost  of  treating  tuberculosis  (the  $20,000,000 
raised  last  year  would  provide  not  more  than 
two  weeks'  care  for  the  estimated  500,000 
persons  with  active  tuberculosis  in  this  coun- 
try) but  they  are  needed  for  other  purposes. 
Seal  Sale  funds  are  used  for  education, 
stimulation  of  case  finding,  stimulation  of 
rehabilitation  programs,  and  for  statistical, 
social,  and  basic  laboratory  research,  all  of 
which  are  essential  for  the  discovery  of  new- 
er and  better  methods  which  will  speed  the 
elimination  of  tuberculosis  from  the  United 
States.  Thus,  money  spent  for  seals  today 
will  in  the  future  help  to  cut  down  the  tre- 
mendous costs  of  tuberculosis. 


The  care,  the  study  and  the  teaching  of  tuber- 
culous disease  today  should  be  the  responsibility  of 
the  broadly  trained  medical  internist-investigator 
in  close  association  with  the  highly  proficient,  ex- 
perienced chest  surgeon  as  part  of  the  larger  prob- 
lem of  the  better  understanding  and  control  of  all 
cardio-pulmonary  diseases  involving  the  chest.  Such 
an  all-inclusive  chest  service  should  be  an  integral 
part  of  every  large  general  hospital  and  medical 
teaching  center,  in  the  best  interests  of  patients, 
physicians,  undergraduate  medical  students  and  res- 
ident staff.  This  means  medical  center  segregation 
in  the  future,  rather  than  sanatorium  isolation  as 
in  the  past,  with  the  tuberculous  patient  receiving 
equal  acceptance  and  complete  attention,  including 
prompt  recognition  and  specific  treatment  of  his 
nontuberculous  complications  which  ofttimes  threat- 
en his  existence  more  seriously  than  does  the  tuber- 
culosis, itself. —  Ohio  Pub.  Health,  May,  1950, 
Charles  A.  Doan,  M.D. 


The  family's  reaction  and  attitudes  toward  the 
patient's  tuberculosis  can  have  a  decided  effect  upon 
the  progress  of  this  treatment.  The  members  _  of 
the  family,  as  well  as  the  patient,  need  education 
as  to  the  meaning  of  the  disease  and  must  be  par- 
ticularly aware  of  their  role  in  enabling  the  patient 
to  remain  in  the  hospital  until  treatment  is  com- 
pleted.—William  B.  Tollen,  Ph.D.,  VA  Pamphlet  10- 
27,  Oct.,  1948. 
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CORRESPONDENCE 


Federal  Security  Agency 
Public  Health  Service 
Washington  25,  D.  C. 
To  the  Editor : 

You  will  find  enclosed  a  recommendation 
which  has  been  submitted  to  me  by  the  Sur- 
gery Study  Section,  an  advisory  body  to  the 
Public  Health  Service,  and  which,  I  believe, 
will  be  of  interest  to  all  physicians  through- 
out the  country. 

The  recommendation,  which  offers  an  easy 
and  practical  method  of  treatment  for  the 
acute  phases  of  shock  resulting  from  burns 
and  other  injuries,  appears  to  be  of  practical 
importance  in  any  period  of  large  scale  dis- 
aster. 

I  would  invite  your  attention  to  the  very 
important  fact  that  this  recommendation  will 
in  no  sense  decrease  the  need  for  whole  blood, 
and  must  not  be  construed  as  lessening  in 
any  way  the  importance  of  blood  bank  pro- 
grams. It  is  our  considered  opinion,  however, 
that  information  on  sodium  treatment  might 
well  be  included  immediately,  as  an  emer- 
gency procedure,  in  first  aid  training  pro- 
grams. 

Sincerely  yours, 
Leonard  A.  Scheele 
Surgeon  General 

%  %  & 

Saline  Solution  in  Treatment  of 
Burn  Shock 

The  Surgery  Study  Section  of  the  National  Insti- 
tutes of  Health  has  recommended  to  the  Surgeon 
General  of  the  Public  Health  Service  that  the  use 
of  oral  saline  solutions  be  adopted  as  standard  pro- 
cedure in  the  treatment  of  shock  due  to  burns  and 
other  injuries  in  the  event  of  large-scale  civilian 
catastrophe. 

The  recommendation  followed  action  taken  at  the 
January  1950  meeting  of  the  Surgery  Study  Sec- 
tion, when  such  treatment  was  approved  in  prin- 
ciple. Dr.  Carl  A.  Moyer,  a  member  of  the  Study 
Section,  was  designated  at  that  time  to  prepare  a 
memorandum  suitable  for  submission  to  Dr.  Nor- 
vin  A.  Kiefer,  Director,  Health  Resources  Division 
Cnow  Health  Resources  Office),  National  Security 
Resources  Board. 

Dr.  Moyer's  memorandum,  which  was  submitted 
to  Dr.  Kiefer,  February  15,  1950,  reads  as  follows: 

"Since  the  publication  of  the  experimental  work 
of  Dr.  Rosenthal,  Dr.  Coller,  et  al.,  orally  admin- 
istered salt  solutions  have  been  employed  in  the 
treatment  of  burns  at  the  University  of  Michigan 
Hospital,  Ann  Arbor,  Mich.;  at  the  Wayne  County 
General  Hosmtal,  Eloise,  Mich.;  and  at  Parkland 
Hospital,  Dallas,  Tex.  Personal  clinical  experience, 
in  the  above-named  hospitals,  has  convinced  me 
that  the  orally  administered  salt  solutions  are  val- 
uable adjunctive  agents  in  the  treatment  of  shock 
incident   to  burns,  fractures,   peritonitis,   and   acute 


anaphylactoid  reactions.  Certain  factors  are  import- 
ant in  governing  the  effectiveness  of  the  oral  ad- 
ministration of  salt  solutions.  They  are  as  follows: 

"1.  The  composition  of  the  salt  solution:  The 
most  palatable  salt  solution  is  made  by  dissolving 
3  to  4  grams  of  sodium  chloride  and  2  to  3  grams 
of  sodium  citrate  in  each  liter  of  water.  If  sodium 
citrate  is  not  available,  ordinary  baking  soda  may 
be  substituted  for  it. 

"2.  The  concentration  of  salt  should  not  be  in 
excess  of  140  milliequivalents  of  sodium  per  liter. 
If  the  concentration  is  above  this,  vomiting  and 
diarrhea   become   important   complicating   factors. 

"3.  Whenever  profound  peripheral  circulatory  col- 
lapse is  present,  the  intravenous  route  of  admin- 
istration must  be  used  until  peripheral  blood  flow 
has  been  reestablished.  The  salt  solutions  that  we 
have  found  most  satisfactory  for  this  purpose  are 
Hartmann's  solution  (Lactate-Ringer's  solution)  or 
plasma.  In  addition  to  the  salt  solution  or  plasma 
intravenously,  whole  blood  is  given  concurrently 
whenever  peripheral  circulatory  collapse  exists.  This 
materially  implements  the  effectiveness  of  salt 
solutions. 

"The  slightly  hypotonic  salt  solution  is  the  only 
drinking  fluid  permitted  the  injured  individual  un- 
til the  edema  of  the  injured  parts  begins  to  sub- 
side. Certain  exceptions  to  this  rule  have  to  be  made 
during  the  hot  weather  of  summer  when  it  is  some- 
times necessary  to  permit  the  partaking  of  some 
non-salty  water. 

"As  much  as  10  liters  of  the  hypotonic  salt  solu- 
tion have  been  drunk  in  the  24-hour  period  bv 
adults  who  have  been  severely  burned.  Since  salt 
solution  has  been  substituted  for  water,  as  a  drink- 
able fluid,  no  burned  person  who  has  lived  for 
lunger  than  3  hours  after  being  admitted  to  the 
hospital  has  suffered  from  anuria.  The  'early  tox- 
emia phase'  of  the  burns  has  also  failed  to  appear 
and  the  osmotic  concentration  of  the  plasma  elec- 
trolvtes    has    been    well    maintained. 

"We  feel  that  much  more  clinical  observation  and 
actual  experimental  work  should  be  undertaken 
legarding  the  effectiveness  of  the  basic  principles 
of  the  supportive  therapy  of  burns  that  have  been 
so  beautifully  demonstrated  by  Dr.  Rosenthal.  It 
is  obvious  that  the  adoption  of  a  more  active  'pro- 
gram of  investigation  into  the  relative  effective- 
ness of  simple  measures  to  combat  shock  would  be 
of  extreme  importance  to  the  Armed  Forces  and 
to  the  civilian  population  in  the  event  of  another 
war." 

Because  of  the  sharpened  national  emergency 
lhat  developed  during  the  summer  of  1950,  the 
Surgery  Study  Section,  in  approving  Dr.  Moyer's 
memorandum  at  its  meeting  on  September  16, 
chano-ed   the   last  paragraph   to   read: 

"While  further  clinical  research  concerning  the 
Effectiveness  of  oral  salt  solution  in  the  treatment 
of  burns  and  other  injuries  is  certainly  in  order, 
ihere  is  already  sufficient  evidence  to  suggest  that 
this  form  of  treatment  should  be  used  in  any  large- 
scale    disaster   involving    the    civilian    population." 

The  Surgerv  Studv  Section  letter  to  the  Surgeon 
General,  dated  September  16,  1950,  reads  as  follows: 

"It  is  my  understanding  that  one  of  the  func- 
tions of  the  Study  Sections  is  to  offer  advice  to 
the  Surgeon  General  in  fields  of  medicine  lying 
within  the  special  competence  of  the  Study  Section 
members.  At  the  January  1950  meeting  of  the 
Surgery  Study  Section,  there  was  considerable  dis- 
cussion concerning  the  use  of  oral  saline  solutions 
in  the  treatment  of  burns  and  other  serious  injuries. 
It  was  the  consensus  of  the  Section  at  that  time 
that,  on  the  basis  of  the  animal  work  which  had 
been  done  bv  Dr.  Rosenthal  of  the  National  Insti- 
tutes of  Health,  and  the  clinical  work  which  had 
been   done   by   Dr.    Carl    A.    Moyer,   by   the   under- 
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signed,  and  by  others,  the  efficacy  of  such  treat- 
ment had  been  definitely  demonstrated  and  that, 
while  there  is  need  to  stimulate  additional  research 
in  this  field,  our  present  knowledge  is  sound  enough 
so  that  action  can  be  taken  on  this  basis.  Dr.  Moyer 
was  designated  to  draft  a  short  memorandum  ex- 
pressing our  point  of  view  on  this  subject.  Such  a 
memorandum  was  prepared  and  furnished  to  Dr. 
Norvin  C.  Kiefer,  Director,  Health  Resources  Divi- 
sion, National  Security  Resources  Board,  on  Febru- 
ary 15,  1950.  A  copy  of  Dr.  Moyer's  memorandum 
is  attached. 

"In  view  of  the  more  acute  national  emergency 
that  has  developed  since  Dr.  Moyer  wrote  this 
memorandum,  the  Study  Section,  at  its  meeting  on 
September  16,  1950,  voted  to  recommend  that  the 
principles  of  treatment  outlined  in  his  memoran- 
dum be  adopted  for  widespread  use  in  any  large- 
scale  disaster  involving  the  civilian  population.  Be- 
cause of  the  present  emergency  situation,  we  have 
modified  the  last  paragraph  of  Dr.  Moyer's  mem- 
orandum to  read.  'While  further  clinical  research 
concpruing  the  effectiveness  of  oral  salt  solution 
in  the  treatment  of  burns  and  other  iniuries  is 
certainly  in  order,  there  is  already  sufficient  evi- 
dence to  suggest  that  this  form  of  treatment  should 
be  used  in  anv  large-scale  disaster  involving  the 
civilian   population.' 

"Yon  are  at  liberty  to  transmit  this  recommenda- 
lion  of  the  Surgery  Studv  Section  to  the  National 
Security  Resources  Board  or  to  other  proper  agen- 
cies, and.  if  you  see  fit,  to  publish  it.  We  feel 
strongly  that  it  is  important  for  the  medical  pro- 
fession of  the  country  and  for  those  planning  for 
the  handling  of  potential  disasters  to  be  informed 
of  the  value  of  this  simple  and  easily  carried  out 
form  of  treatment." 

The  letter  was  signed  bv  Frederick  A.  Coller, 
M.D..  Um'versitv  of  Michigan,  Chairman  of  the 
Snrgerv  S+ridv  Section.  Members  of  the  Studv  Sec- 
tion, in  addition  to  Dr.  Coller,  are:  Dr.  Claude  S. 
Berk,  professor  of  neurosurgery.  Western  Reserve 
University:  Dr.  Loren  R.  Chandler,  dean.  Stanfoi'd 
University  Medical  School;  Dr.  Lester  R.  Dragstedt, 
professor  of  surgerv.  University  of  Chicago;  Dr. 
Daniel  0.  Elkin.  professor  of  surgery,  Emory  Uni- 
versity; Dr.  Carl  A.  Mover,  dean  and  professor  of 
surferv,  Southwestern  Medical  School.  University 
of  Texas;  Dr.  Harris  B.  Shumacker.  .Tr..  professor 
of  surp-orv.  Indiana  University  Medical  Center:  Dr. 
Ow°n  H.  Wangensteen.  professor  of  snrgerv.  Uni- 
versity of  Minnesota:  Dr.  Allen  O.  Whinnle.  clin- 
iVal  director.  Memorial  Hospital,  New  York  Oitv: 
Dr.  H.  L.  Skinner,  chief  of  snrgerv,  Staten  Island 
Marine  Hospital:  Dr.  Henrv  Beecher.  professor  of 
anesthesiology.  Harvard  University  Medical  School; 
Dr.  J.  Gordon  Lee,  chief  of  surgery.  Mount  Alto 
Hosnitnl.  Washington.  D.  C:  Dr.  Howard  R,  Law- 
ropoe.  chief  of  snrgerv.  Francis  E.  Warren  Air 
Voree  Rasp  Hosnital.  Wyoming:  and  Dr.  G.  Halsey 
F'mt.  Chief,  Division  of  Hospitals,  Public  Health 
Service. 
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Vaccination  with  TtCQ  does  not  provide  complete 
I  protec+ion  against  tuberculosis  and.  until  further 
controlled  studies  are  conducted,  cannot  be  recom- 
mended for  the  general  population.  However,  since 
lit  appears  to  provide  some  degree  of  protection,  its 
[use  is  recommended  for  members  of  groups  con- 
jstantly  exposed  to  tuberculosis  if  they  have  a  nega- 
Itive  reaction  to  the  tuberculin  test. — ATS  Chemo- 
jtherapy  Comm,  NTA,  Nat.  Tuberc.  A.  Bull.,  March 
11948. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Thirteenth    Annual    Medical    Symposium 

The  Thirteenth  Annual  Medical  Symposium  was 
held  at  Duke  University  in  Durham  on  November 
9,  10,  and  11.  The  subject  of  the  symposium  was 
"The  Care  of  Women  and  Children  in  General  Prac- 
tice." The  program  was  as  follows: 

November  9 

2:30  p.  m. — "Observations  on  Genital  and  Breast 
Malignancy" — Dr.  William  Mengert, 
Southwestern  Medical  School,  Univer- 
sity of  Texas,  Dallas. 

3:30  p.  m. — "Effects  of  Antepartum  Anaesthetic 
and  Analgesic  Agents  on  Mother  and 
Child"  —  Dr.  Robert  Hingson,  Johns 
Hopkins  Hospital,  Baltimore,  Mary- 
land. 

6:00  p.  m. — Buffet  Dinner  —  Second  floor  Union 
Building,  West  Campus. 

8:15  p.  m. — Panel  Discussion — "Anaesthesia"— Dr. 
Parks,  Dr.  Clement  Smith,  Dr.  Hing- 
son and  Moderator. 

November  10 

9:00  a.  m. — "Etiology  and  Prevention  of  Dental 
Caries" — Dr.  Julian  Boyd,  State  Uni- 
versity of  Iowa. 

10:00  a.  m. — "Practical  Problems  in  Management  of 
the  Newborn"  —  Dr.  Clement  Smith, 
Boston  Lying-in  Hospital,  Harvard 
Medical  School. 

11:00  a.  m. — "Office  Diagnosis  and  Management  of 
Genital  Lesions  in  Women  and  Chil- 
dren" —  Dr.  Marchetti,  Georgetown 
University  Hospital,  Washington, 
D.  C. 

2:00  p.  m. — "Management  of  Infectious  Diseases" 
— Dr.  Margaret  Smith,  Tulane  Uni- 
versity, New  Orleans,   Louisiana. 

3:00  p.  m. — "Management  of  Obstetric  Hemor- 
rhage" —  Dr.  John  Parks,  George 
Washington  University,  Washington, 
D.   C. 

4:00  p.  m. — "Neurologic  Conditions  of  Childhood" 
— Dr.  Buchanan,  University  Clinics, 
Chicago,   Illinois. 

5:30  p.  m. — Barbecue   Supper. 

8:15  p.  m. — Panel  Discussion — All   Speakers 


"Dr. 
I.  Q.  Program,"  with  questions  from 
the  floor  announced  to  the  podium  by 
microphone. 

November  11 

9:30  a.  m. — "Behaviour    Problems"  —  Dr.    Harry 
Bakwin,   New  York   University. 

30:30  a.  m. — "Physiologic  and  Psychologic  Effects 
of  Menstruation  and  Adolescence"  — 
Dr.  Warren  Nelson,  State  University 
of  Iowa. 

2:00  p.  m. — University  Football   Game 
Duke  vs.  Wake  Forest 
Stadium.  West  Campus. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Lloyd  J.  Thompson,  professor  of  neuropsy- 
chiatry, and  Dr.  Patrick  Tooley,  visiting  professor 
of  neuropsychiatry,  presented  a  paper  at  the  meet- 
ing of  the  Southern  Psychiatric  Association  in  Will- 
iamsburg, Virginia,  November  26  to  28,  on  "Morale 
in  the  Armed  Services." 

*  *     * 

Among  members  of  the  Bowman  Gray  staff  who 
presented  papers  at  the  forty-fourth  annual  meet- 
ing of  the  Southern  Medical  Association  in  St. 
Louis,  Missouri,  on  November  13  to  16  were:  Dr. 
Jerry  K.  Aikawa,  Dr.  Manson  Meads,  Dr.  Victor  H. 
Knight,  Dr.  H.  Leroy  Izlar,  Dr.  Wingate  M.  John- 
ion,  Dr.  Jerome  O.  Williams,  Dr.  David  Cayer,  Dr. 
W.  E.  Cornatzer,  and  Dr.  Frank  Lock.  Dr.  Cayer  is 
secretary  of  the  Section  on  Gastroenterology. 

Dr.  Loren  Long,  research  chemist  with  Parke 
Davis  and  Company,  discussed  "Chloromycetin"  at 
the  October  meeting  of  the  Bowman  Gray  Medical 
Society. 

Papers  presented  at  the  Clinical  Congress  of  the 
American  College  of  Surgeons  held  in  Boston  dur- 
ing October  included:  "Regression  of  Cardiac 
Hypertrophy:  Changes  in  Cardiac  Muscle  Fiber 
Diameters  after  the  Production  and  Excision  of 
Arteriovenous  Fistulas"  by  Dr.  Louis  Shaffner  and 
Dr.  H.  H.  Bradshaw;  "Wound  Healing"  by  Dr. 
R.  W.  Williams  and  Dr.  Bradshaw;  and  the  "Use 
of  Pure  Polyethylene  Plate  for  Cranioplasty"  by 
Dr.  Eben  Alexander,  Jr.,  and  Dr.  Peter  H.  Dillard. 

*  *     * 

Thirty-eight  candidates  from  four  different  states 
took  the  accreditation  examination  for  the  Ameri- 
can Board  of  Internal  Medicine  given  for  this  sec- 
tion  at   Bowman    Gray   School   in   October. 

*  :h  * 

A.  Hooker  Goodwin,  formerly  with  the  University 
of  Illinois,  has  joined  the  Bowman  Gray  School 
staff  as  director  of  the  department  of  medical 
illustration. 

*  #     * 

Fifty-four  premedical  students  from  Wake  For- 
est College  spent  the  day  at  Bowman  Gray  School 
recently,  touring  the  hospital  and  medical  school, 
new  site  of  Wake  Forest  College,  and  other  points 
of  interest. 


Regional  Meeting  of  the  Society  for 
Experimental  Biology  and  Medicine 

The  fall  meeting  of  the  Southeastern  Section  of 
the  Society  for  Experimental  Biology  and  Medicine 
was  held  in  the  amphitheatre  of  Bowman  Gray 
School  of  Medicine  in  Winston-Salem  on  November 
10. 

_  Following  a  business  meeting  the  following  scien- 
tific program  was  presented:  "Lower  Nephron  Ne- 
phrosis," Dr.  Virgil  H.  Moon,  Bowman  Gray  Med- 
ical School:  "Renal  Carbohvdrate  Metabolism."  Dr. 
P.  Handler  and  Dr.  A.  P.  Dratz,  Duke  Medical 
School:  "Effects  of  Anemia  on  Hepatic  Blood  Flow 
and  Splanchnic  Metabolism,"  Dr.  J.  D.  Myers,  Duke 
Medical  School;  "Comparison  of  the  Thiocyanate 
and  the  Radiosodium  Space  in  Human  Disease,"  Dr. 
Jerry  K.  Aikawa,  Bowman  Gray  Medical  School; 
"Effect  of  Intravenous  Digitoxin'on  the  Fluid  Dis- 
tribution in  Normal  Subjects,"  Dr.  Victor  Knight 
and  Dr.  Aikawa,  Bowman  Gray  Medical  School; 
"Effect  of  Pitocin  on  Na  and  CI  Excretion  in  Hu- 
mans," Dr.  J.  M.  Little,  Dr.  Knight,  and  Dr.  Ernest 


Ycrant,  Bowman  Gray  Medical  School;  "Effect  of 
Partial  Adrenal  Cortical  Atrophy  on  the  Course  of 
Alloxan  Diabetes,"  Dr.  John  Nichols  and  Dr.  Little, 
Bowman  Gray  Medical  School;  "Effect  of  Radia- 
tion on  Chymotrypsin,"  Dr.  David  G.  Doherty  and 
Dr.  Alexander  Hollaender,  Oak  Ridge  National 
Laboratory;  "Ultraviolet  Photometry  of  Nicotine  in 
Biological"  Materials,"  Dr.  W.  A.  Wolff  and  W.  E. 
Giles,  Bowman  Gray  Medical  School;  "Enhance- 
ment of  Serum  Penicillin  Levels  in  Man  by  Bene- 
mid,"  Dr.  Manson  Meads,  Dr.  Knight,  and  Dr.  H. 
Leroy  Izlar,  Bowman  Gray  Medical  School;  "A 
Study  of  the  Incorporation  of  Labeled  Choline  in 
the  Phospholipides  of  Isolated  Liver  Tissue,"  Dr. 
Camillo  Artom,  Marietta  Crowder,  and  Dr.  Mar- 
jorie  Swanson,  Bowman  Gray  Medical  School;  "The 
Relationship  of  the  Histologic  Findings  in  Liver 
Disease  to  the  Response  in  Phospholipide  Turnover 
Following  Methionine  and  Choline,"  Dr.  W.  E. 
Cornatzer,  and  Dr.  David  Cayer,  Bowman  Gray 
Medical  School;  "Conditions  of  Ocular  Damage  of 
Microwave  In-adiations,"  Donald  Lomax,  Dr.  A.  W. 
Richardson,  and  Dr.  Harold  D.  Green,  Bowman 
Grav  Medical  School;  and  a  demonstration  of  the 
newly  modified  electromagnetic  flowmeter  by  Dr. 
Richardson,  Dr.  A.  B.  Denison,  and  Dr.  Green, 
Bowman   Gray  Medical   School. 


North  Carolina  League  for  Crippled 
Children 

RH    Blood    Factor    May    Help    Prevent 
Cerebral  Palsy 

At  the  recent  Annual  Meeting  of  the  North  Caro- 
lina League  for  Crippled  Children  in  Raleigh,  an 
opportunity  was  provided  to  hear  a  consensus  of 
opinion  about  present-day  treatment  of  cerebral 
palsy.  The  information  was  given  by  a  panel  of 
specialists  including  Dr.  Leslie  B.  Hohman,  in  psy- 
chiatry and  neurology;  Drs.  Lenox  Baker,  Stanley 
Atkins,  William  Roberts,  and  A.  L.  Chesson,  in 
orthopedic  surgery;  and  Dr.  George  Deaver  of  New 
York,   in   physical   medicine   and   rehabilitation. 

Dr.  Baker,  in  his  opening  remarks,  gave  the  legal 
requirements  for  admission  to  the  newly  opened 
:tate  hospital  for  cerebral  palsy  in  Durham.  Chil- 
dren must  be  16  or  under;  they  must  have  normal 
intelligence  and  be  educable;  they  must  be  toilet- 
trained;  they  must  not  have  convulsive  seizures. 
He  pointed  out  that  custodial  care  is  not  a  function 
of  the  institution,  and  emphasized  that  outpatient 
treatment  would  be  important  as  a  follow-up  and 
continuation   of  inpatient   care. 

Dr.  George  Deaver,  out  of  his  extensive  and  suc- 
cessful experience,  stressed  many  factors  in  treat- 
ment: the  great  usefulness  of  bracing,  to  enable  the 
child  to  achieve  balance,  ambulation,  and  ability  to 
care  for  daily  needs,  and,  even  more  importantly, 
to  enable  him  to  develop  noi-mal  patterns  of  the 
use  of  his  arms  and  legs;  and  the  need  for  a  prac- 
tical anproach  in  educating  the  cerebral  palsied 
child.  He  summarized  this  aspect  of  his  discussion 
bv  saying  that  the  world  would  pay  "only  for  those 
things  that  come  out  of  the  head,  not  those  things 
that  were  in  the  head."  He  told  of  jobs  that  could 
be  successfully  performed  by  cerebral  palsieds,  pro- 
viding the  handicap  was  made  to  serve  the  job,  and 
not  the  job  to  serve  the  handicap.  He  described  use- 
ful devices  in  the  form  of  "gadgets,"  and  tricks 
of  getting  muscles  to  work  that  only  a  thorough 
knowledge  of  physical  medicine  could  produce. 

Dr.  Deaver  further  pointed  out  that  prevention 
of  cerebral  palsy  could  be  accomplished  in  nart  if 
married  couples  were  properly  tested  for  the  Rh 
blood  factor,  since  many  cases  of  cerebral  palsy  are 
probably  due  to  incompatability  of  the  father's  and 
mother's  blood.  Dr.  Roberts  gave  the  pros  and  cons 
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for  surgical  treatment  of  the  cerebral  palsied  child. 
In  general,  he  felt  that  surgery  had  a  more  limited 
field  than  was  formerly  thought,  but  he  said  that 
there  were  a  number  of  patients  who  could  be  ben- 
efited by  the  correction  of  contractures  and  bony 
deformities,  and  that  certain  essential  muscles  could 
be  made  less  stiff  by  operations  on  the  nerves 
themselves. 

Dr.  Atkins  gave  a  talk  on  a  postgraduate  course 
he  had  attended  at  the  Cook  County  Hospital  last 
summer,  and  pointed  out  that  the  growth  of  inter- 
est in  cerebral  palsy  was  beginning  to  draw  many 
minds  together  in  diagnosis,  treatment,  and  re- 
search. He  stressed  the  need  cf  such  courses,  since 
cerebral  palsy  requires  the  services  of  so  many  spe- 
cialists —  pediatricians,  psychiatrists,  neurologists, 
orthopedists,  hearing  experts,  speech  pathologists, 
physiotherapists   and   occupational   therapists. 

Dr.  Chesson  told  of  the  organization  of  an  out- 
patient clinic,  and  of  how  much  could  be  done  by 
educating  parents  to  carry  out  the  directions  for 
physical  therapy,  speech  training,  and  psycholog- 
ical help. 

Dr.  Hohman  stressed  the  need  for  correct  psycho- 
logic testing,  so  that  children  could  be  started 
toward  achievement  not  beyond  their  mental  and 
physical  limitations.  He  further  stressed  the  im- 
portance of  teaching  emotional  control,  so  that  the 
child  would  not  be  crippled  emotionally  as  well  as 
physically.  The  tendency  of  parents  to  overprotect 
and  overindulge  the  palsied  child  is  understandable, 
but  it  does  not  serve  the  child  in  adult  life  to  have 
his  disability  increased  by  emotional  instability. 


News  Notes  from  the  State  Board 
of  Health 

The  annual  crude  death  rate  in  North  Carolina 
as  the  twentieth  century  came  in  was  14.8  per 
1,000  population.  This  was  just  slightly  under  twice 
what  the  1949  rate  was — namely,  only  7.8  deaths 
from  all  causes  per  1,000  population.  The  white 
death  rate  at  the  turn  of  the  century  was  11.4  and 
the  Negro  rate,  18.7,  a  difference  against  the  Negro 
of  7.3.  The  Negro  death  rate  continues  to  be  higher 
than  the  white  rate. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Morehead  City 
Hospital  Monday  night,  September  11.  This  was  a 
dinner   meeting,   the   hospital    acting    as    host. 

The  scientific  meeting  consisted  of  interesting 
case  reports  from  Dr.  Theodore  Salter,  Dr.  F.  E. 
Hyde,  and  Dr.  M.  B.  Morey. 

The  desirability  of  getting  the  University  of 
North  Carolina  to  hold  one  of  its  postgraduate 
courses  in  New  Bern  sometime  in  the  fall  was  dis- 
cussed, and  it  was  decided  to  ask  for  such  a  post- 
graduate course  to  serve  the  counties  in  the  New 
Bern  area.  Another  matter  brought  up  was  the 
question  of  the  blood  bank  to  be  organized  in  con- 
junction with  the  American  Red  Cross.  This  project 
is  being  promoted  by  the  New  Bern  Red  Cross 
chapter   with   other   local   chapters    participating. 

Dr.   S.  W.  Hatcher,  president,  presided. 

Reported  by  N.  Thomas  Ennett.  M.D.,  Corre- 
sponding  Secretary. 


Forsyth  County  Medical  Society 

Dr.  Hubert  Parks,  director  of  the  Department  of 
Physical  Medicine  and  Rehabilitation  at  the  Univer- 
sity of  Virginia,  was  speaker  at  a  dinner  meeting 
of  the  Forsyth  County  Medical  Society  held  in 
Greensboro  on  October  5.  His  subject  was  "Re- 
habilitation— A   Community  Project." 


Ninth  District  Medical  Society 

Dr.  Jacob  H.  Shuford  was  elected  president,  and 
Dr.  John  S.  Lewis  was  elected  secretary-treasurer 
of  the  Ninth  District  Medical  Society  at  its  annual 
meeting  in   September. 


Sixth  District  Medical  Society 

The  Sixth  District  Medical  Society  met  at  State 
Hospital,  Butner,  North  Carolina,  on  Wednesday 
afternoon  and  evening,  October  18.  Speakers  at  the 
afternoon  session  were  Dr.  Everett  I.  Bugg,  Jr., 
and  Dr.  Sam  Carrington.  The  evening  program  con- 
sisted of  a  panel  discussion  on  "Uses  and  Abuses 
of  Antibiotics,"  with  the  following  doctors  taking 
part:  Dr.  Samuel  P.  Martin,  moderator;  Dr.  Kemp 
Jones,  Dr.  George  Crane,  Dr.  Deryl  Hart,  Dr.  Jay 
Arena,  and  Dr.  James  Woods. 

Officers  of  the  society  are:  Dr.  Rives  W.  Taylor, 
president;  Dr.  H.  H.  Bass,  vice  president;  Dr.  R.  L. 
Noblin,  secretary-treasurer;  Dr.  Arthur  H.  London, 
councilor. 


News  Notes 

Dr.  Paul  F.  Whitaker  of  Kinston  was  elected  on 
September  19  to  fill  the  unexpired  term  of  Dr. 
Paul  G.  Parker  on  the  North  Carolina  State  Board 
of  Medical   Examiners. 

Dr.  K.  B.  Williams  has  announced  the  opening  of 
his  office  in  Winston-Salem.  His  practice  will  be 
limited  to  diseases  of  infants  and  children. 

Dr.  George  L.  Carrington  has  announced  the  as- 
sociation of  Dr.  James  B.  Martin  in  the  practice  of 
general  surgery  at  the  Alamance  General  Hospital 
in  Burlington. 


Medical  College  of  South  Carolina 

The  Medical  College  of  South  Carolina  gave  its 
Ninth  Annual  Founders'  Day  Program  in  Charles- 
ton, South  Carolina,  on  November  2.  The  program 
was  under  the  joint  sponsorship  of  the  Medical 
College  Alumni  Association  and  the  South  Caro- 
lina Academy  of  General  Practice.  Included  among 
the  speakers  were  teachers  and  clinicians  from  a 
number  of  leading  medical  schools  in  the  South  and 
other  parts  of  the  country. 


World  Medical  Association  Holds 
Annual  Meeting 

Five  hundred  medical  leaders  —  representing 
twenty-eight  nations  of  the  world  —  gathered  in 
New  York  recently  to  discuss  problems  of  the  med- 
ical profession  and  to  hear  reports  on  medical 
progress. 

The  occasion  was  the  fourth  General  Assembly 
of  the  World  Medical  Association,  a  voluntary  or- 
ganization of  national  medical  associations  in 
thirty-nine  countries,  with  a  combined  membership 
of  nearly  500,000  physicians.  More  than  225  Amer- 
ican doctors  attended  the  meeting,  the  first  W.  M. 
A.  General  Assembly  to  be  held  in  the  United 
States. 

Euthanasia  (mercy  killings),  Nazi  medical  atroc- 
ities, the  British  National  Health  Service,  and  other 
issues  were  discussed,  as  well  as  the  latest  develop- 
ments in  endocrinology,  gastroenterology,  and  other 
branches  of  medicine. 

The  W.  M.  A.,  which  held  its  first  meeting  of  the 
General  Assembly  in  Paris,  September,  1947,  has 
as  its  aim  the  betterment  of  health  throughout  the 
world. 
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"The  motivation  of  the  World  Medical  Associa- 
tion is  conspicuously  free  from  political  and  na- 
tionalistic purposes,"  Dr.  Louis  Bauer  of  New  York 
explained.  Dr.  Bauer  serves  as  secretary-general 
of  the  W.  M.  A.  at  its  New  York  headquarters,  and 
is  also  chairman  of  the  board  of  trustees  of  the 
American  Medical  Association. 

One  of  the  high  lights  of  the  assembly  was  the 
inauguration,  at  the  opening  session  on  October  17, 
of  Dr.  Elmer  L.  Henderson  of  Louisville,  Kentucky, 
as  president  of  the  W.  M.  A.  Dr.  Henderson  was 
installed  as  president  of  the  American  Medical  As- 
sociation in  June  of  this  year,  and  thus  becomes  the 
first  physician  ever  to  lead  simultaneously  the  two 
lai'gest  medical  associations  in  the  world. 

At  the  inauguration,  Dr.  Henderson  said,  "Phy- 
sicians by  their  thinking,  spirit  and  effort  can  set 
an  example  for  governments,  diplomats  and  people 
everywhere  to  preserve  the  peace."  Noting  that  the 
W.  M.  A.  is  uniting  the  medical  profession  of  the 
world,  he  declared,  "continued  increased  coopera- 
tion of  that  kind  is  one  of  the  necessary  ingredients 
for  building  a  better  world."  He  called  upon  the 
doctors  of  the  world  to  "demonstrate  convincingly 
that  international  cooperation  is  a  workable  real- 
ity." 

Dr.  Charles  Hill  of  London,  retiring  president, 
was  unable  to  attend  the  medical  meeting.  In  a 
written  message,  however,  he  expressed  dissatisfac- 
tion with  the  present  British  National  Health  Ser- 
vice. He  wrote  that  the  general  practitioner  in  Eng- 
land is  losing  both  patients  and  prestige.  If  it 
becomes  clear  that  no  prospect  for  satisfactory  set- 
tlement is  in  sight,  "preparations  should  be  made 
for  a  withdrawal  of  general  practitioners  from  the 
National   Health    Service,"   he   asserted. 

General  policy  and  medical  ethics  sessions  of  the 
General  Assembly  drew  the  largest  attendance.  At 
one  spirited  gathering,  W.  M.  A.  delegates  voted 
"to  condemn  the  practice  of  euthanasia  under  all 
circumstances"  as  "contrary  to  the  public  interest 
and  to  medical  principles  as  well  as  to  natural  and 
civil  rights." 

Fraudulent  and  misleading  drug  advertisements 
were  also  criticized,  and  delegates  were  advised  to 
warn  the  public  against  new  discoveries  not  fully 
tested. 

At  scientific  sessions,  doctors  heard  of  the  latest 
advances  in  endocrinology,  gastroenterology,  and  in 
therapeutic  uses  of  blood  and  blood  derivatives. 

The  American  Medical  Association  was  host  to 
delegates  at  a  dinner  on  October  19.  At  that  time 
Dr.  Roger  I.  Lee  of  Boston,  past  president  of  the 
A.  M.  A.,  told  the  assembly  that  medicine,  unlike 
most  professions,  does  not  patent  its  products  and 
procedures,  but  makes  them  available  to  the  public. 

"Patents  have  enriched  many  inventors  and  some 
scientists  outside  the  medical  field,"  Dr.  Lee  said. 
"I  wonder  what  the  public  reaction  would  be  if  a 
valuable  remedy  were  cornered  and  exploited  by  a 
latent  with  the  result  that  people  died  for  want  of 
the  remedy?" 

At  the  concluding  session  of  the  assembly  Dr.  Dag 
Knutson  of  Djursholm,  Sweden,  was  unanimously 
chosen  as  president-elect  of  the  organization.  He 
will  take  office  at  the  fifth  General  Assembly  of 
the  W.  M.  A.  to  be  held  in  Stockholm,  Sweden,  Sep- 
tember 15-20,  1951.  Delegates  voted  to  hold  the 
1952  meeting  in  Athens,  Greece. 

Dr.  Otto  Leuch  of  Switzerland  was  re-elected 
treasurer,  and  the  following  council  members  were 
leelected:  Dr.  J.  A.  Bustamante,  Cuba;  Dr.  S.  C. 
Sen,  India;  Dr.  R.  L.  Sensenich  of  South  Bend,  Ind., 
and  Dr.  L.   Garcia-Tornel  of  Spain. 

(BULLETIN   BOARD   CONTINUED    ON    PAGE    052) 
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PROGRAM  SUGGESTIONS 

We  are  proud  of  our  United  States  and 
especially  of  the  way  our  people  are  ready 
and  able  to  meet  any  crisis  that  may  elimi- 
nate any  part  of  our  freedom.  No  one  knows 
more  than  the  medical  world  what  socialized 
medicine  would  mean  to  our  country.  When 
the  American  public  has  been  informed  about 
medical  care  under  political  or  governmental 
control,  it  will  be  ready  and  anxious  to  put 
into  action  resolutions  that  would  defeat  any 
bill  that  even  suggests  compulsory  medical 
care. 

In  the  program  suggestions  for  the  auxil- 
iaries for  the  year  1950-51,  there  are  two 
definite  suggestions  that  I  am  anxious  for 
each  auxiliary  to  use  as  soon  as  possible — a 
review  of  the  book,  The  Road  Ahead  by  John 
T.  Flynn,  and  a  survey  of  the  basic  facts  of 
socialized  medicine  as  given  in  the  pamphlets, 
"Wake  Up,  America"  and  "The  Voluntary 
Way  Is  The  American  Way."  If  these  two 
programs  are  used  in  all  civic  clubs  of  each 
city,  town,  or  community,  the  public  will  be 
given  the  true  facts  concerning  socialized 
medicine,  and  will  be  anxious  to  sign  the  six 
resolutions  that  we  feel  are  necessary  to  let 
our  political  leaders  know  what  the  people 
really  think.  The  five  copies  signed  by  each 
club  should  be  sent  as  follows:  one  to  the 
district  Congressman,  one  to  each  of  the  two 
Senators,  one  to  President  Truman,  one  to 
Mr.  Cox's  office  in  Raleigh ;  and  one  should 
be  kept  on  file  by  the  individual  club.  Copies 
of  the  resolutions  can  be  made  from  the  ones 
included  in  the  County  Program  and  the  Pub- 
lic Relations  chairmen's  material. 

Emphasizing  the  programs  above  does  not 
mean  that  the  remaining  suggestions  are  of 
less  importance  to  the  Auxiliary  work.  If 
these  are  used,  even  in  part,  the  year's  work 
will  be  a  success.  The  following  program  sug- 
gestions for  the  year  1950-5] ,  including  those 
discussed  above,  were  made  by  Mrs.  Harry 
L.  Johnson,  Mrs.  J.  W.  Rose,  and  I: 

1.  Give  one  program  from  the  magazine 
Today's  Health  (Hygeia).  In  this  way  we 
will  become  more  familiar  with  the  magazine. 

2.  Stress  a  program  on  the  book  The 
Road  Ahead  by  John  T.  Flynn.  It  would  help 
our  work  against  socialized  medicine  for  your 
auxiliary  to  see  that  the  book  is  reviewed  in 
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as  many  different  clubs  in  your  town  or  city 
as  possible. 

3.  Be  constructive  with  a  program  giving 
the  basic  facts  against  socialized  medicine, 
and  disseminating  knowledge  of  voluntary 
health  plans  by  using  such  pamphlets  as 
"Wake  Up,  America,"  "The  Voluntary  Way 
is  the  American  Way,"  and  Dr.  W.  W. 
Bauer's  new  book  just  off  the  press,  Santa 
CUius,  M.D. 

4.  Get  other  organizations  to  send  resolu- 
tions'against  any  form  of  socialized  medicine 
to  our  Congressmen  and  Senators.  This  sug- 
gestion could  climax  program  suggestions 
1  and  2. 

5.  Continue  the  very  gratifying  work  of 
helping  recruit  student  nurses. 

6.  Observe  Doctor's  Day,  March  30,  in  a 
way  that  will  contribute  to  the  relaxation  of 
the  doctors  in  your  locality.  Johnston  County, 
for  instance,  observed  Doctor's  Day  in  the 
form  of  a  night  club.  Dinner  was  served,  and 
afterwards  a  delightful  entertainment  was 
given. 

7.  Reserve  a  short  time  on  your  program 
for  current  events  taken  from  the  Bulletin 
and  Today's  Health. 

8.  For  a  more  successful  year  in  your 
auxiliary,  I  suggest  that  you  plan  your  year's 
programs  as  soon  as  possible.  Your  work  as 
a  program  chairman  will  be  easier  and  your 
year  in  Auxiliary  work  will  be  more  fruitful. 

With  the  full  knowledge  that  every  Auxili- 
ary member  is  going  to  give  her  best  for  those 
dear  to  her — the  doctor  and  his  patients — , 
I  am  happy  to  be  of  what  service  I  may. 
Mrs.  P.  F.  Yates 
Program  Chairman 
P.S.    Have  you  read  "Are  the  Politicians 
Ruining  the   Veteran's   Hospitals?"    in   the 
October  14  issue  of  the  Saturday  Evening 
Post? 

^  ^  %  % 

OUR  SANATORIUM  GUESTS 

We  sincerely  appreciate  the  privilege  we 
have  in  helping  rehabilitate  the  fine  people 
who  are  our  Sanatorium  guests,  and  they  are 
truly  grateful  to  us.  Usually  we  center  our 
attention  on  them  during  the  Christmas  sea- 
son, which  will  be  here  soon.  This  year,  how- 
ever, let  us  make  an  effort  to  begin  early  with 
a  remembrance  at  Thanksgiving,  so  as  not  to 
have  an  avalanche  descend  upon  these  friends 
at  once ;  and  then  let  us  continue  to  remember 
them  throughout  the  year. 

Mrs.  W.  C.  Ramsey  is  occupying  the  Stev- 


ens Bed.  She  is  a  graduate  nurse  and  the 
mother  of  a  three  year  old  boy  and  a  seven 
months  old  girl.  Her  husband  is  the  principal 
of  a  high  school  near  Winston-Salem.  Mrs. 
Ramsey  needs  a  warm  bed  jacket  and  station- 
ery. She  is  in  bed  all  the  time,  without  bath- 
room privileges. 

In  the  Cooper  Bed  as  our  guest  is  Dr.  H.  E. 
Brooks.  He  is  showing  marked  improvement 
now,  after  having  had  an  extensive  operation 
this  summer. 

Dr.  Paul  Toms  is  occupying  the  McCain 
Bed.  He  has  moderately  advanced  pulmonary 
tuberculosis  and  severe  diabetes.  He  has  ex- 
pressed deep  gratitude  to  the  Auxiliary  for 
the  use  of  the  McCain  Bed. 


BOOK  REVIEWS 


Teaching  the  Retarded  Child  at  Home.  By 

Edna  Davison  Ostehout.  67  pages.  Price, 
$2.25.  Durham:  Duke  University  Press, 
1950. 

This  is  a  manual  of  lessons  for  teaching  retarded 
children  to  read  and  write.  It  should  be  of  immense 
help  to  those  mothers  who  must  teach  their  children 
at  home,  as  it  is  written  by  one  who  has  had  much 
experience  in  teaching  retarded  children.  Since  spe- 
cial schools  are  few  and  far  between,  a  manual  such 
as  this  might  well  be  prescribed  by  a  physician  and 
used  with  profit  by  a   parent. 


The   Physician  Examines   the   Bible.   By   C. 

Raimer  Smith,  M.D.,  D.N.B.  394  pages. 
Price,  $4.25.  New  York:  Philosophical  Li- 
brary, Inc.,  1950. 
In  spite  of  the  rather  presumptuous  title — "The 
Physician"  rather  than  "A  Physician" — this  book 
represents  a  great  deal  of  study  and  is  an  honest 
attempt  to  make  a  scientific  study  of  the  Bible  in 
the  light  of  modern  scientific  discoveries.  The 
author  has  taught  classes  in  medical,  dental,  and 
nurses  training  schools,  as  well  as  in  church 
schools.  He  reconciles  quite  convincingly  the  Bib- 
lical account  of  the  creation  with  Darwin's  theory 
of  evolution,  and  shows  that  the  Bible,  in  spite  of 
its  antiquity,  is  still  up  to  date  in  the  profound 
truths  it  contains.  The  book  should  prove  helpful 
to  anyone  who  wants  to  know  how  science  and  re- 
ligion can  both  be  accepted. 


Human  Sterilization,  Techniques  of  Perma- 
nent Conception  Control.  By  Robert  Latou 
Dickinson,    M.D.,    Chairman,    Medical    and 
Scientific    Committee    of    Birthright,    Inc; 
and   Clarence  James   Gamble,   M.D.,   Direc- 
tor, Standards  Project  of  the  National  Com- 
mittee on  Maternal  Health.  40  pages.  Wav- 
erly  Press,   Inc.,   1950. 
This   brief  monograph   summarizes   all  that  it  is 
necessary  to  know  in  regard  to  human  sterilization. 
Included  in  the  monograph  are  the  indications  for 
sterilization,   the   anatomy,   both   male   and   female, 
and   the    techniques    of    sterilization    which    can    be 
used.    The   text   is   accompanied    by   many   illustra- 
tions. Consideration  is  given  to  the  effect  of  tubec- 
tomy  on  the  patient's  life,  as  well  as  to  the  physi- 
cian's   responsibility    in    recommending    the    proce- 
dure. There  is  a  brief  diseussion  of  the  various  state 
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regulations  concerning  the  procedure,  although  this 
section  is  not  as  complete  as  might  be  desired.  The 
monograph  is  accompanied  by  an  extensive  bibli- 
ography on  nearly  every  phase  of  the  subject. 


Practical  Gynecology.  By  Walter  J.  Reich, 
M.D.,  F.A.C.S.,  F.I.C.S.,  Professor  of  Gyne- 
cology,   Cook    County    Graduate    School    of 
Medicine;    and   Mitchell   J.   Nechtow,    M.D., 
Assistant  Clinical  Professor  of  Gynecology, 
Cook   County   Graduate   School.   449   pages, 
with  187  illustrations,  including  55  subjects 
in  color.  Price,  $10.  Philadelphia:  J.  B.  Lip- 
pincott   Company,   1950. 
The  authors  state  that  the  purpose  of  their  text 
is  to  explain  the  simple  methods  used  in  obtaining 
diagnosis    and    in    the    management    of    gynecologic 
disorders  in  the  office. 

The  most  striking  feature  of  the  book  is  the  con- 
stant emphasis  on  the  importance  of  biopsy  in 
gynecological  diagnosis.  In  fact,  an  entire  chapter 
is  devoted  to  the  various  instruments  and  tech- 
niques used  in  this  procedure. 

The  book  contains  several  innovations  which 
should  be  of  particular  value  to  the  general  prac- 
titioner. One  of  these  is  a  chapter  on  the  psychoso- 
matic aspects  of  gynecology,  a  subject  which  here- 
tofore has  not  been  adequately  treated.  The  last 
chapter,  which  is  concerned  with  premarital  exam- 
ination and  counsel,  is  particularly  valuable  in  this 
respect,  since  the  proper  approach  to  marriage 
often  will  prevent  psychosomatic   disorders. 

The  section  devoted  to  endocrinology  is  neither 
complete  nor  altogether  accurate.  The  proper  use 
and  abuse  of  hormone  therapy  has  been  long  the 
pet   subject   of   many   gynecologists. 

The  authors  use  many  catch  phrases  which  are 
particularly  good,  such  as  "ectopic  minded."  Office 
procedures  for  diagnosis  are  carefully  and  simply 
described  and  standard  forms  of  therapy  are  used 
throughout. 

The  book  ends  with  a  series  of  excellent  color 
plates  of  the  more  common  gynecologic  lesions. 
With  the  exception  of  the  section  on  endocrinology, 
the  contents  of  the  book  seem  to  cover  adequately 
the  field  of  office  gynecology  in  a  straightforward 
and  simplified  manner. 


Maternity  Care  in  Two  Counties.  Bv  Frank 
E.  Whiteacre,  M.D.,  Chief,  Division  "of  Gyn- 
ecology  and    Obstetrics,   the    University   of 
Tennessee   College   of   Medicine;    and   Ellen 
Whiteman  Jones,  M.  P.  H.,  Statistician,  The 
Commonwealth  Fund.   165  pages.  Price,  50 
cents.  New  York:  The  Commonwealth  Fund, 
1950. 
The    purpose    of    this    pamphlet    is    to    present    a 
study   of   the   public    health   programs    and   private 
medical    services    in   relation    to    maternal    care,    to 
evaluate   the  present   programs   as   they   exist,   and 
to   provide   a   basis  for   improving   these   programs. 
The    study    involved    two    rural     counties,     Gibson 
County,  in  Tennessee,  and  Pike   County,  in   Missis- 
sippi.  A   study  ten   years   previously   had   indicated 
the  need  for  nursing  assistance  for  private  physi- 
cians  during   delivery   in   the   home.    This    study   is 
primarily  devoted  to  an  evaluation  of  this  service. 
The   characteristics   of   the   study   areas   are   out- 
lined in  respect  to  the  white  and  non-white  popula- 
tion,  the  number   of   hospital   and   home   deliveries, 
the   number   of   available   physicians,   and   so   forth. 
The  analysis  also  includes  antepartum  care,  as  ad- 
ministered   by   both    private    physicians    and    public 
health  clinics.  The  results  are  those  to  be  expected, 
with  prenatal  care  being  more  commonly  rendered 
to   the   white   group   than   to   the   non-white   group. 


The  study  also  reveals  a  trend  toward  more  re- 
quests for  prenatal  care.  Analyses  were  made  in 
relation  to  previous  pregnancies  and  such  compli- 
cations  as   toxemia,   syphilis,   and   tuberculosis. 

The  latter  part  of  the  monograph  is  devoted  to 
an  analysis  and  discussion  of  labor  and  delivery, 
maternal  and  infant  mortality,  and  postpartum  care. 
A  large  number  of  statistical  charts  are  presented, 
along  with  considerable  interesting  information.  The 
study  should  be  of  extreme  value  to  anybody  con- 
cerned with  the  establishment  of  maternal  welfare 
programs   in   other   geographic   districts. 


The  Cytologic  Diagnosis  of  Cancer.  By  The 

Staff  of  the  Vincent  Memorial  Laboratory 
of  the  Vincent  Memorial  Hospital.  A  Gyne- 
cologic Service  Affiliated  with  the  Massa- 
chusetts  Genera!   Hospital,   Boston,   Massa- 
chusetts.   The    Department    of    Gynecology 
Harvard    Medical    School.    Published    under 
the   Sponsorship  of  The  American   Cancer 
Society.  229  pages  with  153  figures.  Price, 
$6.50.  Philadelphia  &  London:  W.  B.  Saun- 
ders Company,  1950. 
The  laboratory  of  the  Vincent  Memorial  Hospital 
is  to  be  congratulated  on  an  excellent  treatise  con- 
cerning our  present  knowledge  of  a  cytologic  diag- 
nosis of  cancer.  The  book  is  entirely  devoted  to  a 
study  of  the  cytologic  characteristics  of  the  various 
cells  seen  in  smears  from  a  variety  of  body  orifices. 
Aside   from   the   diagnosis,   no    clinical    material    is 
present  in  the  text. 

As  stated  in  the  preface,  the  book  "is  intended  as 
a  guide  for  those  interested  in  the  actual  interpre- 
tation of  smears."  A  total  of  7,700  cases  were  stud- 
ied by  means  of  vaginal  smears,  450  cases  by 
smears  of  sputum  or  bronchial  aspirations,  400  by 
smears  of  urine  sediment,  400  eases  by  smears  of 
gastric  secretion,  and  250  cases  by  examination  of 
centrifuged  serous  fluid. 

The  emphasis  is  largely  on  vaginal  smears,  since 
this  was  the  original  secretion  studied  by  Papani- 
colaou and  Traut.  Nearly  half  of  the  book  is  de- 
voted to  the  cytology  of  the  vaginal  tract. 

The  initial  chapters  are  devoted  to  the  normal 
cytology,  including  first  the  epithelium  of  the  cer- 
vix, vagina,  endocervix,  and  endometrium,  and  fin- 
ally, cells  derived  from  sources  other  than  the 
genital  tract. 

The  chapters  are  arranged  so  that  the  tissue 
under  discussion  is  shown  in  a  regular  histologic 
section,  followed  by  a  black  and  white  photomicro- 
graph, and  a  color  drawing  of  a  field  of  typical, 
desquamated  cells.  This  technique  is  interesting  in 
that  so  often  photomicrographs  are  not  as  clear  to 
the  reader  as  they  are  to  the  individual  observing 
them  under  the  microscope.  The  drawings  delin- 
eate features  that  may  be  seen  under  the  micro- 
scope but  not  seen  in  a  photograph.  Variations  in 
the  normal  cells  are  carefully  pointed  out  so  that 
the  student  will  not  be  confused  by  atypical  cells 
and  inclined  to  call  them  malignant.  The  authors 
have  quite  properly  included  in  the  atypical  vari- 
ety normal  and  abnormal  cells  undergoing  radia- 
tion changes. 

The  remainder  of  the  book  is  devoted  to  the 
study  of  smears  made  from  the  respiratory,  diges- 
tive, and  urinary  tracts,  as  well  as   serous  fluids. 

The  final  chapter  is  devoted  to  the  technique  of 
obtaining  the  smears  from  the  various  sources.  The 
most  valuable  feature  of  the  technique  is  that  the 
authors  have  not  had  to  resort  to  any  elaborate  or 
expensive  instruments  in  obtaining  their  material, 
but  have  simply  used  those  instruments  which  were 
leadily  available  to  any  physician. 

The  bibliography  is  extensive  and,  as  the  authors 
state,    complete   insofar    as    they   know.    It    is    sub- 
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divided  into  general  subjects  so  that  anyone  inter- 
ested in  consulting  the  literature  concerning  one 
[.articular   phase   of   cytology   can   readily   do    so. 

In  general,  the  book  is  not  intended  for  the  prac- 
titioner or  medical  student,  but  for  one  who  has  a 
sound   knowledge   of  cellular   pathology. 


in  mpmnrtaut 


DR.    THOMAS    LESLIE    LEE 

The  sudden  and  untimely  death  of  Dr.  Thomas 
Leslie  Lee  brought  to  an  end  a  career  of  unselfish 
service  to  his  community,  his  state,  and  his  fellow- 
man.  Dr.  Lee  was  born  and  reared  in  Kinston,  the 
son  of  Thomas  Richard  Lee  and  Dora  Bland  Lee. 
Upon  the  completion  of  his  education,  he  returned 
to  his  home  town  of  Kinston  to  practice  his  chosen 
profession  of  medicine.  From  the  beginning  of  his 
practice  in  the  summer  of  1926  until  his  death  in 
the  autumn  of  1949,  he  gave  unstintingly  of  his 
time  and  talent  to  his  profession,  his  community, 
and  tht  public  that  he  served. 

After  graduating  from  the  Kinston  High  School, 
he  entered  Washington  and  Lee  University  where 
hi  completed  his  premedical  education.  He  gradu- 
ated in  medicine  from  the  Medical  College  of  Vir- 
ginia in  Richmond,  and  served  his  internship  in  the 
Sheltering  Arms  Hospital  in  that  city.  On  returning 
1o  Kinston,  he  did  general  practice  for  a  time  before 
engaging  in  the  specialty  of  obstetrics  and  gyne- 
cology. 

Dr.  Lee  served  his  profession  in  many  capacities. 
During  his  active  and  useful  life  he  filled  many 
positions  of  responsibility.  He  served  as  president 
of  the  Lenoir  County  Medical  Society,  chief  of  staff 
of  the  Memorial  General  Hospital,  chief  of  the  De- 
partment of  Obstetrics  and  Gynecology  of  that  in- 
stitution, president  of  the  Seaboard  Medical  Asso- 
ciation, director  of  the  North  Carolina  Division  of 
the  American  Cancer  Society,  and  chairman  of  the 
Cancer  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina. 

He  was  a  member  of  the  North  Carolina  State 
Board  of  Medical  Examiners  and  served  as  presi- 
dent of  that  board  for  a  time.  He  was  a  Fellow  of 
the  American  College  of  Surgeons  and  a  diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy. To  each  position  that  he  held,  he  gave  unself- 
ishly of  his   time  and  ability. 

Dr.  Lee  manifested  great  interest  in  his  town 
and  section,  and  stood  for  every  progressive  move 
for  social  betterment.  A  devoted  churchman,  he 
served  as  an  elder  of  the  local  Presbyterian  Church 
for  a  number  of  years,  and  to  the  work  of  his 
church  he  gave  liberally  of  his  time  and  means.  He 
was  a  member  of  the  board  of  directors  of  the  Com- 
mercial National  Bank  and  a  member  of  the  Kiwanis 
Club  of  Kinston. 

Dr.  Lee  touched  the  lives  of  many  people  as  he 
gave  himself  beyond  the  call  of  duty  to  those  who 
sought  his  professional  services.  To  him  a  patient 
was  not  simply  a  case  of  disease;  he  was  an  indi- 
vidual. Dr.  Lee  had  the  ability  to  see  and  evaluate 
the  human  problems  that  are  associated  with  every 
case  of  disease.  A  skillful  surgeon  and  obstetrician, 
he  always  considered  the  patient  as  well  as  the 
malady  that  afflicted  him.  He  believed  in  and  re- 
spected human  dignity.  He  not  only  gave  his  skill 
Mid  knowledge,  but  he  literally  gave  himself  to  the 
problems  of  his  patients.  Therefore,  he  was  a  well- 
rounded  physician,  and  an  able  and  conscientious 
medical  counsellor." 

Devoted  to  his  family,  he  was  a  kind,  consider- 
ate, and  devoted  son  and  brother,  a  loving  and  faith- 
ful   husband,    and    a    kind,    thoughtful,    considerate 


and  understanding  father.  To  his  young  son  and 
daughter  he  has  left  a  rich  heritage  in  character, 
integrity,  and  useful  service.  His  family  and  home 
life  were  exemplary  and  a  credit  to  the  time  in 
which  he  lived. 

To  those  of  us  who  were  privileged  to  know  him 
intimately,  he  demonstrated  a  great  capacity  for 
friendship,  not  only  in  the  sunlit  hours  of  victory, 
but  in  the  vales  and  shadows  of  trouble  and  defeat. 
His  loyalty  to  and  consideration  of  his  friends  was 
a  continual  source  of  inspiration  to  us.  His  personal 
integrity  and  intellectual  honesty  were  an  innate 
part  of  his  character.  Kindness  was  a  habit  of  his 
daily  life.  His  quiet  courage  was  always  manifest. 
He  was  not  swayed  by  circumstances  or  personal 
consideration,  and  he  had  little  patience  with  the 
spineless  wavering  which  all  too  often  character- 
izes our  time.  The  positions  that  he  assumed  were 
well  considered,  and  once  assumed,  were  adhered  to 
with  tenacity,  courage,  and  devotion. 

We  who  were  privileged  to  call  him  friend  were 
better  for  his  friendship,  and  our  lives  were  en- 
riched by  our  association  with  him.  We  appreciate 
how  much  he  did  with  his  life,  for  the  unassuming 
sweetness  that  it  contained,  for  the  multiple  acts  of 
kindness  that  he  quietly  made,  and  the  constructive 
contributions  that  will  last  forever.  There  are  some 
men  who  lift  the  level  of  the  age  in  which  they 
live.   Such  a  man  was  Leslie  Lee. 

Now,  at  the  age  of  48,  he  is  dead.  But  we  who 
knew  him  feel  that  his  spirit  is  immortal,  and  that 
he  has  truly  built  a  temple  into  time.  Measured  in 
terms  of  accomplishment  and  fulfillment,  he  lived 
more  usefully  than  most  men  who  attain  greater 
age.  It  can  truly  be  said  that,  passing  at  the  peak 
of  his  usefulness,  he  gave  his  best  years  to  the  ser- 
vice of  his  family,  his  patients,  his  profession,  and 
mankind. 

The  Lenoir  County  Medical  Society  is  thankful 
for  the  life  of  its  departed  colleague.  It  is  thankful 
for  his  courage,  his  wise  counsel,  his  loyal  friend- 
ship, and  his  multiple  contributions  to  the  progress 
and  welfare  of  medicine.  His  passing  is  a  loss  not 
only  to  our  society  and  the  people  whom  it  serves, 
but  to  the  medical  profession  as  a  whole,  to  the 
state,  and  to  every  citizen  who  lives  therein.  We 
mourn  his  passing,  and  extend  our  deepest  and 
heartfelt  sympathy  to  his  family  and  loved  ones. 
His  memory  will  remain  forever  green  in  the  minds 
f.nd  hearts  of  physicians  and  laymen  of  Kinston  and 
Lenoir  County.  No  longer  with  us  in  the  flesh,  his 
immortal  spirit  will  remain  a  constant  source  of 
inspiration  to  us. 

Respectfully   submitted, 
PAUL   F.    WHITAKER,    M.D. 
RACHEL   DAVIS,   M.D. 
Committee  from  the  Lenoir 
County   Medical    Society 


The  personal  approach  in  medicine. — It  is  en- 
couraging to  find  medicine  once  more  returning  to 
an  interest  in  the  patient  as  well  as  in  his  disease. 
The  old-time  family  practitioners  made  up  for  much 
of  their  limited  knowledge  of  modern  techniques  by 
a  warm  and  sincere  interest  in  people.  With  the 
advent  of  scientific  medicine,  we  thought  we  could 
safely  disregard  the  human  angle  once  we  under- 
stood and  could  treat  the  disease  entity.  As  we  all 
know,  this  produced  an  impersonal  type  of  medical 
approach  which  may  have  done  harm  with  many 
patients. — C.  Charles  Burlingame:  The  Rule  of 
Reason  in  Psychiatry,  Connecticut  M.J.  14:497 
(June)    1950. 
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American  Medical  Association 

The  Third  Annual  Medical  Public  Relations  Con- 
ference will  be  held  on  December  3  and  4  in  Cleve- 
land— just  prior  to  the  Clinical  Session  of  the 
American  Medical  Association.  It  will  concentrate 
on  county  society  programs  aimed  at  increasing 
community  goodwill  toward  the  medical  profession. 

As  a  supplement  to  the  regular  Conference  ses- 
sions, two  special  visual  aid  demonstrations  have 
been  scheduled.  One  will  be  a  screening  of  the  new 
Louis  de  Rochemont  film,  "M.D. — the  U.  S.  Doctor." 
The  other  will  be  a  demonstration  of  a  television 
package  show  being  produced  by  the  Bureau  of 
Health  Education  for  use  by  state  and  county 
societies. 


American  Academy  of  General  Practice 

What  appears  to  be  a  completely  new  approach 
to  postgraduate  training  for  general  practitioners 
has  been  announced  by  the  American  Academy  of 
General  Practice.  The  Academy's  Third  Annual 
Scientific  Assembly,  to  be  held  in  San  Francisco 
on  March  19-22,  1951,  will  be  built  around  this  new 
concept. 

Briefly,  the  Academy  reasons  that  in  addition  to 
an  understanding  of  specific  diseases  and  specific 
therapies,  the  man  in  general  practice  also  needs 
to  understand  the  emotional,  familial,  and  environ- 
mental backgrounds  which  influence  the  life  and 
well-being  of  the  patient.  Through  such  better 
understanding,  the  general  practitioner  becomes  a 
better  family  doctor. 

Consequently,  the  program  of  the  next  Assembly 
will  not  be  made  up  of  the  usual  list  of  papers  on 
unrelated  medical  and  surgical  conditions.  Instead, 
it  will  hinge  on  two  principle  areas  of  interest: 
"Counseling  Factors  in  Family  Life"  and  "Func- 
tional or  Psychosomatic  Disorders  in  General  Prac- 
tice." One  afternoon  of  the  meeting  will  be  devoted 
to  a  panel  discussion  of  each  subject  by  seven  top 
authorities.  Other  speakers  will  discuss  specific 
phases  of  these  two  subjects,  assuring  a  balanced, 
integrated  approach  to  each  basic  problem. 

There  will  also  be  a  dozen  other  papers  dealing 
with  important  aspects  of  general  practice,  but 
even  these  are  designed  to  send  the  general  prac- 
titioner home  better  equipped  for  his  role  of  family 
physician.  Another  innovation  in  this  Assembly  will 
be  the  integration  of  the  scientific  exhibits  into 
the  teaching  program — nearly  half  of  them  will 
relate  to  and  supplement  the  teaching  periods  on 
the  formal  part  of  the  program. 

Program  speakers  will  include  such  prominent 
instructors  as  William  C.  Menninger,  Paul  Popenoe, 
Dorothy  Walter  Baruch,  R.  B.  Robins,  Walter  C. 
Alvarez,  and  twenty-two  other  equally  authoritative 
names  in  their  respective  fields.  It  looks  as  though 
the  American  Academy  of  General  Practice  may 
have  a  sound  basis  for  its  boast  that  this  Assembly 
will  be  "the  outstanding  medical  convention  of 
1951." 


The  tubercle  bacillus  seems  to  select  its  tissue  and 
confine  its  ravages  there.  Patients  with  lupus  vul- 
garis rarely  have  active  glandular,  osseous  and  pul- 
monary tuberculosis  in  addition  to  cutaneous  le- 
sions. Patients  with  mixed  tuberculosis  are  rare.  The 
number  of  cases  of  pulmonary  tuberculosis  in  which 
lesions  of  skin,  bone  or  gland  developed  was  com- 
paratively small.  —  Henrv  E.  Michelson,  M.D., 
J.A.M.A.,  April  17,  1948. 


American  Red  Cross 

Dr.  Russell  Landram  Haden,  medical  educator  and 
recently  head  of  the  Department  of  Medicine  at  the 
Cleveland,  Ohio,  Clinic,  has  been  appointed  medical 
director  of  the  Red  Cross  National  Blood  Program, 
General  George  C.  Marshall,  the  organization's  pres- 
ident, has  announced. 

The  Red  Cross  national  blood  program  is  now 
operating  thirty-five  regional  blood  collection  cen- 
ters and  is  in  process  of  adding  seven  more  to  the 
network.  Civil  Defense  centers  for  the  procurement 
of  blood  to  meet  the  demands  of  defense  prepared- 
ness are  being  established  in  a  number  of  metro- 
politan areas. 


Department  of  the  Army 

Surgeon  General  Praises  Korean  Medical  Care 

Returning  recently  after  an  exhaustive  survey  of 

the  Army   Medical    Service   in   Korea   and   the    Far 

East  Command,  Major  General  Raymond  W.  Bliss, 

the    Surgeon    General,    Department    of    the    Army, 

stated    that   a   truly   remarkable    record    was    being 

accomplished  in  the  protection  of  health  and  saving 

of  life  by  members  of  the  military  medical  seiwices 

in  the  Far  East. 

*     *     * 

New  Influenza   Virus   Discovered 

A  new  virus  strain,  which  may  prove  to  be  an- 
other type  of  influenza,  has  been  found  in  an  epi- 
demic of  acute  respiratory  disease  by  the  Armed 
Forces  Epidemiological  Board,  according  to  an  ar- 
ticle in  the  current  issue  of  Science. 

The  new  strain  was  discovered  during  an  investi- 
gation conducted  earlier  this  year  in  Michigan  by 
the  Board's  Commission  on  Influenza,  which  oper- 
ates under  the  auspices  of  the  Army  Surgeon 
General. 

Studies  up  to  the  present  have  disclosed  two 
clear-cut  categories  of  influenza,  A  and  B,  as  well 
as  some  rather  pronounced  differences  between  sub 
strains  belonging  to  each  of  the  types. 

The  new  virus — which  could  be  called  Influenza 
C — was  isolated  during  a  mild  outbreak  of  influenza 
associated  with  A-prime  strains  of  virus  which  oc- 
curred in  Ann  Arbor  last  spring. 


Veterans  Administration 

Veterans  Administration  has  announced  the  ap- 
pointment of  Dr.  Henry  A.  Davidson,  prominent 
New  Jersey  psychiatrist,  as  chief  of  psychiatry  for 
the  nine  states  in  the  Washington,  D.  C,  Area  Med- 
ical Office  with  headquarters  in  the  V-A  Washing- 
ton Regional  Office.  Dr.  Davidson  has  been  chief 
of  psychiatry  at  the  Newark,  New  Jersey,  V-A 
Regional  Office  since  March  24,   1947. 

Latest  developments  in  the  treatment  of  tuber- 
culosis by  surgery  and  use  of  drugs  were  studied 
by  specialists  of  seven  Southeastern  states  at  a  two- 
day  conference  arranged  by  the  staff  of  the  Vet- 
erans Administration  hospital  in  Oteen,  North 
Carolina. 

The  meeting,  which  was  held  in  Asheville,  North 
Carolina,  on  November  2  and  3,  featured  a  discus- 
sion of  methods  of  treatment  by  the  presentation 
of  case  histories  taken  from  the  files  of  V-A  hos- 
pitals in  Memphis,  Tennessee;  Columbia,  South 
Carolina;  Oteen.  North  Carolina;  Atlanta,  Georgia; 
Nashville,  Tennessee;  Jackson,  Mississippi;  Coral 
Gables,  Florida;  and  the  V-A  Medical  Training 
Group  at  the  Kennedy  hospital  in  Memphis  Ten- 
nessee. 

In  attendance  were  specialists  from  V-A  hos- 
pitals with  tuberculosis  services,  and  from  V-A 
regional  office  medical  clinics,  as  well  as  repre- 
sentatives from  large  state  sanatoriums  throughout 
the   Southeast. 
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PANEL  DISCUSSION  ON  BONE  DISEASES 


EOSINOPHILIC  GRANULOMA 
OF  BONE* 


John  C.  Glenn,  Jr., 
Durham 


LD. 


The  destructive  granulomatous  lesion  of 
bone  which  we  now  recognize  as  the  eosino- 
philic granuloma  is  a  rare  and  interesting 
disease. 

The  earliest  reference  to  a  condition  recog- 
nizable as  eosinophilic  granuloma  is  found 
in  a  case  report  published  in  1929  by  Finzi11', 
who  referred  to  it  as  "myeloma  with  a  preva- 
lence of  eosinophiles."  In  1930  Mignon1-1 
reported  a  case  of  "granulation  tumor  of  the 
frontal  bone."  Fraser1'11  in  1935  recognized 
this  lesion  as  an  entity,  and  separated  it  from 
the  xanthomatoses  classified  under  Hand- 
Schiiller-Christian  disease.  In  1938,  Shairer'11 
reported  a  case  of  "osteomyelitis  of  the 
frontal  bone  with  eosinophile  reaction." 

It  was  not  until  1940  that  Otani  and 
Ehrlich''""  and  Lichtenstein  and  Jaffe"'"  inde- 
pendently recognized  the  true  nature  of  the 
lesion  and  described  it  under  the  names  "soli- 
tary granuloma  of  bone"  and  "eosinophilic 
granuloma"  respectively.  Since  the  lesion 
may  be  multiple,  the  latter  term  is  more 
descriptive  and  has  received  more  general 
acceptance. 

Etiology 

It  now  seems  certain  that  Letterer-Siwe's 
disease,  Hand-Schuller-Christian  disease,  and 
eosinophilic  granuloma  are  definitely  related, 
and  that  the  varied  clinical  pictures  presented 
are  expressions  of  the  same  underlying  basic 
disorder. 

Rowland17'  and  Thannhauser'Sl  have  de- 
fined Hand-Schiiller-Christian  disease  as  a 
xanthomatous  degeneration  of  the  skeleton. 
Ackerman'01    called    it    "primary    essential 


Presented  before  the  Section  on  Radiology,  Medical  Society  of 
the  State  of  North  Carolina.  Pinehurst,  May  3,  inso. 

*  From  the  Department  of  Radiology,  Duke  University  School 
of  Medicine  and  Duke  Hospital,  Durham,  North  Carolina. 


xanthomatosis  of  the  normocholesteremic 
type,"  resulting  from  disturbance  of  the 
intracellular  enzymatic  systems  which  are 
concerned  with  the  formation  of  cholesterol. 
Chester110'  was  the  first  to  suggest  an  inflam- 
matory origin.  His  views  have  since  been 
accepted  by  Farber1111  and  others. 

Lichtenstein  and  Jaffe  thought  that  this 
disease  was  due  to  an  as  yet  unidentified  in- 
fectious agent.  Otani  and  Ehrlich  believed 
that  trauma  was  of  etiologic  importance. 

Incidence 

Surveys  of  the  literature  made  in  1946'12' 
showed  that  62  cases  of  eosinophilic  granulo- 
ma had  been  reported — 45  in  males,  and  7  in 
females.  The  sex  of  10  patients  was  not  speci- 
fied. Most  of  the  patients  were  less  than  20 
years  of  age ;  the  youngest  was  6  months  and 
the  oldest  58  years  of  age. 

Approximately  one  third  of  the  lesions 
occur  in  the  skull.  They  are  next  most  com- 
mon in  the  ribs,  femur,  pelvis,  humerus, 
tibia,  and  other  sites  in  that  order. 

While  the  lesions  are  usually  solitary,  a 
number  of  cases  of  multiple  lesions,  occur- 
ring most  often  in  ribs,  have  been  reported. 
Ackerman""  reported  a  case  in  a  patient  with 
diabetes  insipidus  who  had  involvement  of 
many  bones,  the  lungs,  and  the  diaphragms. 
Dickson113'  reported  a  case  with  multiple  bone 
lesions  and  pulmonary  involvement.  Unusual 
sites  in  which  eosinophilic  granuloma  has 
been  reported  are  the  bones  of  the  hand114' 
and  feet. 

Clinical  Features 

Complaints  of  tenderness,  pain,  and  soft 
tissue  swelling  without  heat  over  the  site  of 
bone  involvement  are  typical.  The  duration 
of  these  symptoms  may  vary  from  a  few  days 
to  a  few  months.  If  the  pain  is  severe  enough 
and  of  sufficient  duration,  muscle  pain  and 
atrophy  may  be  present.  On  occasion,  symp- 
tomless lesions  are  found  during  roentgen 
examination  for  other  causes. 
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Figs.  1  and  2  (Case  1).  Roentgenograms  showing  a  destructive  lesion  involving  both  tables  of  the 
left  frontal  bone.  There  is  no  surrounding  reaction,  and  the  margins  of  the  lesion  are  irregular  in 
outline  but  sharp  in  demarcation.  Pathologically,  this  was  a  typical  eosinophilic  granuloma.  (Roent- 
genograms were  reversed  in  printing,  causing  lesion  to  appear  to  be  in  right  frontal  bone.) 


Systemic  manifestations  are  usually  en- 
tirely absent,  although  some  patients  com- 
plain of  slight  fever,  anorexia,  headache,  and 
weight  loss.  In  rare  instances  the  bone  dis- 
ease is  associated  with  diabetes  insipidus 
and  with  involvement  of  the  lungs  or  other 
soft  tissues. 

Eosinophilia,  with  eosinophil  counts  up  to 
10  per  cent,  along  with  a  mild  leukocytosis 
may  be  the  only  laboratory  finding  of  note. 
Cholesterol,  cholesterol  esters,  and  lipids  are 
normal.  Material  obtained  by  curettement  of 
the  involved  area  of  bone  has  yielded  no  or- 
ganisms, either  by  culture  or  by  injection 
into  laboratory  animals. 

Radiographic  Findings 
The  typical  granuloma  appears  as  a  large 
or  small  radiolucent  area,  round,  oval,  or 
slightly  irregular  in  shape  with  rather  sharp- 
ly defined  borders.  Lesions  in  the  skull  pro- 
duce extensive  absorption  of  the  tables,  es- 
pecially the  outer.  Though  sclerosis  of  the 
surrounding  bone  has  been  reported,  it  is  not 
common,  and  normal  bone  usually  extends  to 
the  margin  of  the  lesion. 

The  destruction  begins  in  the  medullary 
portion  of  the  bone  and  extends  to  involve  the 
cortex,  which  is  eroded  from  within.  The 
bone,  especially  ribs,  may  be  expanded.  Some 
periosteal  reaction  may  be  present,  but  usual- 
ly only  if  there  has  been  a  perforation  of  the 
periosteum  or  a  fracture.  Swelling  of  soft 


tissue  is  frequently  seen. 

Differentiation  of  eosinophilic  granuloma 
from  myeloma,  metastatic  tumor,  Schuller- 
Christian  disease,  and  other  conditions  may 
be  impossible  by  radiographic  studies  alone. 

Pathology 

It  is  the  opinion  of  several  observers  that 
the  eosinophilic  granuloma  represents  not  a 
new  disease  entity,  but  rather  a  phase  in  the 
histologic  picture  of  the  Schuller-Christian 
syndrome<7,s  in.  There  are,  they  state,  several 
stages  in  the  natural  history  of  the  lesion. 
Grossly,  the  early  lesion  is  cystic  and  hemor- 
rhagic, containing  a  small  amount  of  brown- 
ish granulation  tissue  which  is  streaked  with 
yellow.  Later  the  cysts  and  hemorrhage  are 
replaced  by  a  pale  yellow  tissue  which  is  fri- 
able and  rich  in  lipid.  As  healing  progresses, 
gray  connective  tissue  appears  and,  finally, 
bone. 

Histologically  the  eosinophil  is  not  the 
basic  constituent,  but  it  is  a  striking  com- 
ponent of  the  picture.  In  the  early  stage 
there  is  hemorrhage,  and  sheet-like  collec- 
tions of  phagocytic  cells  (histiocytes)  are 
seen  interspersed  with  numbers  of  eosino- 
phils. In  the  intermediate  stage  the  large 
mononuclear  cell  predominates,  and  takes  on 
a  foamy  appearing  cytoplasm.  Eosinophils 
may  be  decreased  or  absent.  Late  stages  are 
characterized  by  the  appearance  of  connec- 
tive tissue  and  bone  formation. 
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Figs.  3  and  4  (Case  2).  A  destructive  lesion  is  seen  in  the  posterior  right  parietal  region  involving 
both  tables.  While  there  is  no  definite  surrounding  reaction,  the  margins  are  not  distinct.  Note 
the  dense  fleck  near  the  center  of  the  lesion,  the  cause  of  which  was  not  satisfactorily  determined. 
Pathologically,    this    was   classed    as    a    "lipogranuloma." 


Jaffe  and  Lichtenstein11"'  have  presented 
cases  to  show  that  these  lesions  may  heal  by 
resolution  rather  than  by  passing  through  the 
lipogranulomatous  stage.  They  also  point  out 
that  the  eosinophils  may  disappear  from  the 
tissue  if  it  is  left  too  long  in  decalcifying 
fluid. 

Treatment 

Eosinophilic  granuloma  heals  well  follow- 
ing either  curettage  or  irradiation,  and  in 
general  the  prognosis  is  good.  The  consensus 
seems  to  indicate  that  in  order  to  establish 
the  diagnosis,  surgical  treatment  should  pre- 
cede radiation  therapy,  especially  if  the  le- 
sions are  multiple.  Other  lesions  present  may 
then  be  treated  more  easily  and  quite  as 
effectively  by  radiation  therapy  given  in 
small  to  moderate  doses.  Some  heal  spon- 
taneously. 

Radiation  treatment  in  our  cases  has  con- 
sisted in  giving  a  total  dose  of  900  to  1200  r, 
divided  into  six  to  eight  treatments  of  150  to 
200  r  each  (in  air).  Other  factors  are:  200 
KV,  18  MA,  1/2  mm  Cu  +  1  mm  al  added 
filter,  50  cm.  T.S.D.,  and  port  of  sufficient 
size  to  cover  the  lesion  adequately. 

Presentation  of  Cases 
Case  1 

This  2  year  old  white  boy  was  perfectly  well 
until  three  weeks  before  admission,   at  which  time 


a  "knot"  was  observed  on  the  left  side  of  the  fore- 
head. There  was  no  history  of  trauma  or  infection. 
The  mass  progressed  in  size  until  it  measured  2  by 
2%  cm.  on  admission.  The  child  had  no  other  symp- 
toms, and  was  taken  to  a  physician  only  because 
of  the  size  of  the  lesion. 

Physical  examination  showed  the  mass  to  be 
firm  on  the  periphery  and  soft  in  the  center.  It  was 
not  tender.  The  remainder  of  the  examination  was 
within  normal  limits  except  for  several  enlarged 
nodes  in  the  left  axilla. 

All  laboratory  examinations,  including  smears  of 
the  sternal  bone  marrow,  determinations  of  the 
blood  calcium,  phosphorus,  alkaline  phosphatase  and 
cholesterol,  and  lymph  node  biopsy,  were  normal. 
Skull  films  showed  a  rounded  area  of  bone  destruc- 
tion with  no  surrounding  bone  reaction  (figs.  1  and 
2).  Radiographic  survey  of  the  entire  skeleton  re- 
vealed no  other  lesions. 

Operation  was  followed  by  roentgen  therapy 
(900  r,  given  in  divided  doses)  because  of  incom- 
plete removal.  When  the  patient  was  last  seen  two 
months  after  operation,  the  lesion  was  filling  in 
well. 

Case  2 

This  10  year  old  white  girl  had  been  symptom 
free  until  one  month  prior  to  admission,  when  she 
noticed  a  large,  soft,  smooth,  rounded  bulge  in  the 
right  occipital  region.  She  had  some  lassitude,  slight 
headache,  a  low  grade  fever,  mild  anorexia,  and 
irritability.  Two  weeks  before  admission  the  family 
physician*  was  consulted,  and  found  a  fever  of  101 
F.  Roentgenograms  then  showed  a  "hole  the  size  of 
a  quarter"  in  the  occipital  bone.  Daily  injections  of 
penicillin  were  given.  The  bulge  decreased  in  size, 
but  the  bone  defect  was   unchanged. 

On  admission,  examination  was  normal  except 
for  a  non-tender,  elevated,  soft,  fluctuant  mass 
measuring  3  by  4  cm.  in  the  right  occipital  region. 
The   overlying   skin    appeared   normal.    A    chain    of 
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enlarged  lymph  nodes  was  present  in  the  right 
posterior  cervical   region. 

Laboratory  findings  of  significance  were  a  sedi- 
mentation rate  of  36  mm.  in  an  hour,  and  a  white 
cell  count  of  12,200,  with  a  normal  differential. 
Other  studies,  including  a  bone  marrow  smear  and 
blood    chemistry   determinations,    were    normal. 

Roentgenograms  of  the  skull  showed  a  large  de- 
fect with  irregular  borders  in  the  right  occipital 
bone  (figs.  3  and  4).  There  was  a  small  area  of 
density  in  the  center   of  this   defect. 

When  last  seen  one  month  after  operation,  the 
child   appeared   well. 

Comment 

The  probable  relationship  of  eosinophilic 
granuloma  to  Letterer-Siwe's  disease  and  the 
Schiiller-Christian  syndrome  is  now  accepted. 
According  to  Farber1111,  the  three  conditions 
represent  varying  degrees  of  the  same  dis- 
ease process.  Mallory'111'  stated  that  the  dis- 
order may  be  manifested  in  infancy  or  early 
childhood  in  a  usually  rapidly  fatal  form 
(Letterer-Siwe's  disease)  in  which  the  histio- 
cytic lesions  are  widely  disseminated,  espec- 
ially in  the  lymphoid  tissues  and  also  in  the 
skeleton.  Again,  the  disorder  may  appear  in 
children  or  adults  in  a  chronic  form  (Schiil- 
ler-Christian disease)  which  is  also  not  usual- 
ly limited  to  the  skeletal  system.  In  these 
cases  the  lesions  tend  to  undergo  collageniza- 
tion  and  lipoid  changes.  The  prognosis  is 
grave,  because  of  possible  lung,  brain,  and 
pituitary  involvement.  In  other  instances  the 
disease  may  appear  in  children  or  young 
adults  in  a  comparatively  benign  and  local- 
ized form  (eosinophilic  granuloma)  involv- 
ing only  the  skeleton,  usually  in  a  single  lo- 
cation. These  lesions  may  heal  spontaneously, 
and  respond  readily  to  curettage  with  or 
without  supplementary  irradiation. 

Case  1  is  characteristic  of  eosinophilic 
granuloma.  Case  2  demonstrates  the  diffi- 
culties of  establishing  an  accurate  diagnosis. 
A  frozen  section  made  at  the  time  of  opera- 
tion was  diagnosed  as  eosinophilic  granulo- 
ma. Subsequent  permanent  sections  showed 
a  typical  picture  of  Schiiller-Christian  dis- 
ease. 

Histopathologic  evidence,  according  to 
Ackerman,  seems  to  confirm  the  close  rela- 
tionship between  eosinophilic  granuloma  and 
Hand-Schiiller-Christian  disease.  Lichten- 
stein  and  Jaffe  would  include  only  those  le- 
sions which  can  be  classified  as  lipogranu- 
lomas  in  the  group  of  Hand-Schiiller-Chris- 
tian diseases,  but  Ackerman  believes  this 
criterion  to  be  too  rigid.  Some  authorities 
doubt  that  the  eosinophilic  granuloma  repre- 
sents merely  an  early  manifestation  of  a  basic 
disorder.    They    point    out    that    histologic 


characteristics  may  be  retained  for  a  consid- 
erable length  of  time,  and  therefore  may  not 
be  used  as  an  index  to  the  age  of  a  lesion. 
There  also  appear  to  be  variations  in  the  de- 
gree and  rate  of  subsequent  lipidization. 

Clinical  manifestations  might  well  depend 
upon  the  localization  of  the  disease,  and  it  is 
upon  this  factor  that  the  prognosis  should 
probably  be  based. 
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Abstract  of  Discussion 

Dr.  H.  Lee  Large.  Jr.  (Charlotte):  The  histologic 
picture  of  eosinophilic  granuloma  is  characterized 
by  great  pleomorphism  of  a  granulomatous  lesion 
iii  which  is  seen  a  large  number  of  eosinophils 
(fig.  5).  Among  proliferating  fibroblasts  one  sees, 
in  addition  to  many  eosinophils,  occasional  multi- 
nucleated giant  cells,  many  polymorphonuclear  leu- 
kocytes, lymphocytes,  plasma  cells,  and  some  xan- 
thoma cells. 

Dr.  Glenn  has  mentioned  the  opinion  which  he 
shares  with  others  concerning  a  relationship  be- 
tween eosinophilic  granuloma  and  the  Hand-Schul- 
ler-Christian  disease — a  point  about  which  there  is 
considerable  difference  of  opinion.  We  have  not 
yet  accepted  the  histologic  similarities  of  these 
two  diseases  as  sufficient  evidence  that  they  are 
identical.  In  fact,  one  point  of  difference  is  the  ab- 
sence of  numerous  lipoid-laden  phagocytes  in  eosi- 
nophilic granuloma,  except  late  in  the  disease.  In 
addition,  cholesterolemia  is  absent,  and  exophthal- 
mos and  diabetes  insipidus — the  classical  clinical 
features    of    Hand-Schiiller-Christian    disease  —  are 
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Figure  5.  Medium  power 
photomicrograph,  show- 
ing marked  pleomorphism 
with  proliferating  fibro- 
blasts, a  few  foam  cells, 
occasional  giant  cells,  and 
numerous  eosinophils. 


never  found.  Finally,  the  progressive  deterioration 
and  fatal  termination  characteristic  of  Hand-Schul- 
ier-Christian  disease  are  in  stark  contrast  to  the 
strong  healing  tendency  and  the  uniformly  good 
results  to  be  expected  from  different  methods  of 
treatment  in  eosinophilic  granuloma.  We,  therefore, 
still  prefer  to  consider  the  two  as  separate  and 
distinct  entities  until  more  conclusive  evidence  is 
provided  to   support  their  relationship. 

Dr.  Paul  Kimmelstiel  (Charlotte):  The  idea  that 
eosinophilic  granuloma  and  lipoidoses,  particularly 
Hand-Schuller-Christian  disease,  are  closely  related 
has  become  prevalent.  Our  own  experience  in  a  total 
of  4  cases  has  not  convinced  us  of  such  a  relation- 
ship, but  has  rather  pointed  to  a  fundamental 
difference. 

The  courses  typical  of  these  two  diseases  are  so 
different  that  I  don't  know  how  we  can  possibly 
compare  them  with  each  other.  Eosinophilic  gran- 
uloma is  a  self-limited  lesion;  all  types  of  lipoidoses 
are  unalterably  progressive.  The  only  resemblance 
consists  in  the  appearance  of  xanthoma  cells  at  a 
certain  stage  of  the  eosinophilic  granuloma;  but  as 
Dr.  Glenn  has  already  pointed  out,  these  occur  in 
many  other  lesions.  They  are  seen  in  large  numbers 
in  many  benign  and  malignant  tumors  of  bone,  in 
chronic  osteomyelitis,  and  in  any  destructive  lesion 
of  the  bone  marrow. 

I  think  that  the  comparison  of  eosinophilic  gran- 
uloma to  the  lipoidoses  has  thrown  more  confusion 
into  the  issue  than  is  necessary.  Eosinophilic  gran- 
uloma is   obscure   enough. 

I  would  like  to  ask  Dr.  Glenn  how  he  arrived  at 
the  diagnosis  of  eosinophilic  granuloma  in  the  sec- 
ond case  without  a  biopsy.  I  think  that  a  biopsy 
must  be  made  under  any  circumstances  in  order  to 
determine^  the"  diagnosis  and  the  prognosis.  If  a 
positive  diagnosis  of  eosinophilic  granuloma  can  be 
made,  it  is  an  assurance  that  the  lesion  will  dis- 
appear. 

Dr.  Glenn:  I  am  sorry  that  I  gave  the  impression 


that  biopsy  is  not  essential  to  the  diagnosis  and 
prognosis.  I  insist  upon  a  biopsy  in  each  case,  and 
biopsies  were  performed  in  both  of  the  cases  re- 
ported. 

Dr.  Lull  (Fort  Bragg):  What  is  the  mortality 
rate  in  this  disease,  and  what  causes  the  fatal 
outcome  ? 

Dr.  Glenn:  I  can't  give  you  any  definite  mortality 
figures  on  eosinophilic  granuloma.  I  would  assume, 
however,  that  the  presence  of  diabetes  insipidus 
and  marked  infiltration  of  the  diaphragms  and 
lungs  would  usually  be  responsible  for  a  fatal  out- 
come. 


Upjohn  Makes   Available  Two   Adrenal   Cortex 
Hormones   for    Clinical   Testing 

The  Research  Division  of  The  Upjohn  Company, 
Kalamazoo,  Michigan,  one  of  the  oldest  producers 
of  adrenal  cortical  hormones,  has  succeeded  in  pre- 
paring two  active  adrenal  steroids.  These  two  com- 
pounds, corticosterone,  known  as  compound  B,  and 
17-hydroxycorticosterone,  compound  F,  have  been 
supplied  recently  for  limited  clinical  testing  in 
rheumatoid  arthritis  and  Addison's  disease.  How- 
tver,  it  is  to  be  emphasized  that  the  amounts  avail- 
able do  not  allow  further  distribution  of  these  sub- 
stances  at   the   present  time. 

Both  of  these  compounds  differ  from  Costisone, 
best  known  of  the  adreno-cortical  hormones,  in  hav- 
ing a  hydroxyl  group  rather  than  a  ketone  group 
at  the  11-position  on  the  steroid  nucleus.  In  addi- 
tion, corticosterone  lacks  a  hydroxyl  group  at  the 
17-position. 

The  introduction  of  the  hydroxyl  group  at  the 
11-position  has  been  considered  a  major  chemical 
hurdle,  and  its  accomplishment  by  the  Upjohn 
group  represents  an  important  contribution  to 
adrenal   hormone   research. 
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INFANTILE  CORTICAL  HYPEROSTOSIS 

Report   of   a   Case 

M.  H.  Grimmett,  M.D. 

K/iNNAPOLIS    AND    CONCORD 

and 

H.  Lee  Large,  Jr.,  M.D. 

CHARLOTTE 

A  3  month  old  white  male  infant  was  ad- 
mitted to  the  Cabarrus  County  Hospital  in 
December,  1949,  with  an  upper  respiratory 
infection,  otitis  media,  and  swelling  of  the 
mandible. 

The  family  history  and  past  history  were 
negative.  The  patient  was  the  second  child 
of  healthy  parents,  and  his  birth  was  pre- 
mature but  otherwise  normal,  following  an 
uneventful  pregnancy  and  labor.  He  weighed 
4  pounds,  6  ounces  at  birth.  While  in  the 
nursery  under  routine  premature  care,  ade- 
quate weight  gain  was  noted. 

Vi-Penta  drops  were  started  on  the  fif- 
teenth day,  and  he  did  well  until  he  was  two 
months  old.  At  that  time  he  became  irritable 
and  vomited  several  times.  Sedation  was  re- 
quired for  relief.  Several  clays  later,  while 
playing  with  him,  the  father  grabbed  his 
right  arm,  and  heard  a  "clicking"  sound  in 
the  region  of  the  right  elbow.  The  patient 
cried  out  with  pain  and  immediately  refused 
to  use  his  right  arm.  Physical  examination 
and  roentgenograms  were  negative. 

The  patient  was  still  unable  to  use  his  arm 
after  seven  days.  A  second  examination  re- 
vealed a  swelling  in  the  region  of  the  right 
scapula.  The  area  was  brawny  hard  and  did 
not  appear  hot  or  tender.  Since  the  patient 
was  afebrile,  treatment  was  limited  to  the 
use  of  compresses  and  anti-histamine  drugs. 
During  the  next  two  weeks,  the  swelling 
moved  from  the  right  scapula  to  the  right 
shoulder  and  then  to  the  right  forearm.  At 
no  time  had  any  motion  in  the  right  arm 
been  observed.  Roentgenograms  remained 
negative. 

Ten  days  later,  the  patient  was  admitted 
to  the  hospital  because  of  an  upper  respira- 
tory infection  and  otitis  media.  At  this  time 
a  swelling  was  noted  in  the  region  of  the 
mandible;  this  area  was  also  brawny  hard 
and  without  local  heat.  A  blood  count  showed 
a  hemoglobin  of  48  per  cent,  2,600,000  red 
blood  cells,  and  17,200  white  cells,  with  69 
per  cent  polyphonuclear  cells,  27  per  cent 
lymphocytes,    and    3    per    cent    monocytes. 


Serologic  tests  for  syphilis  and  a  tuberculin 
test  were  negative.  Roentgenograms  of  other 
long  bones  were  negative,  and  a  film  of  the 
jaw  revealed  swelling  of  the  soft  tissues 
without  change  in  the  bony  structure.  Loss 
of  normal  bony  detail  and  marked  soft  tissue 
swelling  were  noted  on  a  roentgenogram  of 
the  right  scapula.  The  right  radius  and  ulna 
showed  increased  thickness  of  the  cortex 
with  periosteal  calcification.  A  biopsy  speci- 
men was  taken  from  the  right  scapula. 

The  excised  specimen  was  composed  of  pre- 
dominantly radiating  new-formed  bony  spic- 
ules with  a  generous  number  of  irregularly 
distributed  uniform  osteocytes.  The  cement 
lines  were  somewhat  irregular,  rather  widely 
separated,  and  in  places  obscure.  The  spicules 
were  formed  in  part  by  metaplasia  from  in- 
tervening connective  tissue  and  in  part  by 
osteoblastic  apposition.  The  connective  tissue 
between  the  bony  spicules  was  composed  of 
rather  young  fibrocytic  elements,  while  cap- 
illaries within  it  were  markedly  dilated.  The 
morphologic  picture  did  not  suggest  a  neo- 
plastic process,  but  was  characteristic  of 
infantile  cortical  hyperostosis. 

Treatment  included  bilateral  myringotomy, 
penicillin,  and  transfusions.  The  patient's 
general  condition  improved,  and  he  was  dis- 
charged two  weeks  after  admission.  At  this 
time,  although  the  right  arm  remained  swol- 
len, painful  motion  was  noted.  The  swelling 
along  the  mandible  had  begun  to  disappear. 

During  the  next  four  to  five  months  the 
patient's  general  condition  continued  to  im- 
prove, and  increased  motion  of  the  right  arm 
produced  only  slight  pain.  The  swelling  along 
the  forearm  disappeared,  but  the  scapula  re- 
mained brawny  hard.  Radiologic  studies 
showed  that  the  radius  and  ulna  were  re- 
verting to  normal,  but  further  destruction  of 
the  glenoid  cavity,  with  upward  displace- 
ment of  the  humerus,  was  noted  in  the  right 
scapula. 

About  ten  days  ago  swelling  of  the  man- 
dible returned,  and  for  the  first  time  cortical 
thickening  could  be  demonstrated  by  roent- 
genograms. 

Comment 

The  etiology  of  infantile  cortical  hyperos- 
tosis is  not  known'11.  In  this  case,  as  in  those 
reported  by  others,  syphilis,  scurvy,  rickets, 
and  trauma  can  be  reasonably  excluded.  One 
is  tempted  to  correlate  the  osteophytic-like 
growth  of  fibre  bone  and  its  vascular  ectasia 
with  the  history  of  upper  respiratory  infec- 
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Fig.  1.  Photomicrograph 
showing  infantile  cortical 
hyperostosis.  Note  sur- 
face of  specimen  at  upper 
right.  Underlying  bony 
spicules  are  newly  form- 
ed, and  separated  b  y 
young  rather  cellular  con- 
nective tissue  in  which  oc- 
casional telangiectatic 
capillaries  are  seen.  Un- 
derlying parent  bone  was 
not  included  in  the  speci- 
men. 


tion,  otitis  media,  leukocytosis,  fever,  and 
soft  tissue  swelling  adjacent  to  the  bone. 
However,  not  all  reported  instances  of  Caf- 
fey's  hyperostosis  have  been  accompanied  or 
preceded  by  an  evident  localized  or  general- 
ized infectious  or  inflammatory  process ;  nor 
have  they  all  presented  the  ordinary  systemic 
symptoms  and  signs  of  inflammation11'.  I 
know  of  no  case  with  definite  evidence  of 
leukocytic  infiltration  in  the  hyperostotic 
area  itself.  In  fact,  no  one  has  yet  demon- 
strated an  acceptable  etiology. 

We  cannot  accept  the  "post  hoc  ergo  prop- 
ter hoc"  assumption  that  hyperostosis  is  the 
result  of  a  specific  etiologic  agent  on  the 
basis  of  a  single  and  isolated,  though  sug- 
gestive, case'-'  offering  no  direct  evidence. 
At  present  we  can  only  state  that  the  cause 
or  causes  of  infantile  cortical  hyperostosis 
are  as  yet  not  known,  although  the  presence 
of  antecedent  or  contemporary  inflammatory 
disease  in  many  cases  constitutes  a  suggestive 
factor  worthy  of  further  analysis. 

The  usual  clinical  features  of  this  dis- 
ease,iv'3'  are  irritability,  with  or  without 
fever,  and  brawny  swelling.  It  is  usually  as- 
sociated with  anemia,  leukocytosis,  and  an 
increase  in  the  sedimentation  rate.  The  dis- 
ease runs  its  own  course,  and  the  changes  in 
the  bone  eventually  return  to  normal.  The 
disease  is  unaffected  by  therapy. 
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Discussion 
Dr.  Paul  Kimmelstiel   (Charlotte):  This  is  one  of 

the  lesions  in  which  biopsy  really  isn't  necessary. 
Diagnosis  can  be  made  by  roentgenograms  alone. 
However,  inasmuch  as  there  have  been  very  few 
cases  in  the  literature  in  which  the  corresponding- 
morphology  is  known  from  histologic  biopsies,  we 
were  very  anxious  to  have  a  biopsy  in  this  ease, 
and  Dr.  Grimmett  was  kind  enough  to  persuade 
the  family  to  let  us  remove  a  specimen. 

One  of  the  outstanding  histologic  features  of  the 
cortical  hyperostosis  in  these  cases  is  the  fact  that 
the  newly  formed  peripheral  cortical  trabeeulae  are 
radiating  toward  the  surface.  That  is  the  differ- 
entiating point  between  cortical  hyperostoses  and 
other  ossifying  periostitides   of  various   etiologies. 

Just  a  few  weeks  ago  I  discussed  the  matter  with 
Dr.  Johnson,  who  is  in  charge  of  the  Bone  Registry 
at  the  Armed  Forces  Institute  of  Pathology.  He  is 
of  the  opinion  at  present  that  this  condition  is 
probably  the  sequel  of  an  infectious  disease,  be- 
cause the  majority  of  cases  have  had  a  preceding- 
infection   of  one   kind   or  another. 
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An  osteoid  osteoma  is  a  small,  benign, 
painful  lesion  of  bone  which  appears  roent- 
genographically.  in  its  full  development,  as 
a  small  oval  or  round  area  of  translucence 
(the  nidus)  surrounded  by  an  area  of  radio- 
pacity.  It  is  characterized  microscopically  by 
a  network  of  highly  vascular  osteogenic  con- 
nective tissue. 

Although  the  characteristic  microscopic 
appearance  of  this  tumor  was  noted  as  early 
as  1929  by  Phemisterr.  he  called  it  "chronic 
fibrous  osteomyelitis."  A  review  of  these 
cases  by  Sherman  -'  in  1947  led  her  to  believe 
that  one  case  was  unquestionably  osteoid 
osteoma.  In  1930  Bergstrand,;-'  stated  that 
this  lesion  presented  the  clinical  picture  of 
osteogenic  sarcoma,  but  that  microscopic  ex- 
amination showed  a  lack  of  inflammation  and 
neoplastic  processes,  leading  him  to  conclude 
that  it  was  a  rare  benign  osteoblastic  lesion 
due  to  embryonal  cell  rests.  In  1932  Com- 
pere4 reported  a  similar  lesion  as  a  case  of 
osteomyelitis  due  to  Streptoecoeiis  viridans. 
In  1935  Zanoli 5'  described  2  cases  of  incom- 
plete repair  of  a  post-traumatic  aseptic  nec- 
rosis which  Sherman2  later  recognized  as 
osteoid  osteoma  of  the  capitate.  It  was  not 
until  1935  that  Jaff e"  identified  the  lesion 
as  a  distinct  and  separate  entity  and  pub- 
lished a  report  of  5  cases. 

Clinical  and  Roentgenographic  Findings 
Osteoid  osteoma  is  found  most  frequently 
in  adolescents  and  young  adults,  being  most 
common  between  the  ages  of  10  and  30 :  but 
it  may  occur  in  younger  and  older  age  groups. 
It  is  twice  as  common  in  the  male  as  in  the 
female,  and  has  been  reported  in  every  bone 
except  the  cranium. 

The  most  striking  and  constant  clinical 
finding  is  the  symptom  of  pain  which  is  more 
severe  at  night  (cases  1  and  2).  This  may 
have  a  gradual  onset,   being  of  a  fleetine 


"From  the  Department  of  Radiolosy  and  Orthopedic  Sursery. 
Watts  Hospital,  Durham,  North  Carolina. 


nature  at  first  and  becoming  more  constant 
and  severe.  It  is  exaggerated  by  motion. 
Radiation  of  pain  to  sites  distal  to  the  process 
is  not  uncommon.  When  the  lesion  is  located 
in  the  femoral  neck  or  upper  femoral  shaft, 
the  pain  may  be  referred  to  the  anterior  and 
anterolateral  aspects  of  the  thigh,  and  even 
to  the  knee.  If  the  lesion  occurs  in  a  vertebra, 
it  may  give  symptoms  of  root  pain  or  may 
produce  localized  back  pain,  muscle  spasm, 
and  other  signs  and  symptoms  of  acute  back 
strain.  When  the  lesion  is  near  a  joint,  the 
signs  of  arthritis  are  sometimes  seen'7'.  In 
the  young  child  who  is  not  able  to  localize  his 
complaint,  a  limp  or  an  awkward  gait '*'  may 
be  the  outstanding  symptom. 

The  chief  physical  finding  is  acute  tender- 
ness over  the  site  of  the  lesion.  However, 
moderate  swelling  of  the  soft  tissues  may  be 
present  if  the  lesion  is  superficial,  and  occa- 
sionally there  is  an  increase  in  local  temper- 
ature. The  latter  finding,  however,  is  not  the 
rule,  and  has  been  used  by  some  as  the  cri- 
terion of  an  infectious  lesion.  A  superficial 
lesion  such  as  those  seen  in  the  cortex  of  the 
tibia  may  also  produce  sufficient  thickening 
of  the  bone  to  make  it  palpable.  Limitation 
of  motion,  muscle  spasm,  and  atrophy  may 
be  present.  One  of  the  important  differential 
findings  is  the  absence  of  any  signs  of  sys- 
temic disease,  such  as  fever  and  leukocytosis. 

The  roentgenographic  findings  are  quite 
characteristic  in  the  fully  developed  lesion. 
The  main  portion  of  the  lesion,  the  so-called 
nidus,  is  seen  as  an  area  of  radiolucency. 
This  is  surrounded  by  a  ring  of  dense  bone, 
which  may  extend  for  several  centimeters 
(fig.  1).  Jaffe  '•'  first  thought  that  the  nidus 
of  the  early  lesion  was  radiolucent.  while 
that  of  the  later  lesion  was  radiopaque;  in 
1945.  however,  in  a  report  on  62  proven 
cases  l0  he  concluded  the  reverse  to  be  true 
— namely,  that  the  early  lesion  presented  the 
radiopaque  nidus  and  the  late  lesion  the 
radiolucent  nidus  (figs.  1  and  3). 

If  the  lesion  is  near  the  cortex,  regional 
hypertrophy  along  the  periosteal  surface  is 
noted  to  be  greater,  sometimes  extending  sev- 
eral centimeters  in  either  direction  and  in- 
volving a  greater  part  of  the  circumference 
of  the  bone.  The  regional  sclerosis  may  make 
the  early  dense  nidus  more  difficult  to  demon- 
strate, but  over-exposed  roentgenograms 
and  stratigraphic  studies  are  helpful.  This 
technique,  of  course,  is  not  necessary  when 
the  examination  is  made  before  the  surround- 
ing bone  has  undergone  much  sclerosis.  If 


December,   1950 


SYMPOSIUM  ON  BONE  DISEASES 


661 


Fig.  1  (Case  1).  Roentgenograms  of  the  right 
hip,  showing  a  slightly  irregular  radiolucent 
nidus  just  beneath  the  cortex  anteriorly,  with 
some  adjacent  sclerosis. 


one  suspects  the  presence  of  an  osteoid  osteo- 
ma but  is  not  able  to  demonstrate  it  on  the 
initial  film,  a  re-examination  at  intervals  of 
one  to  two  months  is  indicated. 

Pathologic  Findings 
The  gross  lesion  is  usually  seen  in  the 
spongy  bone  but  may  also  be  found  in  the 
bone  cortex.  When  it  occurs  in  the  substantia 
spongiosa,  it  usually  incites  the  perifocal 
sclerosis  previously  described.  Lesions  in  the 
shaft  cortex  mav  cause  a  more  extensive  re- 


action, producing  the  formation  of  new  bone 
in  the  periosteum.  However,  if  the  osteoma 
develops  on  the  inner  surface  of  the  cortex, 
the  new  bone  formation  is  limited  to  the 
medullary  cavity,  which  is  narrowed  or  some- 
times obliterated. 

Histologically,  the  osteoid  osteoma  is  com- 
posed of  a  framework  of  vascular  fibrous  tis- 
sue in  which  giant  cells,  osteoblasts,  and  os- 
teoclasts are  scattered.  In  the  stroma  there 
are  irregular  trabeculi  of  osteoid  tissue  which 
resemble  closely  a  fibrous  dysplasia.  This 
osteoid  tissue  calcifies  slowly  to  become  bone 
mixed  with  osteoid  tissue.  The  nidus  is  sur- 
rounded by  compact,  spongy  bone  or  dense, 
sclerotic  bone  (figs.  2A  and  B,  4A  and  B). 

Etiology 

There  has  been  much  controversy  as  to 
whether  this  lesion  is  neoplastic  or  inflam- 
matory in  nature.  The  facts  favoring  its  neo- 
plastic origin,  according  to  Jaffe,  are  as  fol- 
lows: The  osteoid  osteoma,  although  slow 
growing,  is  independent  of  the  surrounding 
tissue,  and  the  perifocal  bone  response  is 
nearly  always  characterized  by  sclerosis.  It 
consists  of  osteoid  and  atypical  bone  which, 
without  obvious  cause,  has  replaced  the  nor- 
mal bone.  It  differs  from  surrounding  bone, 
but  is  itself  homogeneous  and  consistently 
the  same  in  different  cases.  Features  which 
are  inconsistent  with  its  neoplastic  nature 
are :  the  macroscopic  size  of  the  lesion ;  the 
seemingly  self-limited  course,  and  the  fact 
that  it  incites  a  perifocal  sclerosis. 

Osteoid  osteoma  has  never  been  considered 
malignant,  for  it  never  perforates  the  perios- 
teum or  infiltrates  the  soft  tissue.  It  is  sur- 
rounded by  encapsulating  bone  and,  after  ex- 
cision, does  not  recur  locally  or  metastasize. 

Mondolfo'111,  as  well  as  Ghormley  and 
others'12',  considered  osteoid  osteoma  an  in- 
flammatory process,  although  Ghormley'13' 
has  recently  accepted  it  as  an  entity.  Against 
the  inflammatory  concept,  according  to  Sher- 
man1-1, are  the  following  observations  :  There 
is  no  fever,  leukocytosis,  or  systemic  mani- 
festations. Swelling,  if  present,  is  slight.  The 
lesion  is  always  solitary  and  sharply  demar- 
cated, and  there  have  been  no  known  recur- 
rences after  complete  excision.  The  postoper- 
ative wound  heals  by  first  intention.  Cultures 
reported  positive  have  shown  only  Staphylo- 
coccus ulbus  or  some  other  common  contami- 
nant. The  pathologic  findings  are  constant, 
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Fig.  2A  (Case  1).  Photo- 
micrograph of  a  late  le- 
sion (magnification,  x  15). 
Note  the  well  defined  ra- 
diolucent  nidus  surround- 
ed by  compact  cancellous 
bone. 


Fig.  2B  (Case  1).  High 
power  magnification  (x 
120)  of  a  well  developed 
lesion,  showing  vascular 
osteoid  tissue  in  which 
spicules  of  mature  bone 
are  also  seen. 
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and  give  no  evidence  of  acute  or  chronic  in- 
flammation. No  typical  osteoid  tissue  is  ever 
seen  in  conjunction  with  a  proved  abscess. 

It  is  now  generally  accepted  that  osteoid 
osteoma  is  a  distinct  entity,  although  the  eti- 
ology of  this  lesion  is  still  in  doubt.  Trauma 
has  been  associated  with  a  number  of  these 
lesions"",  but  was  not  recorded  in  either  of 
the  two  cases  included  in  this  report.  Because 
of  the  large  number  of  skeletal  injuries  which 
are  not  followed  by  osteoid  osteoma,  trauma 
has  been  largely  discounted  as  an  etiologic 
agent.  In  contradistinction,  Jaffe  and  Litch- 
enstein11""  have  described  another  lesion 
which  may  be  similar  to  osteoid  osteoma  clin- 
ically and  radiographically  —  namely,  the 
"nonosteogenic  fibroma  of  bone" — which  was 
associated  with  trauma  in  one  half  of  the 
ten  cases  reported. 

Differential  Diagnosis 
The  individual  case  of  osteoid  osteoma 
must  be  differentiated  from  such  processes 
as  localized  bone  infection,  Brodie's  abscess, 
sclerosing,  nonsuppurating  osteomyelitis  of 
Garre,  eosinophilic  granuloma  of  bone,  and 
nonosteogenic  fibroma  of  bone.  A  careful 
correlation  and  evaluation  of  the  history,  and 
of  the  physical,  laboratory  and  roentgen 
findings  will  usually  confirm  the  diagnosis. 

Treatment 

The  treatment  of  osteoid  osteoma  is  com- 
plete surgical  excision  of  the  nidus.  Roentgen 
therapy  is  apparently  of  no  value1131.  In  one 
case  reported  by  Phemister  in  191811'11  spon- 
taneous healing  apparently  took  place.  This 
18  year  old  patient  complained  of  pain  in  the 
region  of  the  lower  left  tibia.  Roentgen  ex- 
amination showed  what  would  now  be  called 
an  osteoid  osteoma.  Surgery  was  refused,  and 
seven  years  after  onset  the  symptoms  had 
disappeared,  not  to  return.  In  1940,  twenty- 
six  years  after  the  initial  symptoms,  roent- 
gen examination  revealed  sclerosis  and  thick- 
ening of  the  bone,  but  there  was  no  pain  or 
tenderness,  and  no  evidence  of  a  nidus. 

Case  Reports 
Case  1 

An  11  year  old  white  girl  was  admitted  to  the 
hospital  on  January  6,  1950,  complaining-  of  an  ach- 
ing pain  in  the  right  hip.  The  patient  stated  that  the 
pain  had  begun  eight  months  previously,  after  she 
had  been  kicking  a  football,  and  had  lasted  about  five 
days  at  that  time.  There  was  no  residual  or  recur- 
rence of  the  discomfort  until  approximately  three 
months  before  admission,  when  the  patient  noted  a 
gradual  return  of  the  pain,  which  she  described  as 
being  constant,   dull,   and   deep-seated   in   character. 


Fig.  3  (Case  2).  Roentgenograms  of  the  right 
hip,  showing  a  radiolucent  nidus  with  minimal 
adjacent  sclerosis  and  a  radiopaque  center. 


It  was  most  severe  about  midnight,  and  would 
awaken  her  from  sleep.  The  pain  was  not  incapaci- 
tating. 

Physical  examination  revealed  a  well  developed, 
slightly  obese  adolescent  girl  whose  temperature 
was  99  F.,  pulse  92,  respiration  20,  blood  pressure 
110  systolic,  70  diastolic.  The  positive  findings  were 
limited  to  the  right  leg  and  hip.  The  right  thigh  was 
one  inch  smaller  than  the  left,  but  showed  no  muscle 
weakness  or  sensory  changes.  There  was  no  limita- 
tion of  motion  of  the  hip  or  the  back.  The  "straight 
leg  raising  test"  was  negative.  No  tenderness  was 
noted. 

A  urinalysis,  blood  count,  and  serologic  test  for 
syphilis  were  negative.  The  blood  calcium  was  11  mg. 
per  100  cc,  phosphorus  4.2  mg.  per  100  cc,  and 
alkaline  phosphatase   4.2   Bodansky  units. 

Roentgenograms  of  the  right  hip  showed  slight 
osteoporosis.  A  slightly  irregular  cystic  area  approx- 
imately 4  mm.  in  diameter  was  noted  on  the  anterior 
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Fig.  4A  (Case  2).  Low 
power  magnification  (x 
15)  of  an  early  lesion, 
showing  the  radiolucent 
nidus  of  fibrous  tissue  and 
the  radiopaque  center  of 
bone. 


surface  of  the  femur,  near  the  lesser  trochanter. 
This  was  surrounded  by  an  area  of  sclerosis  with 
thickening  of  the  bone  cortex  (fig.  1). 

At  operation  the  femur  in  the  involved  area  oppo- 
site the  lesser  trochanter  appeared  to  be  thickened 
and  irregular.  A  wedge  resection  was  done,  and  an 
area  of  grayish  tissue  4  mm.  in  diameter  was  seen 
in  the  cancellous  bone.  This  seemed  softer  than  the 
surrounding  bone. 

Microscopic  examination  (figs.  2A  and  B)  showed 
the  nidus  to  be  composed  of  highly  vascular  connec- 
tive tissue  containing  osteoclasts,  osteoblasts,  and 
many  irregular  spicules  of  osseous  tissue.  The  nidus 
was  surrounded  by  compact,  spongy  bone. 

The  patient  was  completely  relieved  of  pain  follow- 
ing the  operation,  and  has  had  no  recurrence  at  the 
present  time,  four  months  later. 

Comment 

This  case  presents  the  characteristic  clini- 
cal and  pathologic  picture  of  osteoid  osteoma. 
Surgical  excision  resulted  in  immediate  loss 
of  symptoms  which  probably  represents  a 
complete  cure. 

Case  2 

A  38  year  old  white  housewife  was  admitted  on 
October  25,  1949,  with  the  chief  complaint  of  pain 
in  the  right  hip  for  one  month.  This  was  first  noted 
with  activity,  but  later  became  constant  and  was 
most  severe  at  night,  disturbing  her  sleep.  The  pain, 
which  was  described  as  throbbing  and  non-radiating 
m  character,  had  become  increasingly  severe   since 


its  onset.  There  was  no  history  of  injury. 

Physical  examination  revealed  a  moderately  obese 
woman  who  moved  freely  but  walked  with  a  slight 
limp,  favoring  the  right  leg.  The  back  had  a  full 
range  of  motion,  with  no  tenderness  or  muscle  spasm. 
The  positive  findings  were  limited  to  the  right  hip. 
This  had  a  full  range  of  motion  and  no  spasm,  but 
there  was  pain  on  flexion,  abduction,  and  internal 
rotation  when  it  was  flexed.  Moderate  localized  ten- 
derness on  the  lateral  aspect  of  the  hip  was  most 
marked  just  above  the  region  of  the  greater  tro- 
chanter. There  was  no  swelling,  redness,  or  increased 
heat. 

A  voided  specimen  of  urine  contained  50  to  60  white 
cells  and  gave  a  1  plus  reaction.  A  blood  count  and 
serologic  test  for  syphilis  were  negative 

Roentgen  examination  of  the  right  hip  showed  a 
sharply  demarcated  cystic  lesion,  approximately  5 
mm.  in  diameter,_in  the  middle  third  of  the  neck  of 
the  femur,  involving  the  cortex  anteriorly.  Some  ad- 
jacent sclerosis  of  the  bone  and  a  central  area  of  in- 
creased density  were  noted  (fig.  3). 

At  operation  the  lesion  was  removed  in  its  entirety. 
There  was  no  definite  periosteal  reaction,  but  the 
surrounding  cancellous  bone  showed  a  moderate 
amount  of  sclerosis. 

Microscopic  examination  revealed  a  circular  area 
of  vascular  fibrous  tissue  containing  irregular  de- 
generating spicules  of  bone.  Surrounding  the  nidus 
was  compact,  spongy  bone.  No  osteoid  tissue  was 
seen  (figs.  4 A  and  B). 

Comment 

While  this  case  presents  the  characteristic 
clinical  picture  of  osteoid  osteoma,  the  micro- 
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Fig.  4B  (Case  2).  High 
power  magnification  (x 
120)  of  an  early  lesion. 
Note  the  absence  of  os- 
teoid tissue  and  replace- 
ment of  the  nidus  with 
vascular  fibro-fatty  tissue 
and  bone. 
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scopic  appearance  of  the  lesion  is  not  at  all 
characteristic.  We  believe,  however,  that  it 
represents  an  early  osteoid  osteoma  which 
contained  little  or  no  osteoid  tissue,  but  rather 
osseous  spicules  which  were  undergoing  de- 
generation. It  is  these  bony  spicules  that  give 
the  radiopaque  nidus  in  the  early  stages  of 
this  lesion  (fig.  3). 

Summary  and  Conclusions 

1.  The  signs,  symptoms,  and  physical, 
roentgenologic  and  pathologic  findings  in  2 
cases  of  osteoid  osteoma  have  been  presented. 

2.  That  osteoid  osteoma  is  an  entity  is  evi- 
denced by  the  constancy  in  the  clinical  and 
pathologic  findings. 

3.  The  condition  is  believed  to  be  neither 
a  malignant  growth  nor  an  inflammation,  but 
a  benign  neoplasm. 

4.  Surgical  excision  offers  immediate  and 
permanent  relief  of  symptoms. 
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Abstract  of  Discussion 

Dr.  H.  Lee  Large,  Jr.  (Charlotte):  Dr.  Vaughan 
has  left  little  to  be  said  about  osteoid  osteoma.  We 
agree  with  him  that  it  is  in  no  way  related  to  in- 
tlammation. 

The  resemblance  of  the  histologic  picture  to  that 
of  fibrous  dysplasia  is  only  superficial  and  should 
not  be  misleading.  In  the  latter  disease  a  careful 
analysis    reveals    that   fibrous    connective    tissue    is 
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directly  transformed  to  bone,  as  is  manifested  by  the 
imperceptible  merging  of  hyaline  or  collagen  fibers 
with  a  homogeneous  eosinophilic  osteoid  in  such  a 
fashion  that  the  fibers  often  appear  to  penetrate  the 
latter.  Only  after  this  transformation  occurs  do  we 
see  osteoblastic  apposition  of  osteoid  at  the  margins 
of  the  osseous  spicules.  Conversely,  in  osteoid  os- 
teoma the  osseous  matrix  is  elaborated  entirely  by 
osteoblasts.  As  a  result,  the  margins  of  the  osseous 
spicules  are  sharply  delimited  from  the  intervening 
fibers  of  connective  tissue,  and  often  separated  from 
the  latter  by  a  conspicuous  row  of  osteoblasts. 

Dr.  Vaughan:  You  are  probably  familiar  with  the 
ideas  of  Dr.  Ghormley  and  his  group  at  the  Mayo 
Clinic  on  this  subject.  They  have  presented  some 
cases  as  osteomyelitis  which  other  people  would  call 
osteoid  osteomas.  In  a  letter  which  I  received  from 
Dr.  Ghormley  just  three  or  four  days  ago,  he  said 
that  after  reviewing  some  of  these  cases  he  must 
admit  that  they  were  probably  osteoid  osteomas. 

Dr.  Paul  Kimmelstiel  (Charlotte):  I  would  like  to 
ask  what  the  roentgenologists  mean  when  they  speak 
of  Carre's  nonsuppurative  osteomyelitis.  We  as  path- 
ologists don't  know  what  that  is,  or  whether  such  a 
thing  exists.  In  his  original  article  on  osteoid  osteo- 
mas, Jaffe  went  into  detail  concerning  the  differ- 
ential diagnosis  between  this  condition  and  Garre's 
osteomyelitis.  He  found  that  the  cases  Garre  orig- 
inally described  as  nonsuppurative  osteomyelitis  were 
diagnosed  purely  by  roentgen  examination,  and  that 
the  underlying  condition  was  not  known.  Some  time 
later  his  own  assistants  followed  his  cases  through, 
and  found  that  some  of  the  cases  of  Garre's  non- 
suppurative osteomyelitis  became  suppurative  at  a 
later  date.  Actually,  we  do  not  know  what  Garre's 
nonsuppurative  osteomyelitis  is. 

I  think  we  do  know,  however,  that  osteoid  osteomas 
are  not  infections.  In  no  case  has  an  attempt  to  cul- 
ture organisms  from  the  lesion  been  successful.  The 
fact  that  the  condition  is  self-limited,  however,  speaks 
in  favor  of  conservative  treatment. 


SURGICAL  MANAGEMENT   OF 

INTRACTABLE  PAIN  DUE  TO 

CARCINOMA 

William  Reid  Pitts,  M.U. 
Charlotte 

Each  year  in  the  United  States  approxi- 
mately 200,000  people  die  from  carcinoma. 
From  Pearl  Harbor  to  V.  J.  Day  cancer 
killed  more  than  twice  as  many  Americans 
as  were  killed  in  the  war.  Statistics  show  that 
one  out  of  five  people  in  this  country  will  be 
afflicted  with  carcinoma.  With  improved  pre- 
operative and  postoperative  care,  more  radi- 
cal surgery  and  the  introduction  of  new  sur- 
gical techniques,  the  advent  of  antibiotics, 
and  the  generous  use  of  blood  and  blood  prod- 
ucts, more  people  are  now  surviving  their 
primary  operation  for  cancer.  Consequently 
our  population  contains  an  increasing  num- 
ber of  people  who,  in  the  future,  may  fall  vic- 
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tim  to  recurrent  or  metastatic  carcinoma. 
The  problem  then  becomes  one  of  relieving 
intractable  pain — a  problem  which  taxes  the 
ingenuity  of  the  family  doctor,  the  surgeon, 
and  the  specialist  alike.  It  would,  therefore, 
seem  timely  to  review  some  of  the  methods 
available  for  the  control  of  intractable  pain 
from  carcinoma,  and  to  discuss  the  indica- 
tions for  the  various  procedures. 

Causes  of  Pain 
Cancer,  in  itself,  is  not  a  painful  lesion. 
Pain  is  due  to  secondary  or  proximity  effects. 
Compression  of  nerve  roots  or  trunks  against 
bony  structures,  infiltration  of  nerves,  ob- 
struction of  a  viscus,  tumefaction  and  swell- 
ing in  tissues  snugly  invested  by  fascias,  and 
inflammation  are  the  local  changes  which 
commonly  give  rise  to  the  pain.  Not  every 
patient  who  has  pain  from  metastatic  carci- 
noma needs  neurosurgery.  The  pain  should 
be  intractable  to  the  simpler  methods  of  con- 
trol. While  the  primary  purpose  of  this  report 
is  to  discuss  surgical  methods  of  the  control 
of  intractable  pain,  a  few  words  concerning 
narcotics,  radiation,  and  sex  hormones  may 
serve  as  a  background  for  this  discussion. 

Nonsurgical  Methods  of  Control 
Narcotics 

If  the  pain  of  inoperable  carcinoma  be- 
comes severe  and  persistent,  there  is  little 
left  for  the  family  doctor  to  do  except  to  keep 
the  patient  comfortable.  Opium  derivatives 
are  commonly  employed  for  this  purpose. 
Their  advantage  lies  in  ease  of  administra- 
tion. Unfortunately  they  can  not  be  con- 
tinued indefinitely  because  of  the  inevitable 
threat  of  addiction,  the  untoward  side  effects, 
and  their  increasing  ineffectiveness.  Therapy 
with  analgesic  drugs  is  most  useful  in  early 
cases  of  intractable  pain,  to  tide  over  those 
patients  who  are  receiving  roentgen  therapy, 
and  to  ease  markedly  debilitated  patients  who 
have  only  a  short  time  to  live. 
Radiation  therapy 

Despite  the  fact  that  the  effects  of  radia- 
tion upon  the  pain  of  cancer  are  unpredict- 
able, it  should  be  used  more  frequently,  inas- 
much as  the  benefits  are  often  striking.  In 
addition  to  the  relief  which  may  be  afforded, 
it  may  also  slow  the  growth  of  the  neoplasm. 
Satisfactory  relief  of  pain  is  often  ob- 
tained over  a  period  of  time ;  however,  it  is 
not  usually  permanent.  At  any  rate,  it  would 
seem  that  radiation  therapy  should  be  given 
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a  trial,  or  adequate  roentgenologic  consulta- 
tion should  be  sought,  before  neurologic  sur- 
gery is  recommended  for  any  patient  with 
inoperable  carcinoma  and  intractable  pain. 

Sex  hormone  therapy 

Adair(11  has  reported  that  after  about  two 
weeks  of  testosterone  therapy  the  relief  of 
pain  from  metastases  to  the  bone  in  patients 
with  breast  cancer  is  usually  marked.  It  has 
also  been  reported  that  as  many  as  25  per 
cent  of  the  patients  with  carcinoma  of  the 
prostate  obtain  relief  from  hormone  therapy. 
Others  have  advocated  orchidectomy  in  such 
cases,  since  the  relief  of  pain  is  often  dra- 
matic. 

The  Selection  of  Cases  for  Neurosurgery 

Neurologic  deficits  are  to  be  expected  as  a 
result  of  surgical  procedures  designed  to  in- 
terrupt the  pathways  of  pain.  Considerable 
discrimination  must  be  used  in  the  selection 
of  cases;  the  patient  should  be  a  victim  of 
intractable  pain,  and  radiation  should  have 
been  given  a  fair  trial.  I  do  not  mean  to  im- 
ply, however,  that  neurosurgery  should  be 
delayed  unnecessarily  so  that  undue  suffer- 
ing results. 

In  studying  these  problems,  one  must  con- 
sider the  neoplasm,  the  pain,  and  the  patient. 
Needless  to  say,  histologic  confirmation  of 
the  presence  of  a  malignant  disease  is  man- 
datory. The  type  of  neoplasm,  its  grade  of 
differentiation,  and  its  other  characteristics 
may  well  be  taken  into  consideration,  since 
these  factors  will  enable  one  to  predict  its  life 
history.  In  cases  where  a  rapidly  growing, 
highly  malignant,  undifferentiated  tumor  is 
present  in  a  cachectic  patient  whose  life  ex- 
pectancy is  a  matter  of  a  few  weeks,  surgical 
intervention  is  not  indicated.  Such  patients 
should  be  treated  by  opiates. 

The  reaction  of  patients  to  pain  is  variable. 
Some  who  tolerate  pain  poorly  may  be  over- 
anxious for  surgical  relief.  When  these  pa- 
tients are  thoroughly  informed  of  the  un- 
pleasant side  reactions  which  may  follow 
surgery,  they  are  often  satisfied  to  continue 
with  drug  therapy.  There  are  situations 
where  one  bedside  visit  provides  convincing 
evidence  that  the  patient  is  suffering  intract- 
able pain  which  will  necessitate  surgery  in 
the  near  future.  On  the  other  hand,  there  are 
many  equivocal  situations  in  which  days  of 
observation  in  the  hospital  may  be  necessary 
to  evaluate  the  case  and  the  patient. 

The  purpose  of  the  type  of  surgery  under 


discussion  is  strictly  humanitarian.  The  ob- 
ject is  to  eliminate  pain  and  help  the  patient 
feel  as  contented  as  possible.  Therefore,  it  is 
important  to  discuss  the  sequelae  of  the  op- 
eration with  the  patient,  though  the  unpleas- 
ant features  may  be  minimized.  Such  prepa- 
ration of  the  patient  will  often  allay  his  fears 
and  help  him  to  accept  the  situation,  if  he 
finds  that  his  lower  extremities  are  weak  and 
his  bladder  atonic.  In  no  wise  should  one 
attempt  to  "sell"  such  procedures  to  the  pa- 
tient. He  should  enter  into  this  therapy  of  his 
own  volition. 

Classification  of  Surgical  Procedures 
Employed  for  the  Relief  of  Pain 

Surgical  procedures  for  the  relief  of  pain 
may  be  placed  in  three  general  classifica- 
tions:  (1)  interruption  of  nerve  roots  at  a 
preganglionic  level,  either  by  alcohol  injec- 
tion or  by  rhizotomy;  (2)  interruption  of  the 
spinothalamic  pathway;  (3)  modification  of 
the  emotional  response  to  pain,  as  is  produced 
by  prefrontal  lobotomy. 

For  a  discussion  of  the  operative  methods 
available  for  relief  of  intractable  pain  from 
carcinoma,  the  body  may  be  divided  into  three 
general  areas:  (1)  the  head  and  neck;  (2) 
the  upper  thoracic  region,  shoulder  and  arm ; 
(3)  the  part  of  the  body  that  lies  below  the 
nipple  line.  These  regions  will  be  dealt  with 
in  reverse  order. 

Neurosurgical  Methods  of  Relieving  Pain 
in  the  Abdomen  and  Lower  Extremities 

Injection  of  absolute  alcohol 
into  the  spinal  subarachnoid 

In  1931  Dogliottil2)  reported  that  pain  pro- 
duced by  a  great  variety  of  pathologic  states 
could  be  relieved  by  the  spinal  subarachnoid 
injection  of  absolute  ethyl  alcohol.  This  form 
of  therapy  was  shown  to  be  particularly  ap- 
plicable to  pain  referred  to  the  lower  extrem- 
ities and  the  lower  half  of  the  trunk.  Alcohol 
was  used  as  a  therapeutic  agent  because  its 
low  specific  gravity  permitted  the  operator  to 
"layer"  it  on  the  upper  surface  of  the  cerebro- 
spinal fluid  within  the  spinal  subarachnoid 
space.  Thus,  with  a  single  injection  one  could 
physiologically  interrupt  a  relatively  large 
number  of  spinal  nerve  roots.  To  a  degree, 
the  narcotizing  effect  could  be  controlled  by 
varying  the  quantity  of  alcohol  introduced. 

In  1939,  Pitts  and  Browder13'  described 
their   experience   with   spinal   subarachnoid 
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Fig.  1.     Position  for  injection,   (a)    Site  of  injec- 
tion, (a)  Highest  point  of  spinal  axis. 


injections  of  alcohol  for  the  treatment  of  in- 
tractable pain  in  the  lumbar  region  in  8  pa- 
tients with  carcinoma.  The  dosage  of  alcohol 
used  varied  from  1  to  2  cc.  Injections  were 
often  repeated  at  weekly  intervals.  In  half 
the  patients  pain  was  relieved  for  one  to 
three  and  one  half  months.  The  remaining  4 
patients  experienced  relief  of  pain  for  a  few 
days  to  two  weeks.  Not  a  single  instance  of 
urinary  or  fecal  incontinence  was  encount- 
ered. Since  this  report  was  published,  we 
have  had  considerable  experience  with  the  use 
of  subarachnoid  injections  of  alcohol,  and 
our  ideas  concerning  this  type  of  therapy 
remain  unchanged. 

The  position  of  the  patient  at  the  time  of 
injection  is  all  important  in  producing  the 
desired  effects,  and  in  preventing  the  unde- 
sirable side  effects.  The  patient  is  placed  on 
the  table  in  the  lateral  position,  with  the  af- 
fected side  uppermost,  A  firm  pad  is  placed 
beneath  the  lower  thorax,  thereby  flexing 
the  spine  laterally  as  much  as  possible  (fig. 
1 ) .  The  pad  is  placed  so  that  the  apex  of  the 
scoliosis  is  three  vertebrae  above  the  site 
where  the  nerve  roots  which  are  to  be  nar- 
cotized enter  the  spinal  canal.  Spinal  punc- 
ture is  performed  through  the  twelfth  thor- 
acic, or  through  the  first,  second,  third,  or 
fourth  lumbar  vertebral  interspace,  accord- 
ing to  the  distribution  of  the  pain.  One  to 
2  cc.  of  absolute  ethyl  alcohol  is  then  in- 
jected slowly,  over  a  period  of  two  minutes. 
The  patient  is  left  in  the  position  of  injection 
for  forty-five  minutes,  and  then  kept  flat  in 
bed  for  sixteen  hours.  This  procedure  often 
produces  analgesia  extending  from  the  tenth 
thoracic  to  the  second  lumbar  dermatomes, 
sparing  the  sacral  roots  (fig.  2).  Figures  3, 
4,  and  5  illustrate  the  zone  of  cutaneous  anal- 
gesia obtained. 

This  method  of  therapy  is  recommended 


Fig.  2.  Author's  concept  of  the  zone  of  maxi- 
mum concentration  of  alcohol  (b')  injected  at  the 
second  lumbar  vertebral  interspace  (b).  The  maxi- 
mum effect  of  alcohol  so  introduced  is  halfway 
between  the  point  of  injection  and  the  apex  of  the 
scoliosis. 


for  early  cases  of  carcinoma,  in  which 
pain  and  disability  are  not  yet  severe  enough 
to  warrant  chordotomy,  and  for  those  debil- 
itated patients  whose  life  expectancy  is  only 
a  matter  of  weeks.  It  can  not  be  too  strongly 
emphasized,  however,  that  great  care  must 
be  exercised  in  keeping  the  sacral  roots 
below  the  point  of  injection  of  the  alcohol, 
in  order  to  avoid  bladder  and  rectal  inconti- 
nence. This  procedure  is  of  no  value  for  pain 
over  the  sacral  dermatomes,  since  the  block- 
ing of  these  roots  with  alcohol  would  invari- 
ably result  in  incontinence. 

Interruption  of  the  spinothalamic  tract 

At  the  suggestion  of  Spiller,  Martin1*'  first 
divided  the  lateral  spinothalamic  tract  in  the 
spinal  cord  for  the  relief  of  pain  in  1912. 
During  the  past  thirty  years  considerable 
progress  has  been  made  in  the  refinement  of 
this  operation,  principally  by  the  work  of 
Frazier'"",  Kahn  and  Peet10',  and  Hyndman 
and  Wolkin'7'.  Chordotomy  has  assumed  its 
rightful  place  among  standard  recognized  op- 
erations of  definite  value.  It  is  most  useful  in 
the  control  of  intractable  pain  in  the  distal 
half  of  the  trunk  and  the  lower  extremities. 
It  may  be  performed  either  unilaterally  or 
bilaterally,  according  to  indications.  In  treat- 
ing pain  clue  to  cancer,  it  is  seldom  worth- 
while to  perform  a  unilateral  chordotomy, 
since  the  other  half  of  the  body  sooner  or 
later  becomes  implicated.  Furthermore,  al- 
though preoperatively  the  pain  may  seem  to 
be  unilateral,  it  often  occurs  on  the  opposite 
side  soon  after  unilateral  chordotomy. 

For  pain  originating  below  the  diaphragm, 
chordotomy  is  performed  in  the  high  thoracic 
region  through  a  bilateral  laminectomy.  The 
spinothalamic  tracts  are  divided  by  making 
an  incision  in  the  spinal  cord,  just  anterior 
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Fig.  3.  The  zone  of  cutaneous 
analgesia  following  an  injection 
of  1.5  cc.  of  alcohol  as  described, 
with  the  right  side  uppermost. 
Areas  of  recession  are  indicated 
at  either  end  of  the  analgesic 
zone. 


Fig.  4.  The  residual  area  of  an- 
algesia on  the  right  side  and  the 
zone  of  analgesia  on  the  left  side 
produced  by  a  second  injection  of 
1.5  cc.  of  alcohol.  The  areas  of 
recession  on  the  left  side  are 
indicated. 


Fig.  5.  The  residual  zones  of 
cutaneous  analgesia  six  weeks 
after  the  first  injection  of  alco- 
hol and  four  weeks  following 
the   second   injection. 


to  the  dentate  ligament,  to  a  depth  of  about 
4  or  5  mm.  To  insure  a  high  level  of  anal- 
gesia and  long  lasting  effect,  the  section 
should  include,  as  nearly  as  possible,  the  an- 
terior quadrant  of  the  spinal  cord. 

There  is  usually  a  disparity  of  four  or  five 
dermatomes  between  the  analgesic  level  and 
the  operative  site.  This  may  be  partially  over- 
come by  sectioning  the  tract  of  Lissauer,  as 
suggested  by  Hyndman'8'.  Such  a  procedure 
may  be  expected  to  abolish  appreciation  of 
pain  and  temperature  up  to  a  level  within 
several  segments  of  the  operative  site,  while 
preserving  cotton  touch  and  the  sense  of  po- 
sition. Almost  without  exception  this  pro- 
cedure results  in  satisfactory  relief  of  pain. 

An  ideal  chordotomy  is  the  exception.  The 
untoward  side  effects  associated  with  inter- 
ruption of  the  spinothalamic  tract  result 
from  injury  to  neighboring  tracts,  which  at 
times  is  unavoidable.  Subjective  and  object- 
ive weakness  of  the  lower  extremities  may 
be  present  for  a  week  to  a  month.  Weakness 
of  bowel  and  bladder  sphincters  may  be 
troublesome  for  a  few  days  to  several  weeks. 
In  the  male  the  power  of  ejaculation  is  lost, 
and  in  the  female  there  is  a  loss  of  orgasm. 
These  complicating  factors  are  minimal,  and 
often  absent,  when  the  section  is  unilateral. 
However,  as  was  stated  previously,  unilateral 
chordotomy  is  seldom  indicated  when  the 
pain  is  due  to  cancer.  In  some  instances  com- 
plications may  be  less  severe  when  bilateral 
chordotomy  is  performed  in  stages. 


Neurosurgical  Methods  of  Relieving  Pain  in 

the  Upper  Thoracic  Region, 

Shoulder  and  Arm 

Interruption  of  the  spinothalamic  tract 

Intractable  pain  in  the  shoulder  and  upper 
extremity — as  for  example,  that  due  to  a 
recurrent  inoperable  malignant  lesion  of  the 
breast  or  a  tumor  of  the  superior  sulcus — 
produces  a  trying  and  pitiable  situation.  Un- 
fortunately, one  can  not  approach  this  prob- 
lem with  the  same  confidence  that  he  would 
have  about  relieving  pain  in  the  lower  por- 
tions of  the  body.  Intraspinal  section  of  the 
sensory  roots  of  the  brachial  plexus,  or  sec- 
tion of  the  brachial  plexus  itself  does  not 
always  afford  relief  from  this  type  of  pain ; 
and  even  if  it  should  eliminate  the  pain,  it  is 
likely  to  produce  a  flail,  numb  extremity. 

Stookey'9',  in  1931,  introduced  high  cervi- 
cal chordotomy  for  the  relief  of  pain  in  the 
chest  and  in  the  arm,  secondary  to  carcinoma 
of  the  breast.  The  results  of  this  procedure 
have  not  been  uniformly  satisfactory.  The 
level  of  analgesia  usually  does  not  reach  high 
enough  to  afford  satisfactory  relief  of  pain 
in  the  shoulder  and  upper  extremity ;  further- 
more, the  postoperative  course  has  been 
stormy,  and  not  infrequently  respiratory  em- 
barrassment has  been  a  major  factor  to  con- 
tend with.  Those  who  advocate  this  procedure 
usually  divide  the  spinothalamic  tract  at  the 
level  of  the  second  cervical  vertebra,  and 
section  the  dorsal  roots  in  the  operative  field. 
To  abolish  intractable  pain  of  the  upper 
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extremities,  it  is  necessary  that  the  distribu- 
tion of  analgesia  include  the  field  of  the 
brachial  plexus.  In  an  effort  to  raise  the  anal- 
gesic level  higher,  Schwartz  and  O'Leary110' 
sectioned  the  spinothalamic  tract  in  the 
medulla.  Walker'1  n  described  a  mesencephalic 
tractotomy  as  a  procedure  to  eliminate  pain 
in  the  shoulder  and  upper  extremity.  As  these 
procedures  are  fraught  with  considerable 
hazard,  it  would  seem  that  further  investiga- 
tion in  this  field  is  necessary. 

Prefrontal  lobotomy 

Because  of  the  difficulties  and  hazards  as- 
sociated with  interruption  of  the  spinothala- 
mic tract  at  a  level  high  enough  to  produce 
analgesia  in  the  area  supplied  by  the  brachial 
plexus,  the  problem  of  pain  in  the  shoulder 
and  upper  extremity  has  been  approached 
from  a  different  angle,  by  modifying  the  pa- 
tient's emotional  response  to  pain.  Frontal 
lobotomy,  which  has  been  used  in  the  treat- 
ment of  mental  disorders  since  1936'12),  was 
first  performed  for  intractable  pain  in 
1946'13'.  Bilateral  frontal  lobotomy  will  re- 
lieve intractable  pain  from  metastatic  ma- 
lignancy in  a  large  percentage  of  cases. 
Campbell  and  Whitfield1141  recently  reported 
immediate  relief  of  pain  in  22  patients  on 
whom  this  procedure  was  performed.  Of  the 
14  patients  in  this  group  who  lived  more  than 
one  month,  11  had  good  late  results.  One  pa- 
tient had  a  recurrence  of  pain  within  six 
months,  and  2  had  recurrences  within  one 
month. 

The  lobotomy  seems  to  benefit  the  patient 
in  two  ways:  (1)  by  altering  the  pain  pat- 
tern and  the  patient's  appreciation  of  pain ; 
(2)  by  altering  the  patient's  personality,  so 
that  he  no  longer  is  concerned  about  the 
problems  of  living  or  dying.  When  asked, 
these  patients  will  often  admit  that  they  have 
pain,  but  they  do  not  complain  about  it.  Men- 
tal suffering  is  reduced,  and  in  most  instances 
abolished,  by  the  operation.  It  would  seem 
that  the  greatest  value  of  this  procedure,  for 
patients  dying  of  metastatic  malignant  dis- 
ease, lies  more  in  the  alteration  of  the  pa- 
tient's personality  and  the  reduction  of  his 
mental  anguish  than  in  the  actual  relief  of 
pain.  After  a  lobotomy  most  of  the  patients 
approach  death  with  apparent  detachment 
and  an  absence  of  emotion  or  concern.  Fol- 
lowing this  procedure,  morphine  can  be  dis- 
continued, without  the  appearance  of  with- 
drawal symptoms. 

I  do  not  mean  to  imply  that  all  patients 


with  drug  addiction  or  intractable  pain 
should  be  considered  as  candidates  for  lobo- 
tomy. In  certain  instances  the  life  expectancy 
may  be  so  short,  and  the  control  of  symptoms 
by  the  use  of  drugs  so  satisfactory  that  op- 
eration is  not  indicated.  On  the  other  hand, 
when  the  patient  is  suffering  and  cannot  be 
satisfactorily  relieved,  and  when  there  is  a 
great  deal  of  anxiety,  the  operation  would 
seem  to  be  justified. 

Bilateral  frontal  lobotomy  results  in  cer- 
tain undesirable  side  effects.  In  most  cases 
the  immediate  postoperative  period  is  charac- 
terized by  drowsiness,  confusion,  and  some- 
times rectal  and  vesicle  incontinence.  As  a 
rule  these  symptoms  clear  up  within  a  few 
days  or  weeks.  Late  effects  which  are  fre- 
quently encountered  are  change  in  person- 
ality and  blunting  of  intellect.  The  person- 
ality changes  are  more  common,  more  severe, 
and  sometimes  more  disturbing  than  the  al- 
teration in  intellect.  The  extent  of  these 
changes  is  completely  unpredictable  preop- 
erative^, and  they  may  be  very  slight  in  some 
cases.  Nevertheless,  it  is  evident  that  bilat- 
eral frontal  lobotomy  should  not  be  carried 
out  unless  the  patient  and  his  relatives  are 
fully  aware  that  such  changes  occur.  These 
side  effects  are  not  severe  enough  to  contra- 
indicate  the  procedure  in  patients  with  in- 
tractable pain  in  the  shoulder  and  the  arm 
due  to  inoperable  carcinoma.  In  many  in- 
stances it  seems  highly  desirable  to  alter  the 
mental  status  of  the  patient  with  an  incurable 
disease  to  the  point  where  he  is  wholly  indif- 
ferent regarding  his  future. 

In  order  to  avoid  changes  in  memory,  per- 
sonality, and  intellect,  Scarff'151  has  used 
unilateral  lobotomy.  He  has  recently  reported 
33  cases  of  unilateral  lobotomy ;  relief  of  pain 
was  obtained  in  66  per  cent  and  partial  re- 
lief in  18  per  cent.  Rowe  and  Moyar'171  re- 
ported that  50  per  cent  of  the  patients  in  a 
series  of  16  cases  treated  with  unilateral 
lobotomy  were  relieved  of  pain.  These  authors 
were  of  the  opinion  that  complete  unilateral 
lobotomy  is  more  effective  than  a  medial 
incision  which  does  not  include  the  superior 
lateral  quadrant. 

Contrary  to  common  belief,  changes  in  per- 
sonality, memory,  and  intellect  often  occur 
following  unilateral  lobotomy,  although  to  a 
less  degree  than  after  bilateral  procedures. 
The  advantages  of  the  unilateral  over  the 
bilateral  operation  are  that  operative  shock 
is  negligible,  so  that  the  procedure  can  be 
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used  in  debilitated  patients  who  are  poor 
surgical  risks;  the  postoperative  convales- 
cence is  usually  shorter;  and  the  mental 
changes  are  milder.  The  disadvantage  of  the 
unilateral  procedure  is  the  higher  incidence 
of  recurrent  pain.  If  pain  recurs,  however, 
it  would  seem  relatively  easy  to  perform  a 
second  operation  on  the  other  side.  In  recom- 
mending unilateral  lobotomy  for  the  relief  of 
pain,  therefore,  one  should  make  clear  to  both 
the  patient  and  his  relatives  that  there  may 
be  a  recurrence  of  pain,  and  that  in  such  an 
event  a  second  operation  should  be  carried 
out.  Under  no  circumstances  should  a  patient 
be  accepted  for  prefrontal  lobotomy  without 
a  clear  understanding  on  the  part  of  the 
patient  and  his  relatives  that  severe  emotion- 
al and  intellectual  changes  may  take  place. 

Selective  lobotomy 

Recently,  GranthamllSl  reported  a  gratify- 
ing result  in  a  patient  on  whom  he  had  per- 
formed a  bilateral  prefrontal  lobotomy,  sec- 
tioning only  the  medial  fibers  in  each  hemi- 
sphere; this  patient  obtained  good  relief  of 
pain  from  a  metastatic  malignancy  involving 
the  pelvis,  but  showed  no  change  in  intelli- 
gence and  only  a  slight  alteration  of  person- 
ality. Following  this  experience,  Grantham 
developed  a  new  technique  by  which  a  small 
lesion  is  made  in  the  lower  medial  quadrant 
of  the  frontal  lobe  anterior  to  the  ventricle  of 
each  hemisphere.  By  this  method  he  hopes  to 
obviate  some  of  the  undesirable  effects  of  the 
conventional  lobotomy.  Thus  far  his  results 
have  been  encouraging  and  offer  promise  for 
the  future. 

Topectomy 

Topectomy  is  a  term  used  for  a  procedure 
in  which  certain  cortical  areas  of  the  brain 
are  excised.  It  was  initiated  by  Pool*101  in 
1946,  for  the  treatment  of  certain  mental  dis- 
orders, and  has  been  employed  by  Pool'111 
and  by  Le  Beau(20)  for  the  treatment  of  in- 
tractable pain.  Le  Beau120'''  has  recently  re- 
ported his  experience  with  25  cases  of  in- 
tractable pain  treated  by  bilateral  topectomy. 
Results  were  good  in  19  cases,  and  the  opera- 
tive mortality  was  8  per  cent.  Some  of  these 
patients  have  been  followed  for  two  years. 

The  procedure  used  by  Le  Beau  consists 
essentially  in  the  bilateral  excision  of  the 
cortical  area  of  the  brain  roughly  correspond- 
ing to  Brodman's  areas  9,  10,  and  46.  The 
material  removed  usually  weighed  between 
20  and  25  Gm.  Mental  changes  encountered 
were  slight  and,  for  the  most  part,  transient. 


Bladder  incontinence  was  unusual.  Unilateral 
topectomy  was  not  found  to  be  as  satisfactory 
as  the  bilateral  operation.  It  would  seem  that 
this  procedure  merits  further  trial,  even 
though  it  requires  a  full-scale  craniotomy, 
and  is  applicable  only  to  patients  who  are  in 
fairly  good  general  physical  condition. 

The  reports  of  Le  Beau  and  Grantham  cast 
some  doubt  upon  the  theory  that  relief  of 
pain  by  lobotomy  is  quantitative.  Further 
studies  may  prove  that  severance  of  the 
fibers  between  the  anteromedian  portion  of 
the  frontal  lobes  and  the  thalamus  is  suffi- 
cient to  relieve  pain. 

Neurosurgical  Methods  of  Relieving  Pain 
in  the  Head  and  Neck 
Carcinomas  of  the  face,  mouth,  and  tongue 
are  known  for  their  chronicity.  Not  infre- 
quently, as  the  disease  progresses  or  as  cica- 
tricial changes  resulting  from  roentgen  and 
radium  therapy  take  place,  pain  becomes 
rather  widespread  and  severe,  requiring  re- 
lief. Pain  originating  from  tumors  of  the 
mandible,  maxilla,  tongue,  lips,  or  paranasal 
sinuses  may  be  controlled  by  interruption  of 
the  trigeminal  nerve  over  the  involved  area, 
either  by  the  injection  of  alcohol  or  by  pre- 
ganglionic section  of  the  sensory  root.  In 
debilitated  patients,  pain  limited  to  the  dis- 
tribution supplied  by  the  second  and  third 
divisions  of  the  trigeminal  nerve  may  be 
satisfactorily  controlled  by  the  injection  of 
alcohol  into  the  maxillary  and  mandibular 
divisions.  On  the  other  hand,  such  pain  not 
infrequently  spreads  from  the  trigeminal 
area  to  the  posterior  part  of  the  tongue  and 
the  pillars  of  the  tonsils,  which  are  supplied 
by  the  glossopharyngeal  nerve,  and  to  that 
part  of  the  neck  innervated  by  the  upper  cerv- 
ical roots. 

In  most  instances,  section  of  the  posterior 
sensory  root  of  the  trigeminal  nerve  and 
the  glossopharyngeal  nerve  in  the  posterior 
fossa,  through  a  small  unilateral  incision, 
will  give  effective  relief  of  pain  in  the  face, 
mouth,  and  throat.  In  those  cases  where 
the  pain  has  spread  downward  to  the  neck, 
section  of  the  dorsal  roots  of  the  upper  three 
or  four  cervical  nerves  is  effective.  Cervical 
rhizotomy  can  be  carried  out  with  ease,  along 
with  the  section  of  the  fifth  and  ninth  nerves, 
by  merely  extending  the  unilateral  subocci- 
pital craniotomy  to  include  the  upper  cervical 
region.  This  procedure  results  in  unilateral 
numbness  of  the  face,  tongue,  buccal  cavity, 
and  throat.  In  most  instances,  however,  this 
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condition  will  be  gladly  accepted  by  the  pa- 
tient in  exchange  for  the  constant,  agonizing- 
pain  which  is  so  often  associated  with  cancer 
of  the  face  and  mouth.  These  patients,  for 
the  most  part,  are  extremely  grateful  to  be 
able  to  chew  and  swallow  in  comfort.  They 
usually  gain  weight,  and  take  a  new  lease  on 
life. 

Summary 

1.  The  use  of  neurosurgical  procedures 
for  the  relief  of  intractable  pain  from  carci- 
noma is  suggested  and  indications  for  various 
procedures  are  discussed. 

2.  In  selected  cases,  subarachnoid  injec- 
tions of  absolute  alcohol  are  recommended; 
however,  the  treatment  of  choice  for  pain 
below  the  diaphragm  is  interruption  of  the 
spinothalamic  tract  at  the  first  and  second 
thoracic  vertebrae. 

3.  Pain  in  the  upper  part  of  the  chest  and 
in  the  shoulder  and  arm  is  most  difficult  to 
obliterate,  and  may  best  be  controlled  by 
some  form  of  lobotomy.  Selective  obliteration 
of  fiber  tracts  in  the  frontal  region  offer 
promise  of  relieving  intractable  pain  without 
producing  marked  changes  in  memory,  intel- 
lect, and  personality. 

4.  Pain  in  the  distribution  of  the  trigemi- 
nal nerve  can  be  satisfactorily  controlled  by 
injections  of  alcohol  into  the  appropriate 
peripheral  root.  Section  of  the  sensory  roots 
of  the  fifth  and  ninth  nerves  in  the  posterior 
fossa,  along  with  interruption  of  the  upper 
three  or  four  cervical  roots,  relieves  diffuse 
pain  over  the  face,  buccal  cavity,  throat,  and 
neck. 
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EXPERIENCES  WITH  SURGERY  FOR 
PORTAL  HYPERTENSION 

Addison  G.  Brenizer,  Jr.,  M.D. 
Charlotte 

In  the  last  five  years  several  techniques 
for  the  anastomosis  of  blood  vessels  have  been 
perfected  in  some  of  the  larger  clinics.  Those 
techniques  have  been  applied  with  great  suc- 
cess to  the  treatment  of  portal  hypertension. 
It  seems  proper  to  report  experiences  with 
such  surgery  in  smaller  private  hospitals. 

Causes  of  Portal  Hypertension 
Pressure  in  the  portal  circulation  is  nor- 
mally 5  to  7  cm.  (of  saline)  greater  than 
systemic  venous  pressure.  Portal  pressures 
of  15  cm.  or  more  are  abnormal,  although 
in  occasional  cases  pressures  as  high  as  60 
cm.  have  been  recorded'11.  Such  portal  hyper- 
tension is  always  due  to  obstruction  of  portal 
blood  flow.  The  causes  of  portal  obstruction 
(table  1)  may  be  conveniently  classified  ac- 
cording to  location — whether  within  or  with- 
out the  liver'2'. 

Portal  Hypertension  and  Esophageal  Varices 
Because  there  are  no  valves  in  the  portal 
system  to  prevent  retrograde  flow,  collateral 
venous  channels  quickly  enlarge  when  portal 
hypertension    develops.     Congestive    spleno- 
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Table  1 
Causes    of    Portal    Obstruction 

I.     Intrahepatic 

A.  Cirrhosis 
Portal   (Laennec) 
Post-Hepatitis   (virus) 
Biliary   (Hanot) 
Schistosomiasis 

B.  Hepatic  Vein  Thrombosis  (Chiari's  disease) 

II.     Extrahepatic 

A.  Portal  Atresia  (infantile) 

B.  Portal   or  Splenic   Vein  Thrombosis — trau- 
matic, infectious,  or  spontaneous 

C.  Cavernomatous    Transformation    of    Portal 
Vein — primary  or  secondary 


megaly  follows;  and  later  the  characteristic 
dilated,  tortuous  veins  appear  about  the 
esophagus,  umbilicus,  and  rectum,  as  the  por- 
tal blood  is  forced  into  systemic  veins.  The 
most  serious  complication  of  portal  hyper- 
tension is  the  formation  of  esophageal 
varices. 

Contrary  to  the  usual  belief,  a  recent  re- 
port indicates  that  esophageal  varices  prob- 
ably occur  more  frequently  with  normal  por- 
tal pressure  than  with  portal  hypertension'31. 
When  the  varices  are  due  to  portal  block, 
they  are  larger  and  much  more  likely  to 
bleed.  It  is  possible  that  peptic  ulceration 
may  initiate  bleeding  from  such  varices14', 
but  portal  hypertension  is  the  pathologic 
condition  responsible  for  massive  bleeding 
and  the  ineffectiveness  of  the  usual  clotting 
mechanisms. 

Twenty-five  to  38  per  cent  of  the  patients 
who  have  cirrhosis  of  the  liver  associated 
with  varices  die  of  massive  bleeding,  and  25 
per  cent  of  the  patients  with  Banti's  syn- 
drome succumb  to  this  same  complication15'. 
The  best  medical  treatment  of  cirrhosis  has 
not  reduced  the  incidence  of  varices  (table  2) , 
and  it  is  likely  that  modern  treatment  will 
permit  more  and  more  patients  to  survive  the 
phase  of  liver  destruction  and  reach  the 
fibrotic,  compensated  phase  which  leads  to 
progressive  portal  obstruction.  One  report 
states  that  50  per  cent  of  patients  with  bleed- 
ing varices  die  within  one  year  after  the  first 
episode  of  bleeding1"'''1.  Except  for  blood  re- 
placement, medical  treatment  at  this  stage  is 
worthless. 

Former  Methods  of  Treatment  for 

Bleeding  Varices 

In  years  past,  the  treatment  of  bleeding 

varices  has  been  notoriously  unsatisfactory. 

A  variety  of  surgical  procedures  to  prevent 

recurrent   bleeding   from   the   varices   have 


Table  2 
Cirrhosis   and    Bleeding   Varices'2 


No.  Cases 

Percent,  with 
Bleeding 

Mortali 

Untreated          386 

26 

1007c 

Treated              125 

33 

50% 

Table  3 

Former   Methods   of  Treatment 

for  Esophageal  Varices 


Procedure 

Vein  Ligations 

Coronary 

Peri-esophageal 
Resections 

Esophagus  and  cardia 

Entire  stomach 

Injections 


Splenectomy   with 
Splenic  Artery  Liga- 
tion 


Omentopexy 


Objections 

Palliation  trivial,  tempor- 
ary; portal  pressure  un- 
affected 

Minor  pressure  reduc- 
tions; greater  morbidity, 
mortality;  nutritional 
crippling 

High  percentage  of  recur- 
rence (cf.  saphenous);  no 
pressure  reduction;  blind 
technique;  complications 
Splenic  vein  obliterated; 
minor  pressure  reductions; 
rare  slough;  palliation 
temporary 

Capillary  shunt,  trivial 
volume;  many  incisional 
hernias 


been  tried  (table  3).  These  have  produced 
no  relief  or  only  temporary  relief,  because 
they  do  not  reduce  the  portal  venous  pres- 
sure. Ligation  of  the  left  gastric  (coronary) 
vein"11  and  transthoracic  ligation  of  the  peri- 
esophageal veins'7'5"'  have  been  performed  to 
reduce  the  blood  flow  through  varices.  Pa- 
tients subjected  to  such  procedures  have  had 
only  temporary  benefit.  Phemister'1"'  has 
recommended  resection  of  the  lower  esopha- 
gus and  gastric  cardia,  and  Wangensteen'4"' 
has  performed  total  gastrectomy  for  esopha- 
geal varices.  Neither  of  these  formidable  pro- 
cedures directly  attacks  the  portal  hyper- 
tension, and  both  may  be  followed  by  severe 
nutritional  disturbances  which  would  be  un- 
desirable in  most  of  these  patients.  Direct 
injection  of  the  varices  with  sclerosing  solu- 
tions'8' has  been  attended  with  a  high  rate 
of  recurrent  bleeding.  This  procedure  may 
occasionally  be  useful  as  an  emergency  meas- 
ure to  permit  more  definitive  treatment  later 
on'sb'. 

Splenectomy,  which  is  said  to  reduce  the 
portal  blood  volume  by  40  per  cent,  has  not 
been  successful  except  in  those  cases  where 
the  portal  block  was  confined  to  the  splenic 
vein'11.  Splenectomy  alone  should  not  be  done 
if  the  block  is  in  the  portal  vein  proper  or  in 
the  liver. 

Ligation  of  the  splenic  artery  has  recently 
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been  resurrected  as  a  good  palliative  pro-  Table  4 

cedure  in  selected  cases1'".  The  most  enthlisi-  Comparison  of  Anastomotic  Techniques'") 

astic  reports  have  been  based  on  clinical  ob-  Results  in  Animals 

servations  which  have  not  been  supported  by  Type                                                Thrombosis* 

direct  measurements  of  portal  venous  pres-  Non-Suture 

sure  before  and  after  ligation190''1^.  Blake-     s^l't0'end  73% 

more'1'  has  reported  that  this  method  pro-  End-to-end                                               27% 

duces  a  trivial  drop  in  portal  pressure   (no        End-to-side    10% 

more  than  2.5  cm  of  saline),  but  Linton'3"' 

has  reported  one  case  in  which  the  pressure  been  an  anast0mosis  between  the  distal  end 

fell  9  cm.  after  ligation  of  the  splenic  artery.  of  the  splenic  vdn  and  the  side  of  the  left 

This  reduction  was  maintained  for  a  month.  rena]  vein_  Thig  procedure  ligates  the  splenic 

Jhl,s  observatLon  led  Linton  and  Hardy  to  art          removeg  the  e0       sted  spleen    pre. 

ieel  that  ligation  oi  the  splenic  arterv  is  a  ,    ,,   ,  .,                ,           ..                    ,   , 

,                                        ,.  ,             ,         '     .,  serves  both  kidnevs,  and  permits  some  portal 

temporary  measure  which  may  be  a  useful  , ,      ,  ,           •,.       ,,         ,,     ,.         „ 

first-stage    operation    in    depleted    patients  blood  to  go  dn-ectly  to  the  liver.  Pressure  re- 

with  poor  liver  functions  who  are  bad  sur-  ductl0]ns    have   been    satisfactory,    and    the 

gical  risks  procedure  can  be  used  m  both  types  of  portal 

The   Talma-Morison   omentopexy'10' —  de-  block- 

signed  more  than  fifty  vears  ago  to  increase  The    normal    postoperative    urograms    m 

collateral  circulation— never  produced  good  these  cases  seem  to  indicate  that  the  function 

results  and  was  often  complicated  by  ventral  of  the  left  kidney  remains  normal  following 

hernia.  It  has  been  shown  to  have  no  pallia-  "le  anastomosis. 

tive  effects  in  cirrhosis  or  portal  hyperten-  Two  points  deserve  special  mention :    ( 1 ) 

sion(3a|,  and  has  been  abandoned.  Selection  of  the  proper  anastomosis  must  be 

.  made  at  operation,  and  must  be  based  upon 

Portal  Systemic  Shunts  the  size  and  patency  of  the  porta]  tributaries 

Present-day  surgical  treatment  directly  at-  and  direct  pressure  measurements'171"'.  (2) 
tacks  the  fundamental  pathologic  lesion.  The  Splenectomy  alone  should  never  be  performed 
possibility  of  shunting  portal  blood  past  the  for  congestive  splenomegaly  unless  the  pres- 
liver  was  demonstrated  in  dogs  seventy-three  sure  in  the  superior  mesenteric  and  portal 
years  ago(11',  but  the  first  attempts  to  per-  veins  is  normal'1 '.  If  there  is  diffuse  portal 
form  portacaval  shunts  in  man  failed'1-',  hypertension,  the  idea  of  splenectomy  should 
Since  1945  blood  vessel  anastomoses  have  be  abandoned  unless  the  surgeon  is  prepared 
been  perfected  by  Whipple'131,  Blakemore  and  to  do  a  shunt,  because  the  splenic  vein  may 
Lord'111,  Blalock'15',  and  Linton'2"'1'51.  Al-  be  the  last  vessel  available  for  a  satisfactory 
though  the  Blakemore  nonsuture  anastomosis  anastomosis, 
was  responsible  for  renewed  interest  in  por- 
tacaval shunts,  statistics  have  shown  it  to  be  Technique  of  operation 

inferior  to  a  meticulous  anastomosis  by  su-  Detailed  descriptions  of  the  operative  tech- 

ture  (table  4).  niques    will    be    found    in    the    papers    of 

,  Blakemore'171  and  Linton12'5"'7'101.    In  brief, 

lypes  of  shunts  the  spienorenal  shunt  is  performed  through 

A  number  of  different  vessels  have  been  a   thoracico-abdominal    incision.     Following 

successfully   used    in    the    establishment    of  splenectomy,  the  splenic  vein  is  mobilized  and 

portal  systemic  shunts.  In  rare  cases,  when  preserved,  and  the  left  renal  vein  is  exposed, 

the   portal   vein   could   be   used   because   of  While  these  veins  and  the  renal  artery  are 

atresia  or  cavernomatous  transformation,  an  being  occluded  with  rubber  covered  clamps, 

anastomosis    has    been    made    between    the  a  single-layered  anastomosis  between  the  cut 

superior  mesenteric  vein  and  the  vena  cava,  end  of  the  splenic  vein  and  the  side  of  the 

or  between  the  inferior  mesenteric  vein  and  renal  vein  is  performed.  A  continuous  suture 

the  left  renal  vein  or  one  of  its  tributaries'7',  of  finest  silk  on  a  special  needle  is  used.  A 

These  vessels  are  sometimes  the  last  ones  large  amount  of  compatible  blood  or  means 

available  if  the  splenic  vein  is  small,  throm-  for   autotransfusion'18'    should   be   available 

bosed,  or  lost  in  the  scar  of  a  previous  splen-  during  the  operation.   In  the  postoperative 

ectomy'1'.  period,  drugs  to  prevent  clotting  and  infec- 

By  far  the  most  commonlv  used  shunt  has  tion  are  used  freely. 
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Results 

By  the  end  of  1948  two  clinics  had  re- 
ported more  than  100  shunt  operations,  with 
a  mortality  of  less  than  20  per  cent  for  the 
combined  series.  Linton  reported  no  deaths 
in  his  noncirrhotic  group,  and  Blakemore's 
total  mortality  was  12.5  per  cent.  The  portal 
pressures  have  been  reduced  by  12  to  14  cm. 
(of  saline)  (19'2,),  and  most  of  the  survivors 
have  had  no  further  bleeding  during  a  follow- 
up  period  of  two  to  four  years.  This  is  a  sig- 
nificant improvement  over  the  usual  progno- 
sis for  such  patients(5c). 

Selection  of  Patients  for  Operation 
A  definite  diagnosis  of  portal  hypertension 
can  be  made  only  by  direct  pressure  measure- 
ments taken  in  the  portal  tributaries'17'1'.  A 
tentative  diagnosis  may  be  entertained  when 
one  finds  congestive  splenomegaly  and  promi- 
nent collateral  veins.  The  demonstration  of 
large  esophageal  varices  is  very  nearly  path- 
ognomonic, but  this  may  be  difficult  or  im- 
possible without  esophagoscopy.  Liver  func- 
tion tests  serve  as  a  rough  guide  to  the  loca- 
tion of  the  portal  block. 

Theoretically,  the  mere  presence  of  large 
varices  and  a  suspicion  of  portal  block  are 
sufficient  indication  for  exploratory  opera- 
tion and  pressure  measurements.  In  such 
cases  it  might  be  possible  to  perform  a  pro- 
phylactic shunt.  In  practice  these  patients 
are  rarely  treated  before  bleeding  has  oc- 
curred. Prophylactic  surgery  can  be  safely 
recommended  in  patients  with  Banti's  syn- 
drome, but  it  must  be  remembered  that  in 
more  than  40  per  cent  of  patients  with  cir- 
rhosis varices  never  develop131. 

In  the  cirrhotic  group  of  patients  who  have 
already  had  episodes  of  bleeding,  one  must 
carefully  exclude  those  whose  bleeding  is  due 
to  prothrombin  deficiency  secondary  to  liver 
failure'170'"'.  Such  patients  are  poor  surgical 
risks,  and  may  have  normal  portal  pressures 
at  the  time.  In  some  of  these  patients,  liver 
functions  may  be  restored  by  medical  therapy, 
and  bleeding  from  varices  and  portal  obstruc- 
tion may  occur  later.  Ideally,  the  cirrhotic 
candidate  for  a  shunt  operation  should  have 
a  fairly  good  albumin-globulin  ratio,  a  nor- 
mal prothrombin  time,  and  minimal  labora- 
tory evidence  of  persistent  hepatic  insuffi- 
ciency. 

Case  Reports 
The  following  case  reports  will  serve  to 


Table  5 

Accessory   Clinical   Data   on  Case   1 

Preoperative  Postoperative 

Varices  present  (x-ray) 

Urogram  normal 

Portal  pressure                    460   mm.  190  mm. 

Bromsulfalein  retention      20%  8% 

Van  den  Berg  (indirect)    normal  normal 
Prothrombin   time                14.9  sees. 

Cephalin  flocculation           0  2  + 

Thymol   turbidity                 0  0 

Serum  protein                      6.7  Gm.  6.4  Gm. 

Albumin                                  4.9  Gm.  3.5  Gm. 

Globulin                                  1.8  Gm.  2.9  Gm. 

Benzidine  test  of  stool       2+  negative 


demonstrate  several  important  points  in  the 
management  of  these  cases : 

Case  1 

A  19  year  old  soldier  was  hospitalized  in  May, 
1948,  because  of  anemia.  He  exhibited  the  classical 
picture  of  Banti's  syndrome — congestive  splenomeg- 
aly, leukopenia,  and  anemia,  with  normal  liver 
functions  (table  5).  Small  esophageal  varices  were 
demonstrated,  but  he  had  not  bled.  Laparotomy  was 
performed,  with  the  intention  of  removing  the 
spleen  if  the  splenic  venous  pressure  alone  was  in- 
creased. Direct  measurements  showed  that  the  block 
involved  the  entire  portal  system,  and  therefore 
splenectomy  was  not  done.  Since  we  were  not  pre- 
pared to  do  a  shunt  operation  in  a  military  hospital, 
the  soldier  was  discharged  and  referred  to  Dr. 
Blakemore  in  New  York. 

Six  months  later — in  November,  1948 — Dr.  Blake- 
more performed  an  exploratory  operation  and  found 
z.  portal  pressure  of  46  cm.  (of  saline),  apparently 
caused  by  an  anomaly  of  the  portal  vein.  Dissec- 
tion about  this  vein  resulted  in  severe  bleeding  and 
damage  to  the  common  duct,  which  prevented  a 
direct  portacaval  anastomosis.  In  January,  1949, 
Dr.  Blakemore  successfully  performed  a  splenorenal 
shunt,  which  reduced  the  pressure  to  19  cm.  (of 
saline).  At  last  report  the  patient  had  remained 
well. 

In  the  past,  this  patient  might  have  been 
subjected  to  splenectomy  without  a  shunt 
procedure.  Such  patients  rarely  improve(T), 
and  many  subsequently  bleed  to  death  from 
persistent  varices.  A  few  have  lived  long 
enough  to  be  treated  by  a  shunting  procedure 
— made  more  difficult  by  obliteration  of  the 
splenic  vein17'. 

Case  2 

A  40  year  old  carpenter  was  admitted  to  the 
hospital  in  November,  1949,  after  he  had  had  three 
bouts  of  massive  hematemesis.  Bleeding  from  the 
respiratory  tract  was  excluded  by  exhaustive  stud- 
ies. Two  barium  examinations  of  the  esophagus, 
stomach,  and  duodenum  were  normal.  One  esopha- 
poscopist  found  nothing.  Another  described  small 
varices  near  the  gastric  cardia,  but  saw  no  bleeding 
or  ulceration.  The  patient  was  a  chronic  alcoholic, 
but  liver  functions  were  normal  (table  6).  He  had 
no  demonstrable  blood  dyscrasia. 

Although  the  spleen  was  not  enlarged,  it  was  felt 
that  the  varices  and  bleeding  were  due  to  portal 
hypertension.    In    the    past    the    mere    presence    of 
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Table  6 
Accessory   Clinical   Data   on   Case   2 


Varices 
Urogram 
Portal  pressure 
Bromsulfalein  retention 
Van  den  Berg  (indirect) 
Prothrombin  time 
Cephalin  flocculation 

Thymol  turbidity 

Serum  protein 

Albumin 

Globulin 

Stool  Benzidine 

Bleeding  time 

Clotting  time 


Preoperative    Postoperative 

present  ('scope)    present 

normal  ('scope) 

110-116  mm.  not  done 

0 

normal 

131%    (11.9  sees) 

trace — 3+   (Sept) 

0    -   0    (Nov.) 

0 

6.9   Gm. 

4.2  Gm. 

2.7  Gm. 

4+  to  0 
51  sees. 
3  mins.,  44  sees. 


varices  was  assumed  to  be  sufficient  evidence  of 
portal  hypertension  to  "warrant  measurements  of 
portal  pressure. 

At  thoracico-abdominal  exploration,  venous  pres- 
sures taken  in  several  locations  in  the  portal  sys- 
tem were  normal  (not  over  16  cm.  of  saline).  The 
liver  and  spleen  were  normal,  and  there  was  no 
collateral  circulation  to  suggest  portal  hypertension. 
Postoperatively,  esophagoscopy  again  revealed  the 
small  "varices." 

This  case  demonstrates  the  fact  that  a  rare 
patient  with  varices  which  apparently  are 
responsible  for  hematemesis  will  have  nor- 
mal portal  pressures13'.  Finding  no  splenic- 
enlargement,  we  should  have  anticipated  nor- 
mal pressure.  Splenomegaly  is  one  of  the 
cardinal  signs  of  portal  hypertension. 

This  patient  would  not  be  helped  by  a 
shunt,  but  may  require  treatment  by  esopha- 
geal resection11'1  or  injection  of  scleroticsl8a) 
if  bleeding  continues. 

Case  3 

A  housewife,  aged  37,  was  hospitalized  in  Sep- 
tember, 1948,  because  of  malnutrition  and  ascites. 
She  was  found  to  have  advanced  cirrhosis  of  the 
liver  (table  7)  complicated  by  esophageal  varices, 
anemia,  and  ascites  which  required  frequent  para- 
centeses. Prolonged  medical  treatment  and  the 
administration  of  large  volumes  of  concentrated 
albumin  produced  little  improvement.  Operation  was 
performed  as  a  last  resort,  in  the  hope  that  a  reduc- 
tion in  portal  pressure  would  ameliorate  the  ascites 
and  reduce  protein  losses.  She  had  vomited  only 
small  amounts  of  blood. 

As  the  portal  pressure  was  found  to  be  34  cm. 
(of  saline),  a  splenectomy  and  splenorenal  anas- 
tomosis were  performed.  The  pressure  was  reduced, 
but  her  course  was  stormy.  In  the  fourth  post- 
operative week  she  became  deeply  jaundiced  and 
died  in  liver  failure  (table  7).  Autopsy  showed 
hepatic  necrosis.  The  anastomosis  was  obliterated 
by  an  inflammatory  reaction  to  necrosis  near  the 
tail  of  the  partially  resected  pancreas. 

This  case  demonstrates  the  futility  of  sur- 
gical treatment  in  the  presence  of  a  decom- 
pensated liver.  Ascites,  per  se,  is  not  an  indi- 
cation for  operation,  even  though  a  successful 


Table  7 
Accessory   Clinical   Data   on   Case   3 

Preoperative    Postoperative 

Varices  not  seen 

Urogram  normal 

Portal  pressure  330  mm.       unsatisfactory 

Bromsulfalein  retention  40'/ 

Van  den  Berg  (indirect)  1.2  mg.         frank  jaundice 

Prothrombin  time  60-80%  50-70% 

Serum  protein  7.1   Gm.        5.8   Gm. 

Albumin  3.0  Gm.        2.8  Gm. 

Globulin  4.1   Gm.        3.0   Gm. 

Stool  Benzidine  4  + 


anastomosis  may  improve  or  eliminate  as- 
cites'17'. Surgery  should  be  postponed  until 
maximum  functional  recovery  has  been  at- 
tained, because  the  mortality  in  the  cirrhotic 
group  has  been  much  greater  than  that  in  the 
group  with  Band's  syndrome'^'1.  Some  pa- 
tients with  cirrhosis  may  require  long  obser- 
vation and  medical  treatment  in  order  to 
withstand  portacaval  anastomosis.  "Last  re- 
sort" surgery  is  doomed  to  failure. 

Although  partial  resection  of  the  pancreas 
has  been  recommended  to  prevent  angulation 
or  compression  of  the  anastomosis"7',  this 
case  shows  that  it  may  give  rise  to  an  unde- 
sirable complication. 

Case  4 

A  47  year  old  male  cook  and  chronic  drinker  was 
admitted  to  the  hospital  in  May,  1949,  because  of 
massive  hematemesis.  He  had  been  known  to  have 
Laennec's  cirrhosis  and  portal  hypertension  since  a 
previous  admission  in  March,  1949.  Following  blood 
replacement  and  a  period  of  medical  treatment,  he 
recovered.  Esophageal  varices  were  demonstrated 
by  roentgen  examination,  and  no  other  source  for 
the  bleeding  was  found.  Laboratory  tests  showed 
fairly  good  recovery  of  liver  functions,  with  essen- 
tially normal  prothrombin  time  and  albumin  con- 
centration  (table  8). 

At  operation  the  portal  pressure  was  found  to 
be  29  cm.  (of  saline).  Splenectomy  and  splenorenal 
anastomosis  reduced  this  by  11  cm.  to  a  nearly 
normal  pressure  of  18  cm.  The  only  immediate  com- 
plication was  a  superficial  wound  infection;  but  cot- 
ton sutures  are  still  being  extruded  at  this  writing. 

Two  months  later — in  July,  1949 — he  returned 
with  an  incarcerated  femoral  hernia,  which  was 
successfully  treated  by  laparotomy.  In  January, 
1950,  he  was  readmitted  with  a  perforated  duodenal 
ulcer,  but  recovered  without  operation.  For  three 
days  on  these  two  occasions  a  Levin  tube  was  kept 
in  the  stomach,  but  there  has  been  no  further  bleed- 
ing. It  is  now  one  year  since  his  splenorenal  anas- 
tomosis. When  seen  last,  he  was  well  and  working 
daily. 

This  case  shows  that  a  patient  with  a  com- 
pensated cirrhotic  liver  can  withstand  a  ma- 
jor procedure  in  order  to  reduce  a  dangerous 
portal  pressure.  The  two  periods  of  intuba- 
tion would  seem  to  be  a  good  test  of  the  result 
of  this  operation. 
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Accessory 

Varices 
Urogram 
Fortal  pressure 
Bromsulfalein 

retention 
Van  den   Berg 

(indirect) 
Prothrombin  time 
Cephalin  floc- 

culation 
Thymol  turbidity 
Serum  protein 
Albumin 
Globulin 
Stool  Benzidine 


Table  8 
Clinical   Data   on   Case  4 

Preoperative      Postoperative 

present  (x-ray)     absent 
normal  normal 

286  mm.  180  mm. 


12%  ret. 

16%   ret. 

normal 

normal 

normal 

normal 

trace   to 

+ 

;:ero  to  -j- 

trace 

trace 

6.9  Gm. 

7.0-7.2  Gm 

4.5  Gm. 

4.5-4.3   Gm 

2.4  Gm. 

2.5-2.9   Gm 

4  + 

negative 

Table  9 
Accessory    Clinical  Data   on   Case   5 

Preoperative     Postoperative 


Varices 

present   ('scope) 

Urogram 

normal 

normal 

Portal  pressure 

290  mm. 

170  mm 

Bromsulfalein  retention 

40', 

24% 

Van  den  Berg  (indire 

ct) 

normal 

normal 

Prothrombin  time 

45-76% 

40% 

Cephalin  flocculation 

trace — 2  + 

2  + 

Thymol  turbidity 

2  + 

1  + 

Serum  protein 

7.1   Gm. 

7.0  Gm. 

Albumin 

4.6  Gm. 

4.7  Gm. 

Globulin 

2.5  Gm. 

2.3   Gm. 

Stool  Benzidine 

3  + 

negative 

Case  5 

A  31  year  old  woman,  the  mother  of  one  child, 
was  hospitalized  in  November,  1949,  after  she  had 
had  three  bouts  of  major  hematemesis  and  melena. 
She  was  known  to  be  a  chronic  drinker,  and  labor- 
atory data  had  repeatedly  confirmed  a  clinical  diag- 
nosis of  cirrhosis.  During  the  previous  year  she  had 
stopped  drinking,  and  her  enlarged,  tender  liver  had 
contracted,  her  jaundice  had  cleared,  and  her  nutri- 
tion and  liver  function  had  improved.  Examination 
and  laboratory  studies  showed  splenomegaly, 
anemia,  and  blood  in  the  stools,  but  fairly  good  liver 
functions  (table  9).  A  gastrointestinal  series  was 
normal,  but  esophagoscopy  demonstrated  varices  in 
the  lower  third  of  the   esophagus. 

At  operation  the  liver  was  found  to  be  contracted 
and  cirrhotic;  the  spleen  weighed  535  Gm.,  and  the 
portal  pressure  was  29  cm.  (of  saline).  Splenectomy 
and  splenorenal  anastomosis  reduced  the  pressure 
to  17  cm.  The  patient's  convalescence  was  uncom- 
plicated. In  the  five  months  which  have  elapsed 
since  operation  she  has  gained  weight  and  strength, 
and  there  has  been  no  bleeding. 

Comment 

We  believe  that  this  woman  first  bled  from 
prothrombin  deficiency.  Within  a  year  her 
liver  made  a  remarkable  functional  recovery, 
but  portal  hypertension  developed.  The 
esophageal  varices  could  not  be  demonstrated 
by  the  usual  gastrointestinal  series,  but  were 
readily  seen  at  esophagoscopy.  We  feel  that 
esophagoscopy  should  be  employed  in  all  such 
cases — particularly  if  the  radiologist  feels 
any  doubt  about  his  diagnosis.  This  patient 


Fig.  1   (Case  4). 


Fig.  2  (Case  5). 


tolerated  surgery  and  a  long  anesthesia  very 
well  in  spite  of  rather  unfavorable  liver 
function  studies. 

Summary 

1.  The  causes  of  portal  hypertension  have 
been  enumerated. 

2.  Surgical  methods  formerly  employed  in 
the  treatment  of  esophageal  varices,  the  most 
serious  complication  of  portal  hypertension, 
have  been  discussed.  Splenectomy  alone  is 
rarely  indicated. 

3.  The  rationale  and  technique  of  porta- 
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caval  shunts  have  been  discussed. 

4.  The  importance  of  correct  diagnosis 
and  proper  selection  of  cases  is  stressed. 

5.  Five  operative  cases  with  one  fatality 
are  reported.  In  3  of  these  cases  the  portal 
pressures  were  reduced  following  spleno- 
renal shunts,  and  no  bleeding  has  occurred 
during  follow-up  periods  of  five,  twelve,  and 
twenty-nine  months. 
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Abstract  of  Discussion 

Dr.  Clarence  E.  Gardner,  Jr.  (Durham):  This  has 
been  an  excellent  exposition  of  the  nature  of  portal 
hypertension  and  of  its  relief  by  portacaval  shunt 
onerations  as  first  developed  at  the  Spleen  Clinic 
of  the  Presbvterian  Hospital  in  New  York  City 
under  Dr.  Allen  Whipple.  Dr.  Sealy  and  I  have 
performed  one  end-to-side  splenorenal  shunt  on  a 
patient  with  advanced  cirrhosis.  He  did  well  and 
left  the  hospital  in  excellent  condition,  but  he  re- 
turned soon  thereafter  and  died  with  a  portal 
thrombosis. 

The  problem  of  bleeding:  from  esophageal  varices 
is  a  serious  one,  and  anyone  attacking1  the  problem 
as  Dr.  Brenizer  has  done  must  be  prenared  to  take 
major  risks  and  expect  small  rewards.  The  risks 
are  those  of  a  long  and  tedious  operation  on  a 
patient  with  low  or  uncertain  liver  function — and 
of  exsanguinating  hemorrhage  or  damage  to  the 
common  duct  or  hepatic  arterv.  The  rewards  are 
uncertain.  The  immediate  operative  mortality  must 
be  balanced  against  the  patient's  chance  of  bleed- 
ing to  death  without  operation.  Although,  as  Dr. 
Brenizer  said,  fully  half  of  the  cirrhotic  patients 
who  bleed  die  within  one  year  after  the  first  epi- 
sode, it  is  well  known  that  others  bleed  erratically, 
°nd  that  there  mav  be  vears  between  hemorrhages. 
In  any  event  the  liver  function  is  not  helned  bv  a 
shunt  operation,  and  death  from  hepatic  failure  may 
occur  at  any  time. 

Opponents  of  the  shunt  operation  point  out  that 
there  is  little  assurance  that  the  vein-to-vein  anas- 
tomosis will  stay  open,  since  the  difference  in  r>re=- 
snre  between  the  two  systems  is  not  great  enough 
to  maintain  an  active  flow  of  blood.  fertainlv  it  is 
well  known  that  even  arteriovenous  shunts,  if  th°v 
are  not  made  large  enoue-h.  will  close  spontaneously. 
Others  have  cast  doubt  on  the  hvnothesis  that 
portal  hypertension  is  the  cause  of  bleeding  from 
esophageal  varices.  Wangeusteen  and  his  associates 
believe  that  peptic  ulceration  of  the  varices  is  the 
muse  of  their  bleeding-  Others  believe  that  the 
blooding:  recurs  during1  phases  of  liver  insufficiency, 
and  that  a  prothrombin  deficiency  is  a  major  cause. 
For  these  or  other  reasons,  the  shunt  operation. 
»o  far  as  I  know,  has  become  popular  in  onlv  a 
few  centers  in  this  country.  Alternative  operative 
procedures  have  been  reported  in  at  least  thi-oo 
renters  sinro  Whipple's  first  reports  on  th°  sh«nt 
oneration.  The=o  are  esophag-oo-astrertomv  (bv  Phe- 
mister at  the  University  of  Chicago),  total  gastrec- 
tomy (bv  Wangensteen  at  the  University  of 
Minnesota),  and  splenectomy,  vagotomy,  gastroen- 
terostomy, and  direct  evasion  of  esophageal  veins 
(bv  Grav  at  the  Mayo  Clinic). 

I  bring  out  these  points  only  to  introduce  a  note 
of  caution  into  the  discussion.  In  no  wav  should  T 
wish  my  remarks  to  bo  considered  a  condemnation 
of  portacaval  shunts.  The  procedure  can  b°  staunch- 
ly supported  on  theoretical  grounds,  while  the  end 
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results  thus  far  reported  by  Blakemore,  Rousselot, 
and  Linton  would  indicate  that  their  patients  have 
been   definitely  improved. 

I  would  like  to  point  out,  however,  that  many 
excellent  physicians  doubt  the  value  of  the  pro- 
cedure. It  should  not  be  undertaken  lightly,  and 
certainly  not  in  a  clinic  without  excellent  anes- 
thesia, an  inexhaustible  blood  bank,  a  well  trained 
staff,  and  facilities  to  perform  all  types  of  liver 
function  tests.  Nor  should  it  be  undertaken  by 
anyone  who  does  not  possess  the  physical  endur- 
ance necessary  to  maintain  him  through  a  tedious 
six  or  seven  hour  operative  procedure;  the  knowl- 
edge and  dexterity  necessary  to  anastomose  the 
thin,  attenuated  splenic  vein  to  the  renal  vein 
accurately;  or  the  temperament  to  accept  long  risks 
for   short   gains. 

I  congratulate  Dr.  Brenizer  on  his  presentation 
and  on  his  results.  Whether  the  procedure  proves 
to  be  only  an  interesting  physiologic  experiment 
or  one  of  lasting  and  recognized  value  will  depend 
upon  an  accumulation  of  further  experiences  such 
as  those  reported  here  today. 


FAILURE  OF  TERRAMYCIN  IN 
STREPTOCOCCAL  EMPYEMA 

Report  of  a  Case 

Victor  H.  Knight,  M.D. 

H.  LeRoy  Izlar,  Jr.,  M.D. 

and 

Manson  Meads,  M.D. 

Winston-Salem 

Since  the  description  of  terramycin  by 
Finlay  and  his  associates*1',  several  investi- 
gators have  reported  the  effectiveness  of  this 
new  antibiotic  in  the  treatment  of  a  variety 
of  clinical  infectious  diseases'2'.  This  drug, 
which  is  rapidly  absorbed  from  the  gastro- 
intestinal tract,  is  said  to  have  a  broad  range 
of  antimicrobial  activity  and  a  low  degree  of 
toxicity. 

Studies  related  to  the  distribution  of  terra- 
mycin in  body  fluids,  however,  are  incom- 
plete. The  following  case  report  is  of  interest 
in  this  regard,  since  it  suggests  a  failure  of 
this  drug  to  protect  the  pleural  cavity  in  a 
patient  with  pneumonia  caused  by  an  alpha 
hemolytic  streptococcus.  Despite  the  fact  that 
this  organism  showed  a  high  degree  of  sus- 
ceptibility to  terramycin  in  vitro,  empyema 
developed  while  the  patient  was  receiving 
doses  of  the  antibiotic  that  are  currently  ac- 
cepted as  adequate. 


From  the  Department  of  Internal  Medicine,  Bowman  Gray 
School  of.  Medicine  of  Wake  Forest  College  and  the  North 
Carolina  Baptist   Hospital,   Winston-Salem,   North   Carolina. 

This  investigation  was  supported  (in  part)  bv  a  research 
grant  from  the  National  Institute  of  Health,  Public  Health 
Service. 

Terramycin  hydrochloride  was  furnished  by  Charles  Pfizer 
&  Co.,  Inc. 


Case  Report 

A  20  year  old  male  farmer  was  first  ad- 
mitted to  the  North  Carolina  Baptist  Hospital 
on  April  5,  1950,  complaining  of  pain  and 
intermittent  swelling  in  the  left  flank  of 
eight  years'  duration.  He  was  found  to  have 
a  massive  hydronephrosis  on  the  left,  second- 
ary to  aberrant  renal  vessels  which  were 
causing  a  constriction  at  the  uretero-pelvic 
junction.  Urine  cultures  were  sterile.  Three 
days  after  admission  (on  April  8)  a  nephrec- 
tomy was  performed.  Roentgen  examination 
of  the  chest  at  this  time  was  reported  as 
negative.  The  prophylactic  administration  of 
procaine  penicillin  in  daily  intramuscular 
doses  of  300,000  units,  and  tripazine,  4  Gm. 
by  mouth  daily,  was  started  at  the  time  of 
operation  and  continued  for  eight  days.  Im- 
mediate recovery  was  uneventful,  and  the 
wound  healed  by  primary  closure.  On  dis- 
charge (on  April  16)  it  was  noted  that  res- 
piratory movements  were  limited  on  the  left 
side  of  the  chest.  Since  the  patient  was 
afebrile,  it  was  presumed  that  the  limitation 
of  motion  was  secondary  to  some  residual 
pain  at  the  operative  site. 

Four  days  after  discharge  the  patient  re- 
turned complaining  of  dyspnea,  fever,  and 
severe  pleuritic  pain  in  the  left  side  of  the 
chest.  These  symptoms  had  begun  the  day 
after  discharge.  When  he  was  re-admitted 
to  the  hospital  (on  April  20)  the  patient  was 
coughing  moderately  and  producing  only 
slight  amounts  of  tenacious,  blood-streaked 
sputum.  The  rectal  temperature  was  102  F,, 
the  pulse  rate  110,  respiratory  rate  28  per 
minute,  blood  pressure  130  systolic  and  80 
diastolic.  He  appeared  acutely  ill  and  dehy- 
drated. Moderate  dyspnea  was  noted,  and  he 
was  breathing  with  an  expiratory  grunt.  The 
pharynx  was  hyperemic,  but  no  significant 
enlargement  of  the  lymph  nodes  was  present. 
The  trachea  was  in  the  midline.  The  right 
lung  was  entirely  clear  to  percussion  and 
auscultation.  A  respiratory  lag  was  present 
on  the  left,  and  the  percussion  note  was  dull 
anteriorly  and  posteriorly.  Transmission  of 
breath  sounds  was  increased  posteriorly  and 
decreased  anteriorly  on  this  side.  Rales  and 
friction  rubs  were  not  detected.  The  nephrec- 
tomy scar  was  well  healed  and  non-tender. 

The  blood  count  showed  11  Gm.  of  hemo- 
globin, 4,475,000  red  cells  per  cubic  milli- 
meter, and  18,750  white  cells  per  cubic  milli- 
meter, with  82  per  cent  segmented  polymor- 
phonuclear neutrophils,  6  per  cent  bands,  1 
per  cent  basophils,  8  per  cent  lymphocytes, 
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Fig.  1.    The  clinical  course,   antibiotic  therapy,   and   significant   laboratory 
data  in  a  patient  with  streptococcal   pneumonia   and   empyema. 


and  3  per  cent  monocytes.  Toxic  granulations 
were  noted  in  the  polymorphonuclear  cells. 
Urinalyses  were  repeatedly  negative,  and  cul- 
tures of  the  urine  and  blood  were  sterile.  A 
test  for  cold  agglutinins  done  on  the  sixth 
day  of  illness  was  negative.  Roentgenograms 
of  the  chest  in  posteroanterior  and  left  lateral 
views  showed  slight  elevation  of  the  dia- 
phragm on  the  left.  There  was  a  hazy,  con- 
fluent infiltration  in  the  posterior  portion  of 
the  left  lower  lung  having  the  appearance  of 
a  bronchopneumonic  process.  The  pleurae 
and  costophrenic  areas  were  clear. 

Gram  stain  of  the  sputum  revealed  a  pre- 
dominance of  gram-positive  cocci,  occurring 
mostly  in  pairs  but  also  singly  and  in  chains, 
which  on  culture  subsequently  proved  to  be 
alpha  hemolytic  streptococci.  Efforts  to  type 
the  organism  on  admission  by  the  Neufeld 
method  failed,  and  no  pneumococci  were  re- 
covered from  intraperitoneal  inoculation  of 
a  mouse.  The  organism  was  found  to  be  sus- 
ceptible to  terramycin  in  concentrations  of 
1.0  microgram  per  cubic  centimeter,  as  de- 
termined by  the  filter  paper  disc  method'3*. 

Relevant  features  of  the  patient's  illness, 


the  laboratory  findings,  and  the  specific 
therapy  are  shown  in  figure  1.  Supportive 
measures  included  oxygen  given  by  nasal 
catheter.  Terramycin  hydrochloride  given 
orally  in  doses  of  0.5  Gm.  every  four  hours 
was  well  tolerated,  and  no  gastrointestinal 
symptoms  appeared  during  treatment.  Dur- 
ing the  three  days  after  the  drug  was  started 
(April  22,  23,  and  24)  some  subjective  im- 
provement was  noted,  but  many  of  the  orig- 
inal signs  and  symptoms  persisted.  The  tem- 
perature rose  to  102  F.  daily ;  rales  appeared 
in  the  left  lung ;  and  cough  became  more  pro- 
ductive of  blood-tinged  sputum.  Sputum  cul- 
tures showed  a  progressive  reduction  in  the 
numbers  of  alpha  hemolytic  streptococci. 

On  the  fifth  hospital  day  (April  24)  defi- 
nite signs  of  fluid  appeared  in  the  left  side  of 
the  chest.  Terramycin  was  discontinued  and 
aureomycin  was  begun.  This  was  given  by 
mouth  every  four  hours — 1  Gm.  for  the  first 
two  doses  and  0.5  Gm.  thereafter.  On  the  fol- 
lowing day  the  presence  of  fluid  in  the  left 
pleural  cavity  was  confirmed  by  roentgen 
examination.  Thoracentesis  was  performed, 
and  all  the  fluid  that  could  be  obtained  (500 
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cc.)  was  removed.  The  fluid  was  light  brown 
and  cloudy,  having  a  specific  gravity  of  1.022 
and  containing  10,000  white  blood  cells  per 
cubic  millimeter.  Gram  stain  revealed  numer- 
ous uniformly  stained,  gram-positive  cocci 
occurring  singly  within  the  cells,  and  singly 
and  in  short  chains  extracellularly ;  no 
growth  was  obtained  from  a  culture. 

The  patient  became  afebrile  within  18 
hours,  and  thoracentesis  was  repeated  on 
April  26.  This  yielded  200  cc.  of  a  similar 
fluid,  which  had  a  white  cell  count  of 
7,350  per  cubic  millimeter.  Gram  stain  re- 
vealed no  organisms,  and  culture  yielded  no 
growth.  Two  hundred  thousand  units  of  peni- 
cillin dissolved  in  20  cc.  of  sterile  saline  was 
instilled  into  the  pleural  cavity.  The  patient's 
clinical  improvement  continued  and  roentgen 
examination  the  next  day  (April  27)  showed 
clearing  of  the  infiltration.  Another  thora- 
centesis was  performed  on  April  28,  and  only 
100  cc.  of  straw-colored  fluid  was  obtained. 
The  exudate  had  a  white  cell  count  of  4050 
per  cubic  millimeter.  Again  200,000  units  of 
penicillin  was  instilled  into  the  cavity. 

After  the  patient  had  remained  afebrile 
for  four  days,  leukocytosis  and  an  elevation 
of  temperature  occurred,  lasting  several  days 
and  coinciding  with  the  development  of 
thrombophlebitis  of  the  left  internal  saph- 
enous vein.  This  complication  was  treated  by 
lumbar  paravertebral  blocks  with  1  per  cent 
procaine,  together  with  the  administration  of 
sympatholytic  drugs  and  anticoagulants. 

By  the  twelfth  hospital  clay  (May  2)  reso- 
lution of  the  pneumonic  process  was  almost 
complete,  and  the  patient  was  asymptomatic. 
He  was  discharged  on  May  10,  1950. 

Comment 

The  impressive  feature  of  this  case  was 
the  development  of  empyema  in  a  patient 
with  a  streptococcal  pneumonia,  four  days 
after  the  institution  of  treatment  with  recom- 
mended closes  of  terramycin.  The  organism 
responsible  for  the  pneumonia  (and  presum- 
ably for  the  empyema)  was  susceptible  in 
vitro  to  concentrations  of  terramycin  that  are 
readily  attained  in  the  serum  of  human  be- 
ings with  the  oral  doses  of  the  antibiotic  that 
were  used'2b). 

The  development  of  empyema  during  the 
treatment  of  pneumonia  caused  by  any  gram- 
positive  coccus  has  been  rare  since  the  intro- 
duction of  antibiotic  therapy.  In  a  series 
of  400  cases  of  pneumococcal  pneumonia 
treated  with  penicillin1  *>,  the  incidence  of  this 


complication  was  less  than  1  per  cent.  In  a 
large  number  of  bacterial  pneumonias  treated 
with  aureomycin  empyema  has  not  been  ob- 
served'51. 

Though  certain  pertinent  laboratory  data 
are  not  available  in  the  case  reported  above 
(for  example,  concentrations  of  terramycin 
in  pleural  fluid  and  serum),  it  seems  prob- 
able that  the  development  of  empyema  dur- 
ing treatment  with  terramycin  indicates  that 
the  pleura  is  not  adequately  protected  by  this 
drug.  Terramycin  may  not  have  reached  the 
visceral  pleurae  and  pleural  spaces  in  effec- 
tive antibacterial  concentrations  because  of 
a  poor  diffusion  of  the  drug  into  these  areas. 

Only  four  observations  on  the  diffusion  of 
terramycin  into  the  pleural  fluid  have  been 
reported.  Herrell  and  his  co-workers'-''  dem- 
onstrated small  amounts  of  terramycin  in  the 
pleural  fluid  of  3  patients  in  whom  the  eti- 
ology of  the  effusion  was  not  mentioned. 
These  3  patients  had  received  1  Gm.  of  terra- 
mycin orally  every  six  hours  for  three  to 
four  doses  before  concentrations  of  this  drug 
in  the  serum  and  pleural  fluid  were  deter- 
mined. Pleural  fluid  levels  of  1.0,  1.0,  and 
0.5  micrograms  of  terramycin  per  cubic  centi- 
meter were  obtained;  corresponding  serum 
levels  in  the  respective  patients  were  8.0, 
2.0,  and  4.0  micrograms  per  cubic  centimeter. 
Werner  and  his  associates'2"1  made  determi- 
nations on  the  concentration  of  terramycin 
in  the  pleural  fluid  of  one  patient  following 
the  administration  of  a  single  close  .of  1.25 
Gm.  of  terramycin  hydrochloride.  They  found 
an  unusually  high  drug  level  at  two  hours, 
but  none  after  seven  hours. 

It  has  been  shown  that  terramycin.  unlike 
aureomycin,  does  not  traverse  the  blood-brain 
barrier  in  significant  concentrations'2'1,  and 
it  seems  likely  that  a  hindrance  to  passage 
of  the  drug  may  be  offered  also  by  the  pleura. 
More  extensive  observations  regarding  the 
penetration  of  terramycin  into  body  cavities, 
with  respect  to  inflamed  and  non-inflamed 
serous  surfaces,  are  needed. 

The  possibility  was  considered  that,  pro- 
vided the  diffusion  of  the  drug  into  the  pleu- 
ral spaces  was  unimpaired,  the  organism 
infecting  the  pleurae  may  have  rapidly  ac- 
quired resistance  to  the  antibiotic.  This  possi- 
bility seems  unlikely,  because  of  the  rapid 
reduction  of  streptococci  in  cultures  of  the 
sputum. 

Summary  and  Conclusion 

In  a  patient  with  streptococcal  pneumonia, 
empyema  developed  four  clays  after  the  be- 
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ginning  of  treatment  with  the  recommended 
dosage  of  terramycin.  Subsequent  treatment 
with  aureomycin  and  penicillin  resulted  in 
prompt  recovery.  This  case  suggests  the  pos- 
sibility that  terramycin  does  not  penetrate 
into  the  pleural  spaces  as  readily  as  other 
antibiotics.  Patients  with  bacterial  infections 
who  are  treated  with  terramycin  should  be 
observed  for  the  development  of  complica- 
tions. 
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FACTORS   INFLUENCING   OBSTETRIC 
MORTALITY 

Margaret  W.  Battle,  M.D. 
Rocky  Mount 

Between  1922  and  1934,  before  obstetric 
cases  were  segregated  from  medical,  surgi- 
cal, and  pediatric  cases,  the  maternal  mor- 
tality at  Park  View  Hospital  in  Rocky  Mount 
was  3.2  per  cent  (2  per  cent  in  white  pa- 
tients, 7.3  per  cent  in  colored) m.  At  this  time 
only  30.9  per  cent  of  the  white  births  in  the 
city  occurred  in  hospitals,  and  many  of  these 
patients  were  hospitalized  only  for  complica- 
tions. In  1935  a  separate  obstetric  depart- 
ment was  opened,  and  this  paper  is  based  on 
data  accumulated  in  5238  deliveries  (five 
months'  gestation  or  more)  performed  dur- 
ing the  fifteen  years  from  1935  to  1950 
(table  1). 

Duration  of  Pregnancy 
Figure  1  compares  the  total  maternal  mor- 
tality* with  that  among  patients  whose  ges- 


From  the  Park  View  Hospital,  Rocky  Mount  North  Carolina. 

*  Mortality  among  all  obstetric  patients  except  those  admitted 
in  false  labor;  this  figure  includes  abortions,  ectopic  pregnan- 
cies, deliveries,  postpartum  infections,  postpartum  eclmapsia, 
and  threatened  abortions. 


Fig.  1.  Total  maternal  mortality  compared 
with  obstetric  mortality  among  patients  whose 
gestation   period   was  five  months   or   more. 
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Fig.  2.  Obstetric  mortality  in  white  and  col- 
ored patients  whose  gestation  period  was  five 
months  or  more. 


tation  period  was  five  months  or  more.  It  can 
be  seen  that  the  curves  follow  each  other 
fairly  closely. 

Race 
In  figure  2  a  comparison  of  the  death  rates 
among  the  4573  white  and  665  colored  pa- 
tients is  shown.  While  the  colored  death  rate 
is  considerably  higher,  it  is  not  likely  that 
race  alone  is  responsible  for  the  difference. 
If  this  were  the  case,  one  would  expect  that 
in  any  sizable  series  the  death  rate  would  in- 
crease in  proportion  to  the  number  of  col- 
ored patients.  The  number  of  colored  ad- 
missions in  our  series  (ranging  from  14  in 
1935  to  79  in  1949)  is  too  small  for  a  com- 
parison to  be  statistically  significant.  How- 
ever, a  comparison  of  the  maternal  mortal- 
ity rate  with  the  percentage  of  colored  ad- 
missions reported  by  other  groups  (table  2) 
indicates  that  factors  other  than  race  must 
be  present  in  North  Carolina. 

Prenatal  Care 
Toxemia  accounted  for  nearly  half  of  the 
maternal  deaths.  In  the  last  ten  years,  only 
2    white    patients    have    died    of    toxemia, 
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Table  1 

Park  View  Hospital  Obstetric   Mortality 

(In    Patients    with    Gestation    Periods    of    Five    Months    or    More) 

Total White  Colored 

Years                                    Deliv-  Deaths  Mortality           Deliv-  Deaths  Mor-  Deliv-  Deaths  Mor- 

eries                                               eries  tality  eries  tality 

1935-1939 1022  33         3.2%                   902         18  2%  120  15         12.5% 

1940-1944 1519  26         1.7%                 1305           5  0.4%  214  21  9.8% 

1945-1949    2697  20         0.7% 2366           2  0.08^c 331  18  5.4% 

1935-1949 5238  79         1.05%               4573         25  0.5%  665  54  8.1% 

Table  2 
Maternal  Mortality   per  Thousand   Births 

'35     '36     '37     '38     '39     '40     '41     '42     '43     '44     '45     '46     '47     '48     '49 

U.   S.  Registration   5.8     5.7     4.9     4.3     4        3.8     3.2     2.6     2.4 

Area  (2) 

Park   View  Hospital   33      29      30      23      28      21      19      24      25         6        6        8        6        9        7 

(12.7%   colored 
deliveries) 
Cincinnati  General  Hos-  ....     4.9     3.3     4        1.2     1.6     2.3     1.1     0.7     0.9 
pital   (42%   colored 
deliveries)    (2) 
Duke   University   Hospital     54  (1931-36)              21.8   (1937-41)  8   (1942-46) 

(38.5%  colored  deliv-                                                              s      -  !  i  ' 

eries*)    (3) ''     '■'      >  ''  ~   ?**■    ■    r    W  "  ^  ~  "' 

''Estimated  from  the  reported  approximate  ratio  of  8  white  to  5  colored  deliveries. 


Table  3 
Causes  of  All  Maternal   Deaths 

Cause  1935-'39     1940-'44     1945-'49     Total 

Eclampsia    8  9  11  28 

Pre-eclampsia     6  2  0  8 

Nephritic     toxemia  13  0  4 

Pvelonephrosis   3  0  0  3 

Infection    9  9  2  20 

(7  of  these  cases 
were  abortions) 

Cai'diac  disease  . 2  114 

Postpartum  hemor-  3  115 

rhage 
Placenta    praevia  ..4  0  0  4 

Premature    separa-  13  3  7 

tion  of  the  pla- 
centa 
Ectopic    pregnancy  0  2  13 

Anesthesia    (ether)   0  0  11 

Accidents   of   labor  0  5  16 

(ruptured  uter- 
us,  Bandl's  ring, 

dystocia,  shock 

associated  with 

version    delivery, 
etc.) 
Total 93 


whereas  this  condition  was  responsible  for 
22  maternal  deaths  among  colored  patients 
(table  3).  Since  1939  practically  all  deliv- 
eries among  white  patients  in  the  city  have 
taken  place  in  the  hospital,  but  colored  pa- 
tients are  seldom  delivered  in  the  hospital 
except  when  complications  arise.  Inadequate 
prenatal  care  is  the  rule  in  this  latter  group 
of  cases.   Furthermore,   most   of  these   pa- 


Table  4 

Anesthetic   Deaths   in   Patients   Whose   Gestation 

Period  was  Five  Months  or  More 

(1935-1949) 


Type  of 

Anesthesia 

No.  Cases 

Deaths 

Mortality 

None 

352 
(excluding   20    un- 
delivered:    332) 

44 
24 

12.5% 
7.2% 

Local 

65 

3 

4.6% 

Caudal 

1453 
(excluding  2  dying 
undelivered:   1451) 

2 

0 

0.14% 
0 

Spinal 

167 

3 

1.8% 

General 

6187 

27 

0.45% 

tients  are  from  low  income  groups,  and  ef- 
forts to  provide  good  prenatal  care  are  large- 
ly wasted  because  of  the  patients'  inability 
to  obtain  the  liberal  diet  which  is  so  urgent- 
ly needed.  Good  prenatal  care  and  good  diets 
are  the  rule  for  the  white  mothers.  A  sizable 
number  of  white  patients  with  obstetric 
complications  are  sent  in  from  smaller  clinics 
or  rural  areas,  but  they  usually  have  had 
prenatal  care. 

Better  prenatal  care  and  better  general 
health  probably  explain  the  lower  maternal 
mortality  among  white  patients.  The  excel- 
lent mortality  rates  reported  by  the  Cincin- 
nati General  Hospital  (table  2),  where  42 
per  cent  of  the  deliveries  are  in  colored  pa- 
tients, must  surely  be  explained  by  universal 
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Fig.  3.     Factors  influencing  maternal  mortality 
after   the   fifth   month   of   gestation. 
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Fig.      4.      Factors    influencing    fetal    mortality 
after   the   fifth   month   of   gestation. 


prenatal  care,  either  from  private  physi- 
cians or  in  well  attended  clinics  supervised 
by  the  hospital  itself. 

Anesthesia 
In  figure  3,  cases  delivered  under  caudal, 
spinal,  local,  or  no  anesthesia  are  grouped 
under  the  heading  "non-general  anesthesia." 
The  death  rate  decreases  as  the  number  of 
patients  in  this  group  increases.  Table  3 
shows  the  death  rate  from  each  type  of  anes- 
thesia over  the  past  fifteen  years.  Caudal 
anesthesia  has  been  an  outstanding  factor  in 
lowering  the  maternal  mortality  (fig.  3). 
The  death  rate  in  the  group  of  cases  receiv- 
ing no  anesthesia  at  all  is  unfavorably 
weighted  by  the  20  patients  who  died  un- 
delivered without  an  anesthetic. 

Obstetrician 
Figure  3  also  shows  the  percentage  of 
cases  delivered  by  a  specialist  (the  head  of 
the  department  or  a  doctor  limiting  his  prac- 
tice to  obstetrics  and  gynecology).  The  other 
deliveries  were  performed  by  interns  or  gen- 
eral practitioners.    Except  in  1943,  the  in- 


creasing number  of  deliveries  by  specialists 
coincided  with  a  falling  death  rate.  It  is  dif- 
ficult to  say  whether  this  factor  or  caudal 
anesthesia  is  more  important  in  lowering 
maternal  mortality. 

Other  Factors  (Figure  3) 
Antibiotics 

The  sulfonamide  drugs  were  introduced  in 

1939,  and  penicillin  in  1944.  Penicillin  would 
appear  to  be  more  effective  than  the  sulfon- 
amides in  lowering  maternal  mortality,  but 
it  is  significant  that  the  increasing  use  of 
caudal  anesthesia  coincides  with  the  intro- 
duction of  penicillin. 

Blood  transfusions 

The  free  use  of  blood  transfusions  does  not 
appear  to  have  influenced  maternal  mortal- 
ity, since  the  same  amount  was  used  in  1935, 

1940,  1941,  and  1943  as  in  1948. 

Maternal  Welfare  Committee 

In  1944  the  Maternal  Welfare  Committee 
of  the  State  Medical  Society  was  organized. 
Figure  2  shows  that  the  colored  death  rate 
improved  after  that  year.  It  is  also  the  im- 
pression of  the  staff  that  the  condition  of 
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colored  patients  being  referred  to  the  hos- 
pital is  not  quite  so  critical  as  before.  This 
may  be  a  result  of  the  committee's  work. 

Infant  Death  Rate 
Figure  4  shows  the  effect  of  penicillin, 
caudal  anesthesia,  and  specialist  delivery  on 
the  fetal  death  rate.  In  1938  a  pediatrician 
was  placed  in  charge  of  the  nursery.  The 
general  practitioners  usually  look  after  their 
patients'  babies,  whereas  the  specialists  turn 
theirs  over  to  the  pediatrician.  This  may 
account  for  the  fact  that  the  death  rate  did 
not  decrease  when  the  pediatrician  was 
first  available.  Caudal  anesthesia  appears 
to  be  the  most  important  factor  in  lowering 
infant  mortality. 

Summary 

Since  1935  there  have  been  5238  deliveries 
at  the  Park  View  Hospital.  During  these  fif- 
teen years  the  maternal  mortality  has  de- 
creased from  3.2  per  cent  to  0.7  per  cent, 
and  the  fetal  mortality  from  15  per  cent  to 
8  per  cent.  The  most  notable  factors  bringing 
about  these  decreases  are  believed  to  be  pre- 
natal care,  substitution  of  other  types  of 
anesthesia  for  general  anesthesia,  antibiot- 
ics, the  influence  of  the  Maternal  Welfare 
Committee,  and  delivery  by  specialists.  Race 
per  se  is  not  thought  to  be  an  important 
factor. 
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METHODS  AND  RESULTS  IN  THE 
STATE-COUNTY  CANCER  CENTERS 

Mildred  Schram,  Ph.D. 
Raleigh 

The  primary  immediate  objective  of  the 
cancer  control  program  established  by  the 
North  Carolina  State  Board  of  Health,'  with 
the  cooperation  of  the  county  medical  so- 
cieties and  the  local  health  departments,  is 
to  find  the  cases  of  cancer  in  North  Carolina 
and,  having  found  them,  to  refer  them  for 
treatment  by  the  most  modern  and  effective 

Read  by  invitation  before  the  Section  on  Obstetrics  and  Gyne- 
cology, Medical  Society  of  the  State  of  North  Carolina.  Pine- 
hurst,  May  2,  1950. 

From  the  North  Carolina  State  Board  of  Health,  Raleigh. 


measures.  The  primary  ultimate  objective  is 
to  make  all  concerned  so  keenly  aware  of  the 
value  of  periodic  examinations  for  cancer 
that  every  physician's  office  will  be  a  cancer 
detection  center. 

At  present  ten  cancer  centers  are  being 
operated  in  North  Carolina,  and  another  is 
scheduled  to  open  in  May.  Five  of  the  centers 
are  in  local  health  departments,  one  is  in  a 
courthouse,  in  rooms  immediately  below  the 
health  department's  quarters;  and  four  are 
in  hospitals.  Seventy-eight  per  cent  of  the 
state's  population  is  within  50  miles  of  one 
of  the  centers  already  functioning. 

Two  observations  made  in  the  Strang 
Clinics  in  New  York  and  in  the  Health 
Maintenance — Cancer  Prevention  Clinics  in 
Philadelphia  served  as  guides  in  planning 
this  work.  One  observation  is  that  a  very 
small  percentage  of  cancers  are  found  in  in- 
dividuals under  40 ;  the  other,  that  the  great 
majority  of  malignant  growths  are  concen- 
trated in  five  areas  of  the  body — the  skin, 
mouth,  breast,  genitalia,  and  rectum.  Fortun- 
ately, these  are  the  sites  where  cancer  is 
most  easily  diagnosed  and  most  frequently 
curable. 

On  the  basis  of  these  two  observations,  it 
was  felt  that  routine  examinations  of  indi- 
viduals under  40  and  the  performance  of  a 
complete  physical  examination,  with  blood 
and  urine  studies,  on  all  individuals  exam- 
ined would  reach  the  point  of  diminishing 
returns.  It  was  decided,  therefore,  to  limit 
the  examination  to  the  five  areas  of  the  body 
already  mentioned,  and,  except  under  certain 
conditions,  to  admit  only  patients  over  40 
years  of  age  to  the  cancer  detection  centers. 
The  latter  restriction  is  waived  in  two  in- 
stances :  ( 1 )  when  the  applicant  is  referred 
by  letter  from  his  personal  physician ;  and 
(2)  when  a  valid  symptom  of  malignant  dis- 
ease is  present.  There  are  no  other  restric- 
tions to  the  admission  of  patients. 

By  efficient  planning  of  procedures  and 
the  careful  training  of  nurses  and  nurse 
aides,  it  is  possible  for  each  examiner  to  do 
ten  "detection  inspections"  in  the  two-hour 
clinic  period  without  undue  sacrifice  of  care 
and  thoroughness.  Since  the  staff  usually 
numbers  four,  40  examinations  can  be  given 
in  the  two  hours. 

North  Carolina  has  approximately  950,000 
inhabitants  40  years  of  age  and  older,  and 
there  are  some  2,400  members  of  the  State 
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Table  1 
Age  and   Race   Distribution  of   Examinees 


Age 

White 

Colored 

Total 

19  and 

'ander 

126     1.01% 

37  0.30% 

163 

1.31% 

20-29 

888     7.15 

125  1.00 

1,013 

8.15 

30-39 

2,131  17.16 

256  2.06 

2,387 

19.22 

-tO-49 

3,563  28.69 

349  2.81 

3,912 

31.50 

50-59 

2,642  21.38 

238  1.92 

2,880 

23.20 

00-69 

1,342  10.81 

148  1.19 

1,490 

12.00 

70-79 

454     3.66 

48  0.39 

502 

4.05 

80-89 

44     0.35 

4  0.03 

48 

0.38 

90-99 

2     0.02 

2 

0.02 

Unknown     15     0.12 

6  0.05 

21 

0.17 

11,207  90.25%    1,211  9.75%    12,418  100.00% 

Medical  Society.  A  simple  process  of  arith- 
metic shows  that  if  each  physician  could 
arrange  to  give  eight  of  the  abbreviated  ex- 
aminations a  week — the  equivalent  of  one 
and  one-half  hours  each  week  in  the  year — 
all  our  citizens  over  40  could  have  a  "detec- 
tion inspection"  once  every  year,  without  the 
need  of  cancer  centers.  Of  course,  that  state- 
ment does  not  take  into  consideration  the 
fact  that  many  of  the  state's  physicians  are 
specialists  who,  for  one  reason  or  another, 
prefer  not  to  undertake  such  examinations. 
Be  it  noted,  however,  that  among  those  who 
have  volunteered  to  serve  on  the  staffs  of 
Detection  Clinics  are  otorhinolaryngologists 
and  pediatricians.  After  a  brief  "on  the  job" 
period  of  refresher  work,  supplemented  per- 
haps by  an  occasional  call  on  a  colleague  in 
the  next  examining  room,  they  conduct  these 
"inspections"  efficiently  and  effectively,  and 
with  tremendous  stimulation  and  gratifica- 
tion to  themselves. 

Methods 

Examinees  are  asked  to  come  forty-five 
minutes  before  the  hour  of  the  clinic,  in  order 
to  give  the  receptionists  time  to  record  the 
personal  history  (of  which  the  family  physi- 
cian's name  and  address  are  an  indispensable 
item) ,  and  the  nurses  or  nurse  aides  time  to 
record  the  medical  history. 

All  records  are  made  in  duplicate.  One  set 
is  kept  in  the  center,  for  ready  reference; 
the  other  is  sent  to  Raleigh,  for  statistical 
and  other  types  of  studies. 

When  the  examining  physician  enters  the 
room,  he  finds  the  examinee,  entirely  un- 
dressed, face  clown  on  the  table.  He  inspects 
the  posterior  skin  surfaces  first,  and  then 
the  anterior  and  lateral  skin  surfaces.  With  a 
tongue  depressor  and  flashlight,  he  examines 
the  lips,  tongue,  cheeks,  gums,  teeth,  and 
pharynx.  He  notes  the  shape  and  symmetry 


Table  2 

Benign  Findings 

Neoplasms,   benign  1,972 

Circulatory  disorders   799 

Digestive    disorders    .'. 593 

Disorders  of  the  male  genital   system 195 

Disorders   of  the   Breast 498 

Disorders   of  the   ovary,   fallopian   tubes 61 

Infective  diseases  of  the  uterus,  vagina,  vulva. .2, 156 

Uterovaginal  prolapse  252 

Malposition   of  uterus   104 

Other   uterine   disorders    56 

Disorders  of  menstruation  ..  105 

Menopausal   syndrome   14 

Other  disorders  of  the  female  organs 103 

Diseases   of  the   skin   and  cellular   tissue 1,374 

Miscellaneous  diseases  59 

8,341 


of  the  breasts,  examines  the  nipples,  looks 
for  discharge,  palpates  the  breasts  and  axillae 
with  the  patient  in  the  recumbent  and  sitting 
postures,  and  transilluminates  any  masses. 
He  inspects  the  genitalia  and,  in  the  female, 
makes  a  digital  and  speculum  examination 
of  the  vagina.  Finally,  he  inspects  the  anus 
and  makes  a  digital  examination  of  the  rec- 
tum, using  a  speculum  if  there  is  any  bleed- 
ing, induration,  or  mass.  In  the  male,  he  pal- 
pates the  prostate. 

Although  the  purpose  of  the  entire  "in- 
spection" is  to  discover  actual  or  potential 
malignant  disease,  a  significant  number  of 
benign  findings  are  recorded  (1.7  per  ex- 
aminee). When  any  of  these  conditions  are 
considered  to  require  medical  or  surgical  at- 
tention, the  fact  is  recorded  on  the  chart  and 
reported  in  a  letter  to  the  examinee's  per- 
sonal physician. 

Before  he  leaves  the  booth,  the  examining 
physician  gives  the  patient  a  card  which  ex- 
plains the  type  of  examination  he  has  just 
received,  and  advises  him  to  see  his  physi- 
cian once  every  year  for  a  complete  physical 
examination.  This  procedure  is  intended  to 
prevent  any  feeling  of  false  security  on  the 
part  of  the  examinee,  and  to  safeguard  the 
physician  as  well. 

On  the  basis  of  the  examiner's  findings,  the 
examinee  is  (1)  sent  on  his  way  rejoicing, 
and  asked  to  return  for  another  examination 
next  year;  (2)  told  to  see  his  personal  phy- 
sician in  the  next  week  or  ten  days  concern- 
ing an  observation  made  at  the  examination ; 
or  (3) ,  if  cancer  is  suspected,  asked  to  remain 
for  further  study  at  the  Diagnostic  Clinic 
which  is  held  immediately  after  the  Detection 
Clinic.  At  this  session,  the  patient  is  studied 
by  a  staff  of  six  specialists,  who  examine 
him,  consult  together,  endeavor  to  diagnose 
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Table  3  Table  4 

Sites  of   Cancer  Age  and  Race   Distribution 

MOUTH  of  Patients  with  Cancer 

Lip   19 

Tongue  3  Age  White  Colored  Total 

Floor  of  mouth  1  19  and 

Other  parts   of   mouth   5  "ndel"  1     0.2%  2     0.5%  3       0.8% 

Nasopharynx   1  ^0-29  7     1.7  3     0.7  10       2.4 

30-39  22     5.4  14     3.5  36       8.9 

29  40-49  56  13.8  15     3.7  71     17.5 

DIGESTIVE  SYSTEM  50-59  74  18.3  14     3.5  88     21.8 

Stomach    3  «>-69  98  24.2  13     3.2  111     27.4 

Large  intestine  except  rectum 4  70-79  64  15.8  6     1.5  70     17.3 

Rectum  2  £0-89  14     3.5  1     0.2  15       3.7 

Biliary  passage  and  liver 2  f'0-99  1     0.2  1       0.2 

Liver    1  ■ 

337  83.2%         68  16.8%         405  100.0% 

12 
RESPIRATORY  TRACT 

Nose    3  cian.  Whenever  medical  or  surgical  care  is 

Trachea   (primary)  1  indicated,  the  examinee  is  advised  to  see  his 

Lung   l  doctor  within  a  week  or  ten  days,  and  his 

„  personal  physician  is  notified  by  letter.  These 

„„„.„_  _.  clinics  give  no  treatments.  Their  functions 

dRLAST     54  ,- .  .  ._.  ,, 

are:    (1)   to  examine;    (2)   to  diagnose  any 

GE1SFe"maielINARY  TRACT  condition  suggestive  of  malignancy;   (3)   to 

Cervix  uteri  69  report  significant  findings  to  the  patient's 

Corpus  uteri 8  personal   physician;    (4)    to   follow    up    all 

Ovary    3  £  i_        \if-  ■  i      -       -, 

Unspecified   .  ..  7  cases  of  cancer  when  this  service  is  desired 

—  by  the  personal  physician. 

Male  Every  case  of  cancer  goes  on  the  follow-up 

Prostate   4  list  and  remains  there  for  the  rest  of  the 

Unspecified  "  '.'.  5  patient's  life.  The  services  of  the  public  health 

—  departments  and  visiting  nurses  are  invalu- 
Kidney  i  able  in  this  essential  feature  of  the  program. 
Bladder  3  Malignant  lesions  in  two  additional  areas 

ioi  of  the  body — the  lung  and  the  stomach — are 

SKINT  ,.  ,  now  being  sought  in  specialized  programs. 

Malignant  melanoma  4  „,  ,     ,,  ,.  „  ,-,      m   n  , 

Other  lesions  186  Through  the  cooperation  of  the  Tuberculosis 

Section  of  the  State  Board  of  Health,  a  special 

OTHER  SITES  J  report   is   made   whenever   a   routine   chest 

Eye    4  film  indicates  the  possibility  of  malignant 

connecVive'tis'sue"':::::::::::::::::::::::::::::      i  disease,  primary  or  secondary.  The  director 

Lymph  nodes  l  of  the  Tuberculosis   Section  estimates  that 

„  one  cancer  of  the  lung  is  found  in  every  7,000 

'  or  8,000  chest  films. 

LYMPHOSARCOMA     1  _'         .      ,,  ... 

LEUKEMIA  1         Examination  ot  the  gastric  area  was  begun 

UNSPECIFIED    I !  3  on  March  6,  1950,  in  a  Gastric  Cancer  Detec- 

TOTAL  ~40"  ^on  M°fc>ile  Unit — the  only  one  in  the. world 

— in  which  a  Schmidt-Helm  camera  and  other 
roentgen  equipment  had  been  installed.  The 

his  condition,  and  make  recommendations  as  28-foot  trailer  is  complete  with  a  reception- 

a  group.  ist's  desk,  a  darkroom,  sinks,  and  a  heater. 

If  a  biopsy  is  indicated,  a  specimen  is  taken  By   the   "photofluorographic"    method,    pio- 

at  once,  or  the  patient  is  referred  to  his  per-  neered  by  Dr.  Roach  and  his  colleagues  at 

sonal  physician  for  this  procedure,  accord-  Johns  Hopkins,  40  or  more  roentgen  studies 

ing  to  the  circumstances.  For  other  diagnos-  of  the  stomach  can  be  made  in  a  day.  The 

tic  procedures,  such  as  dilatation  and  curet-  equipment  makes  it  possible  to  take  70  mm. 

tage,  removal  of  a  mass  in  the  breast,  and  films  of  the  esophagus  and  stomach  in  seven 

so  forth,  the  patient  is  referred  to  his  physi-  minutes,    necessitates    no    undressing,    and 
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makes  no  distressing  demands  on  the  exam- 
inee other  than  a  fasting  period  and  the 
drinking  of  barium. 

Results 

During  519  sessions  in  the  cancer  centers, 
12,418  persons  have  been  examined — 2,170 
men  (1,968  white,  202  colored)  and  10,248 
women  (9,239  white,  1,009  colored)  (table 
1).  Negative  findings  were  reported  for  28.9 
per  cent  of  all  examinees;  benign  conditions 
were  found  in  67.2  per  cent  (table  2).  Some 
8,100  examinees  have  been  referred  to  their 
personal  physicians  for  medical  or  surgical 
attention.  Among  the  procedures  recom- 
mended were:  230  operations  for  dilatation 
and  curettage,  1,538  other  operations,  156 
roentgen  studies  (in  addition  to  99  done  in 
the  centers),  and  197  courses  of  roentgen 
therapy.  Nine  hundred  and  eighty-three  biop- 
sies were  performed  in  the  centers. 

Three  and  three  tenths  per  cent  of  all  ex- 
aminees had  cancer.  This  means  that  one  case 
of  cancer  has  been  diagnosed  in  approximate- 
ly every  34  persons  examined  (table  3).  One 
in  every  14  white  men,  one  in  every  17  col- 
ored men,  one  in  every  18  colored  women, 
and  one  in  every  46  white  women  examined 
were  found  to  have  cancer.  Only  17.5  per  cent 
of  the  examinees  were  men — but  36.5  per  cent 
of  all  cancers  were  found  in  men.  A  little 
more  than  half  of  the  cancers  found  were  in 
the  early  stages,  and  slightly  more  than  half 
were  among  persons  under  60  (table  4) — in 
other  words,  among  those  who  could  be  ex- 
pected to  continue  to  be  productive  citizens. 

Conclusion 
As  was  stated  in  the  beginning  of  this  talk, 
the  primary  immediate  objective  of  this  pro- 
gram is  to  find  the  cases  of  cancer  in  North 
Carolina.  It  is  a  big  job,  but  not  a  hopeless 
one.  It  can  be  done,  and  with  the  help  of  the 
physicians  of  North  Carolina  it  will  be  done. 

Abstract  of  Discussion 

Dr.  James  F.  Marshall  (Winston-Salem):  In  the 
Forsyth  County  Cancer  Clinic  in  Winston-Salem 
v.re  have  found  a  total  of  71  cancers.  Carcinoma  of 
ihe  breast  or  cervix  made  up  48  per  cent  of  these 
cases,  and  the  total  number  of  cervical  cancers  was 
22.  Of  these  22  cases,  75  per  cent  were  stage  one 
carcinomas.  As  you  know,  these  early  lesions 
usually  make  up  less  than  20  per  cent  of  the  cases 
of  cancer  seen  in  most  clinics.  Six,  or  30  per  cent 
of  the  total,  were  preinvasive  carcinomas. 

This  high  percentage  of  early  cervical  cancer  is 
attributed  to  the  fact  that  biopsy  is  carried  out  on 
every  patient  who  has  any  deformity  or  erosion  of 
the  cervix.  Three  hundred  and  twenty-eight  biop- 
sies have  been  performed  on  the  2,400  patients  who 


have  come  to  the  clinic  since  it  was  opened  in 
July,  1948.  Approximately  6  per  cent  of  these  biop- 
sies have  disclosed  a  malignant  lesion. 

These  figures  point  up  the  fact  that  we  should 
do  biopsies  of  the  cervix  more  freely.  It  is  access- 
ible; removal  of  tissue  for  biopsy  is  practically 
painless,  and  there  is  very  little  bleeding  from  it. 
These  biopsy  specimens  are  removed  clockwise, 
anywhere  from  four  to  six  pieces  being  taken.  A 
tampon  is  inserted  afterwards,  and  the  woman  is 
told  that  she  will  have  a  little  bleeding  for  a  few 
days. 

Only  by  performing  biopsies  of  the  cervix  when- 
ever there  is  the  slightest  indication  can  we  detect 
cases  of  cervical  cancer  early  enough  to  raise  our 
percentage   of  cures   somewhat. 

Dr.  James  F.  Robertson  (Wilmington):  Our  vital 
statistics  for  1949  show  that  there  were  340  deaths 
from  cancer  in  North  Carolina — an  increase  of  142 
over  1948.  I  don't  believe  that  this  program  is  the 
answer  to  the  cancer  problem,  but  I  believe  it  is 
one  practical  approach  which  will  help  to  reduce 
that  mortality  rate. 

Our  little  clinic  in  Wilmington  has  been  in  oper- 
ation a  little  more  than  two  years.  We  have  exam- 
ined, I  believe.  2,650  people,  and  have  found  120 
new  cases  of  cancer.  Of  these  cases,  77  were  class- 
ified as  early  lesions.  We  have  been  surprised  at 
the  number  of  early  cancers  of  the  cervix  which 
have  been  detected  as  a  result  of  biopsy. 

You  can  mislead  yourself  and  your  patient  by 
taking  a  specimen  improperly.  As  much  of  the  cer- 
vical canal  as  possible  should  be  represented  in  the 
tissue  removed. 

Concerning  the  mobile  unit  for  the  detection  of 
gastric  cancer,  my  impression  has  been  that  the 
diagnosis  of  stomach  cancer  is  one  of  the  most 
difficult  to  make  by  x-ray.  I  wonder  if  this  mobile 
unit  is  not  going  to  do  more  harm  than  good  by 
giving  people  a  false  sense   of  security. 

Dr.  Henry  Fleming  Fuller  (Kinston):  In  Kinston 
we  feel  that  our  cancer  clinic  has  had  a  favorable 
effect  on  the  staff  in  their  own  private  practice. 
Especially  in  the  diagnostic  center,  where  the  in- 
ternists, the  radiologists,  the  dermatologists,  the 
surgeons,  the  gynecologists,  and  others  work  to- 
gether, we  follow  a  more  thorough  diagnostic  pro- 
cedure. Each  member  of  the  group  is  probably  a 
better  doctoi-  for  having  associated  with  others  in 
the  clinic,  and  for  discussing  cases  that  are  re- 
ferred from  the  detection  center  in  the  morning. 
Furthermore,  the  clinic  is  one  of  the  best  public 
relation  measures  that  we  haye  seen  in  our  com- 
munity. 

Dr.  Schram:  The  mobile  screening  unit  for  gas- 
tric cancer  has  not  been  in  operation  long  enough 
for  me  to  give  you  any  idea  of  the  results  being 
obtained,  or  of  the  cost  per  unit.  But  I  should  like 
to  make  it  clear  that  this  work  is  in  the  experi- 
mental stage,  and  that  we  have  emphasized  this 
fact  to  the  public.  We  are  seeking  to  evaluate  this 
method   of   finding   early  gastric   cancer. 

If  the  consultants,  as  they  read  the  films,  see 
anything  at  all  which  indicates  a  departure  from 
normal,  they  refer  that  individual  to  his  personal 
physician,  with  the  recommendation  for  a  complete 
study  of  the  upper  gastrointestinal  tract. 


Tuberculosis  rates  .  .  .  rose  in  every  European 
country  seriously  affected  by  the  war,  and  there  is 
a  growing  realization  in  Europe  that  tuberculosis 
is  our  main  public  health  problem. — Marc  Daniels, 
M.R.C.P.,  D.P.H.,  Brit.  M.J.,  Nov.  12,  1949. 
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"NOT  BY  MIGHT,  NOR  BY  POWER" 

It  is  traditional  at  this  time  of  the  year  to 
wish  one's  friends  "A  Merry  Christmas  and 
a  Happy  New  Year."  As  this  issue  of  the 
North  Carolina  Medical  Journal  is  going 
to  press,  however,  such  a  wish  would  sound 
like  a  hollow  mockery.  With  the  ominous 
threat  of  World  War  III  hanging  over  us,  and 
with  thousands  of  our  finest  young  people 
being  readied  for  sacrifice  on  the  altar  of 
Mars,  it  is  impossible  for  any  intelligent 
adult  to  feel  in  the  mood  to  say  or  to  hear 
wishes  for  happiness. 

It  is  a  sad  reflection  on  humanity  that 
before  the  world  has  recovered  from  World 
War  II,  it  is  preparing  for  another  war 
which  would  threaten  our  civilization,  as  we 
know  it.  In  such  a  conflict  all  nations  in- 
volved would  lose;  yet  national  leaders  are 
busy  stirring  up  their  people  to  such  hatred 
of  other  nations  that  they  will  be  willing  to 


kill  and  to  be  killed  by  men  whom  they  do 
not  know.  Thus  far  the  emphasis  has  been 
placed  upon  bigger  and  better  weapons  and 
armies  as  the  means  of  keeping  peace. 

A  recent  letter  from  one  of  the  most  intel- 
ligent young  women  in  this  state  contains  so 
much  food  for  thought  that  it  is  being  quoted 
in  part,  at  some  length,  for  the  thoughtful 
consideration  of  the  readers  of  this  journal : 

"I've  been  concerned— to  put  it  mildly— about  the 
state  of  the  world,  and  have  had  a  strong  feeling 
that  nothing  we  did  in  the  way  of  arming,  appeas- 
ing, or  arguing  would  have  the  slightest  effect 
unless  we  had  God's  help.  And  I  didn't  think  the 
nation  could  expect  that  unless  it  asked  for  it,  at 
least.  I'm  sure  that  many,  many  people  all  over  the 
country  have  been  praying  about  it,  but  I  felt  that 
something  more  than  individual  prayers  were 
needed.  I  felt  so  strongly  that  somebody  should  do 
something  that  I  finally  took  it  upon  myself  to 
write  letters  to  .  .  .  (three  ministers).  After  I'd 
mailed  them  I  felt  pretty  silly,  but  in  spite  of  that 
I  .  .  .  wrote  letters  to  Senators  Graham  and  Hoey, 
suggesting  that  they  ask  the  President  or  Congress 
to  call  for  a  national  day  of  prayer,  as  Wilson  did 
during   the   first   World   War. 

"I'm  sure  all  this  sounds  funny  coming  from 
me,  and  I  hasten  to  assure  you  that  I  haven't  gone 
off  my  rocker— but  I  think  the  lessons  in  the  Old 
Testament  make  it  all  too  plain  that  a  nation 
which  has  turned  away  from  God  (as  a  large  part 
of  ours  has)  won't  be  spared  just  because  their 
enemies  are  worse  than  they  are.  And  it  seems 
that  none  of  our  leaders  have  even  considered  ask- 
ing for  God's  help,  even  though  we  plainly  need  it. 

"It  hasn't  been  easy  to  write  this  letter,  or  the 
others  I've  written  .  .  .  but  I've  decided  there  are 
some  things  more  important  than  whether  or  not 
I  feel   silly." 

It  was  not  easy  for  the  young  lady  to  write 
as  she  did— but  her  effort  is  already  bearing 
some  fruit.  One  of  the  ministers  to  whom  she 
wrote  persuaded  the  members  of  the  Minis- 
terial Association  of  the  city  to  open  their 
churches  on  Sunday  afternoon  for  an  hour 
to  be  devoted  to  prayers  for  peace.  He  also 
suggested  to  his  members  that  they  write 
their  Senators  and  Representatives  in  Con- 
gress, urging  a  national  clay  of  prayer  for 
peace. 

This  sort  of  editorial  may  seem  out  of 
place  in  a  medical  journal;  but,  surely  it  is 
high  time  to  remember  the  words  that  are 
both  a  warning  and  a  promise:  "Not  by 
might,  nor  by  power,  but  by  my  spirit,  saith 
the  Lord  of  hosts." 
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THE  SOUTHERN  MEDICAL 
ASSOCIATION 

The  Forty-Fourth  Annual  Session  of  the 
Southern  Medical  Association  was  held  in 
St.  Louis,  November  13-16.  As  is  always 
the  case,  the  meeting-  was  well  attended,  the 
program  was  well  balanced,  and  the  exhibits, 
both  scientific  and  technical,  were  good.  The 
weather  was  ideal — generally  fair  and,  until 
the  last  day,  quite  warm. 

For  North  Carolinians  the  session  was 
quite  noteworthy.  Our  own  Hamilton  Mc- 
Kay was  its  president.  His  presidential  ad- 
dress, "Weighed  in  the  Balance,"  delivered 
before  the  General  Session  on  Tuesday 
morning,  was  a  thoughtful  discussion  of 
present  day  medical  problems,  and  received 
most  favorable  comment.  Dr.  Banks  Ander- 
son of  Durham  talked  before  the  same  Gen- 
eral Session  on  "Ocular  Lesions  in  Certain 
Congenital  and  Hereditary  Syndromes." 
Three  scientific  exhibits  were  prepared  by 
North  Carolinians,  and  at  least  fifteen  others 
presented  papers  before  section  meetings. 
There  were  at  least  three  section  officers 
from  this  state. 

The  total  registration,  as  reported  in  the 
last  Daily  Bulletin,  was  3,405,  including 
1,920  physicians,  582  "ladies"  (not  includ- 
ing feminine  doctors),  432  students,  and  471 
exhibitors.  Sixty-two  physicians  from  North 
Carolina  were  registered. 

The  Southern  Medical  Association  Re- 
search Award  was  given  to  Dr.  Guy  L. 
Hunner  of  Baltimore,  for  his  work  on  the 
diagnosis  and  treatment  of  medical  and  sur- 
gical diseases  of  the  genitourinary  tract. 

Dr.  Curtice  Rosser  of  Dallas,  Texas,  was 
elected  to  succeed  Dr.  McKay  as  president 
of  the  Association ;  and  Dr.  R.  J.  Wilkinson 
of  Huntington,  West  Virginia,  was  elected 
president-elect.  Other  officers  elected  were: 
first  vice  president,  Dr.  Walter  C.  Jones, 
Miami;  second  vice  president,  Dr.  Edwin  C. 
Ernst,  St.  Louis;  chairman  of  the  board  of 
trustees,  Dr.  E.  Vernon  Mastin,  St.  Louis; 
chairman  of  the  Council,  Dr.  F.  A.  Holden, 
Baltimore. 

The  secretary-treasurer,  Mr.  C.  P.  Loranz, 
and  the  editor  and  assistant  editor  of  the 
Journal,  Dr.  M.  Y.  Dabney  and  Mrs.  Eugenia 
B.  Dabney,  had  been  elected  previously  for 
five  year  terms. 


THE  NEED  FOR  CAUTION  IN  USING 
NEW  REMEDIES 

Perhaps  the  last  major  address  of  the  late 
Dr.  Logan  Clendening — and  one  of  his  best — 
was  delivered  before  the  sesquicentennial 
meeting  of  the  Connecticut  State  Medical 
Society  in  1942,  on  the  subject,  "Resistance 
to  Change  as  a  Contribution  to  Medical 
Progress."  Dr.  Clendening  quoted  —  and 
might  have  used  as  his  text — Pope's  couplet : 

Be  not  the  first  by  whom  the  new  is  tried 
Nor  yet   the   last  to   lay  the   old   aside. 

At  the  recent  meeting  of  the  Southern 
Medical  Association,  two  papers  read  before 
the  Section  on  Gastroenterology  and  one  be- 
fore the  Section  on  Medicine,  together  with 
the  ensuing  discussions,  served  as  reminders 
of  Dr.  Clendening's  address.  The  first  two 
were  an  evaluation  of  Banthine;  the  third 
was  on  the  effect  of  Cortisone  on  bacterial 
infections. 

Drs.  Plummer,  Burke,  and  Williams,  of  the 
Medical  College  of  Virginia,  presented  a 
paper  on  Banthine  in  peptic  ulcer  and  ulcer- 
ative colitis.  Dr.  Poth,  of  the  University  of 
Texas  Medical  School  at  Galveston,  discussed 
Banthine  in  duodenal  ulcer.  It  was  agreed 
that  the  chief  merit  of  Banthine  lies  in  its 
power  to  give  quick  relief  from  pain ;  that  it 
does  not  hasten  the  healing  process  in  ulcer; 
and  that  its  untoward  effects,  such  as  re- 
tention of  urine,  disturbance  of  vision,  and 
heartburn,  might  outweigh  its  beneficial 
results. 

Dr.  Max  Michael,  of  Emory  University 
School  of  Medicine,  warned  that  either  Cor- 
tisone or  ACTH  might  interfere  with  the 
inflammatory  process,  which  raises  a  bar- 
rier against  bacterial  invasion.  He  also 
pointed  out  that  the  signs  of  bacterial  in- 
fection, such  as  fever  and  malaise,  might  be 
masked  until  it  is  too  late  for  antibiotics  or 
sulfonamides.  Cases  were  cited  in  which 
staphylococcus  infection  through  boils,  and 
pneumonia  without  fever  developed  in  pa- 
tients under  Cortisone  therapy.  Heroic  doses 
of  penicillin  became  necessary,  and  Corti- 
sone had  to  be  discontinued. 

Now  that  newspapers  and  magazines  ex- 
tol the  virtues  of  every  new  medical  dis- 
covery, it  is  well  to  remember  that  potent 
remedies  may  have  power  to  do  harm  as  well 
as  good.  It  is  our  duty  to  protect  our  patients 
from  overenthusiasm,  especially  in  the 
period  of  probation  which  every  new  remedy 
should  undergo. 
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DRAMAMINE  VS.  HYOSCINE 

Dr.  Leslie  N.  Gay's  discovery  of  the  effec- 
tiveness of  Dramamine  against  motion  sick- 
ness is  an  excellent  example  of  serendipity. 
Serendipity,  it  may  be  remembered,  was  the 
subject  of  the  late  Dr.  Milton  Rosenau's  ad- 
dress to  the  State  Public  Health  Association 
in  1937.  It  means  the  discovery,  by  accident 
or  sagacity,  of  things  one  is  not  in  search  of. 
Dr.  Gay  was  in  search  of  a  new  antihista- 
minic  when  he  combined  Benadryl  and  amino- 
phylline.  The  new  compound  proved  to  be  a 
poor  antihistaminic  but  an  excellent  antidote 
for  motion  sickness.  Now  it  is  standard  equip- 
ment for  air  or  sea  travel,  and  is  also  being 
used  for  the  nausea  of  pregnancy  or  radia- 
tion sickness. 

An  editorial  in  the  British  Medical  Journal 
for  September  23  reminds  us  that  an  older 
and  much  cheaper  remedy  has  been  shown  to 
be  even  more  effective  in  combating  various 
forms  of  nausea.  During  the  war  Holling, 
McArdle,  and  Trotter11  >  found  hyoscine  to  be 
the  best  remedy  for  seasickness.  More  recent- 
ly Chinn  and  Oberst'-1  have  shown  that  it  is 
more  effective  against  seasickness  than  either 
Dramamine  or  Benadryl. 

"Thirty  per  cent  of  those  taking  Benadryl 
vomited,"  the  editorial  states,  "and  28.7  per 
cent  of  those  taking  Dramamine,  but  of  those 
taking  hyoscine  only  19.3  per  cent  vomited. 
It  is  a  reasonable  conclusion  from  this  that 
on  present  evidence,  in  all  forms  of  sickness 
which  have  been  considered  —  vomiting  of 
pregnancy,  irradiation  sickness,  sickness 
after  labyrinth  operations,  and  different 
forms  of  motion  sickness — hyoscine  is  the 
best,  as  it  is  certainly  by  far  the  cheapest 
remedy.  It  is  also  much  less  likely  to  cause 
drowsiness  or  confusion." 

Experience  has  shown  that  hyoscine,  in 
doses  of  1/100  to  1/200  grain  (.6' to  .3  mg.) 
is  an  excellent  sedative.  Occasionally  it  causes 
a  temporary  confusion  or  delirium,  but  it 
never  nauseates,  and  it  seems  to  act  best  in 
those  patients  who  do  not  tolerate  opiates 
well.  It  is  also  one  of  the  most  effective  rem- 
edies in  Parkinson's  syndrome. 
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WORLD  MEDICAL  ASSOCIATION 

ENJOYS  HOSPITALITY  OF 

AMERICAN  BUSINESS 

One'  problem  of  entertaining  the  General 
Assembly  of  the  World  Medical  Association 
resulted  from  the  foreign  exchange  regula- 
tions of  many  countries,  which  would  have 
made  it  financially  difficult  or  impossible 
for  many  foreign  delegates  to  attend.  For- 
tunately, a  number  of  American  business 
firms  cheerfully  offered  to  provide  luncheons 
and  dinners  throughout  the  convention, 
thereby  eliminating  one  considerable  item  of 
expense. 

A  high  light  of  the  occasion  came  on 
Friday,  October  20,  when  as  guests  of  the 
A.  H.  Robins  Company  of  Richmond  the 
visiting  doctors  and  their  wives  visited  West 
Point,  where  they  were  addressed  by  Secre- 
tary of  the  Army  Frank  Pace  at  a  luncheon. 
After  lunch  the  delegation  reviewed  the 
troops,  toured  the  campus,  and  saw  a  football 
game  between  the  freshman  teams  of  the 
Army  and  Colgate  University. 

Another  social  feature  was  a  luncheon 
given  by  Eaton  Laboratories  of  Norwich, 
New  York,  on  Wednesday,  October  18,  at  the 
Hotel  Pierre.  Here  the  wives  were  given  a 
number  of  American  mementos  from  twenty 
different  firms. 

Other  organizations  which  played  host  to 
the  delegation  were: 

Ortho  Pharmaceutical  Corp. 

International  Business  Machines  Corp. 

National  Broadcasting  Company 

B.  Altman's 

E.  R.  Squibb  &  Sons 

E.  R.  Squibb  Inter-American  Corp.  of  N.  Y. 

William  R.  Warner  &  Company 

S.  Dewitt  Clough 

Eli  Lilly  &  Company 

Burroughs  Wellcome  and  Company 

Schering  Corporation 

American  Medical  Association 

Parke-Davis  Company 

Such  generous  hospitality  should  do  much 
to  create  good  will  toward  America  and 
American  business. 
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DOCTORS  I  HAVE  KNOWN 

Loy  Malone 

Mills  High  School 

Louisburg,  N.  C. 

How  many  people  have  ever  experienced 
the  overwhelming  anxiety  that  young  doctors 
must  face  when  they  receive  their  first  call, 
deliver  their  first  baby,  or  first  watch  Death 
steal  a  patient?  How  many  people  have  ever 
stopped  to  think  of  the  unlimited  hours  of 
studying,  lecturing,  sacrificing,  and  train- 
ing necessary  for  young  men  to  enter  the 
medical  profession?  We,  the  average  Ameri- 
cans, do  not  realize  the  numerous  trials 
and  hardships  with  which  doctors  of  today 
are  subjected.  Just  because  they  are  so  pro- 
fessional looking  in  their  comfortable  offices, 
we  are  led  to  believe  that  their  lives  run  as 
smoothly  as  their  office  systems  do  under 
the  competent  direction  of  a  chic  secretary. 
We  think  just  because  the  horse  and  buggy 
days  are  over,  that  midnight  calls  on  cold 
nights  are  over  too.  Life's  cycle  is  still  con- 
tinuing —  babies  being  born,  growing  up, 
having  mumps  and  measles,  diseases  striking 
at  all  age  groups,  old  ones  dying.  The  doctors 
of  today  play  just  as  important  a  part  in 
these  miracles,  life  and  death,  as  they  ever 
did.  Few  people  render  greater  service  to  the 
welfare  of  a  community  than  do  the  doctors. 
Not  only  do  they  aid  the  afflicted,  but  they 
wield  a  great  influence  over  those  of  good 
health,  urging  them  to  adhere  to  the  prin- 
ciples of  good  health  and  the  laws  of  sani- 
tation. 

The  doctors  I  know  are  reputable,  depend- 
able men  who  fulfill  alb  my  expectations. 
They  not  only  relieve  physical  pain,  but  they 
also  ease  the  tormented  minds  and  hearts  of 
a  patient's  loved  ones  by  their  gift  of  under- 
standing. It  means  a  great  deal  to  a  patient 
to  know  that  his  doctor  maintains  a  personal, 
as  well  as  professional,  interest  in  him  and 
his  well-being.  Our  doctors  are  often  over- 
burdened because  many  of  their  patients  take 
up  so  much  of  their  time  with  long  tales  of 
imaginary  aches  and  pains.  Even  so,  the  doc- 
tors I  know  have  earned  the  love  and  respect 


of  all  who  know  them  by  their  never  failing 
to  come  when  called  and  for  their  willingness 
to  sacrifice  themselves  for  others. 

Doctors  assume  the  responsibility  of  the 
health  of  their  communities  and  carry  this 
responsibility  in  their  hands,  heads,  and 
hearts.  In  swearing  to  the  Hippocratic  Oath, 
doctors  make  a  solemn  declaration,  with  an 
appeal  to  God  as  their  witness,  that  they  will 
go  beyond  the  line  of  duty  to  ease  the  suffer- 
ing of  any  race,  creed,  or  color.  With  this 
oath  in  their  hearts,  they  travel  a  rather 
silent  and  humble  path,  whose  success  is 
measured,  not  in  dollars  and  cents,  but  in  the 
health  and  happiness  of  their  patients.  Their 
names  do  not  blaze  forth  in  newspapers  and 
magazines,  but  they  do  burn  forever  in  the 
hearts  of  the  men  and  women  they  serve. 

Practicing  medicine  to  doctors  is  more 
than  just  a  profession;  it  is  their  life! 
This  is  as  it  should  be.  When  a  man  or  woman 
dedicates  his  life  to  humanity,  a  doctor  is 
born ! 


CORRESPONDENCE 


Prize-winning1  essay  in  the  High  School  Essay  Contest  spon- 
sored  by  the  Public  Relations   Committee. 


To  the  Editor: 

I  am  writing  to  extend  a  cordial  invitation 
to  members  of  the  medical  profession  in 
North  Carolina  to  attend  a  two-day  Sectional 
Meeting  of  the  American  College  of  Surgeons 
at  Hot  Springs,  Virginia,  on  February  26 
and  27.  The  Homestead  will  be  headquarters 
for  the  meeting  and  requests  for  hotel  accom- 
modations should  be  directed  to  The  Home- 
stead in  Hot  Springs. 

The  program  for  this  meeting  will  include 
new  surgical  motion  pictures,  a  special  pro- 
gram on  trauma,  a  cancer  symposium,  and 
panels  or  papers  on  The  Effect  of  Vaso- 
dilator Drugs  on  the  Circulation  of  the  Ex- 
tremities, Chest  Injuries,  Fractures  about 
the  Ankle  Joint,  Neck  Surgery,  Peptic  Ulcer, 
Cancer  of  the  Tongue  and  Mouth,  Cancer  of 
the  Cervix,  Cancer  of  the  Lung,  Injuries  to 
the  Biliary  Ducts,  Ulcerative  Colitis,  Surgi- 
cal Aspects  of  Acute  Head  Injuries,  Rehabili- 
tation of  Severely  Burned  Patients  by  Plastic 
Surgery,  Emergencies  Arising  During  Oper- 
ation, and  Surgery  of  the  Colon,  Anus  and 
Rectum. 

A  five-dollar  registration  fee  will  be  re- 
quired, except  from  Fellows  and  members  of 
the  Junior  and  Senior  Candidate  Groups  of 
the  College,  and  interns  and  residents,  but 
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we  are  confident  that  the  physician  or  sur- 
geon in  practice  will  find  the  program  worth 
many  times  the  registration  fee. 

As  Chairman  of  the  Committee  on  Ar- 
rangements I  can  assure  you  that  the  Fellows 
of  the  College  in  Virginia  will  give  full  co- 
operation in  assisting  members  of  the  medi- 
cal profession  in  North  Carolina  to  take  full 
advantage  of  this  excellent  meeting  if  they 
will  come  to  Hot  Springs  on  February  26 
and  27. 

Sincerely  yours, 

Claude  C.  Coleman,  M.D.,  F.A.C.S. 

Chairman,   Committee  on 
Arrangements 


BULLETIN  BOARD 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Postgraduate  medical  courses  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Rocky  Mount  be- 
ginning January  16,  with  the  Nash-Edgecombe 
Medical  Society  as  co-sponsor;  at  Elizabeth  City, 
Edenton,  and  Ahoskie  beginning  January  17,  with 
the  First  Medical  District  as  co-sponsor,  and  at 
Raleigh  beginning  January  18,  with  the  Wake 
County  Medical  Society  as  co-sponsor.  The  pro- 
grams are  as  follows: 
ROCKY  MOUNT 
January  16 — ■ 

4:00     "Diabetes  in  Pregnancy" 
7:30     Topic  to  be  announced 

Dr.   Priscilla   White,   Tufts    Medical    Col- 
lege, Boston. 
January  23 — 
4:00 
7:30     Topics  to  be  announced 

Dr.    Charles    F.    McKhann,    Western    Re- 
serve    University     School     of     Medicine, 
Cleveland. 
January  30 — 
4:00 

7:30     Management  of  Cardiovascular  Disease  in 
General  Practice 

Dr.  J.   Edwin   Wood,   University   of   Vir- 
ginia School  of  Medicine,  Charlottesville. 
February  6 — 

4:00     "Office   Dermatology" 
7:30     Topic  to  be  announced 

Dr.    A.    Benson    Cannon,    Columbia    Uni- 
versity  College    of   Physicians   and    Sur- 
geons,  New  York   City. 
February  20— 

4:00     "Abdominal   Pain" 

7:30     "Special    Problems    in    Geriatrics" 

Dr.     Chester     M.     Jones,     Massachusetts 
General  Hospital,  Boston. 
February  27 — 

4:00     "Breech    and    Transverse    Positions" 
7:30     "Toxemias   of   Pregnancy" 

Dr.    H.    Hudnall    Ware,    Medical    College 
of  Virginia,  Richmond. 


ELIZABETH    CITY,   EDENTON,   AND    AHOSKIE 
(Elizabeth  City) 
January   17 — 

4:00     "Early   Diagnosis   of   Cancer   of   the   Fe- 
male Genital  Tract" 
7:30     "Methods    of    Treatment" 

Dr.     Houston     Everett,     Johns     Hopkins 
University     School    of     Medicine,     Balti- 
more. 
(Ahoskie) 
January  24 — 
4:00 
7:30     Topics   to   be   announced 

Dr.    Charles    F.    McKhann,    Western    Re- 
serve    University     School     of     Medicine, 
Cleveland. 
(Edenton) 
January    31 — 
4:00 

7:30     "Management  of   Cardiovascular   Disease 
in  General  Practice" 

Dr.   J.   Edwin   Wood,   University   of  Vir- 
ginia School  of  Medicine,  Charlottesville. 
(Elizabeth    City) 
February  7 — 

4:00     "Office   Dermatology" 
7:30     Topic   to   be   announced 

Dr.    A.    Benson    Cannon,    Columbia    Uni- 
versity  College   of   Physicians    and    Sur- 
geons,  New   York    City. 
(Edenton) 
February  28— 

4:00     "Breech  and   Transverse  Positions" 
7:30     "Toxemias    of    Pregnancy" 

Dr.  H.  Hudnall  Ware,  Medical  College  of 
Virginia,   Richmond. 

Research  grants  for  the  present  year  include: 

Department  of  Pathology — $11,000  to  continue 
a  study  of  clotting  defect  in  hemophilia  and  $5,000 
in  support  of  a  cancer  teaching  program  to  im- 
prove the  teaching  of  pathology  of  neoplasms  to 
medical  students,  from  the  U.  S.  Public  Health 
Service:  $2,900  to  Dr.  K.  M.  Brinkhous  for  a  study 
on  fractionation  of  blood  from  the  Atomic  Energy 
Commission,  administered  by  the  American  Red 
Cross. 

Department  of  Physiology — $5,500  from  the  Na- 
tional Heart  Institute  to  Dr.  E.  P.  Hiatt  for  a  study 
of  the  effects  of  veratrum  and  cinchona  alkaloids 
en  the  cardiovascular  system;  $13,250  from  the 
U.  S.  Public  Health  Service  to  Dr.  John  H.  Fergu- 
son to  continue  a  blood  coagulation  research  pro- 
ject; $7,250  from  the  U.  S.  Public  Health  Service 
to  Dr.  A.  T.  Miller  for  studies  on  obesity  as  a 
physiological  stress;  $3,000  from  the  University 
Physical  Education  Department  to  Dr.  A.  T.  Miller 
to  continue  studies  on  fatigue. 

Department  of  Biological  Chemistry — $4,500  from 
the  U.  S.  Atomic  Energy  Commission  to  study  the 
effect  of  fluoride,  using  radioisotope  tracer  tech- 
niques, on  the  rate  of  deposition  and  exchange  of 
calcium  and  phosphorus  when  gradient  levels  of 
fluoride  and  structural  elements  are  administered; 
and  to  determine  the  biological  purpose  and  metab- 
olic function  of  magnesium  and  potassium  in  cal- 
cified tissues,  and  how  these  constituents  too  are 
affected  by  gradient  levels  of  fluorides. 

Department  of  Anatomy — $3,000  from  the  Jane 
Coffin  Childs  Memorial  Fund  for  Medical  Research 
to  Dr.  C.  W.  Hooker,  for  a  study  of  testicular  tu- 
mors in  mice  and  the  problem  of  the  nature  of  the 
tumor  cell;  $6,912  from  the  U.  S.  Public  Health 
Service  to  Dr.  C.  W.  Hooker  for  studies  on  the  bio- 
synthesis and  metabolism  of  progesterone;   $17,000 
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from  the  U.  S.  Atomic  Energy  Commission  to  Dr. 
C.  D.  VanCleave  and  Dr.  C.  T.  Kaylor  to  continue 
a  radio-autographic  study  of  the  localization  of 
radioberyllium  in  the  tissues  of  the  rat. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Public  Health 

An  Institute  on  Radiological  Health  was  held  at 
Chapel  Hill,  on  October  4  and  5,  for  the  health 
officers  and  medical  personnel  of  the  State  Board 
of  Health.  It  was  the  fourth  in  a  series  of  "Con- 
tinuation Education"  courses  being  developed  by 
the  School  of  Public  Health  for  personnel  in  Pub- 
lic Health  and  related  fields.  It  was  given  in  co- 
operation with  the  Radiological  Health  Branch  of 
the  Public  Health  Service,  Federal  Security  Admin- 
istration, and  the  North  Carolina  State  Board  of 
Health. 

The  purpose  of  the  institute  was  to  acquaint  the 
health  officers  throughout  the  state  with  several 
aspects  of  radiological  health  in  which  changes 
have  been  wrought  by  recent  discoveries  and  pro- 
cesses in  the  field.  The  increased  importance  of 
radiology  in  diagnosis  and  therapy,  and  the  prob- 
lem of  industrial  hygiene,  which  arises  from  the 
increased  use  of  radiation  and  radioisotopes  in  in- 
dustry, were  the  main  points  of  discussion.  The 
medical  problems  encountered  in  atomic  disaster 
also  received  much  attention  in  the  discussion 
periods. 

The  faculty  was  composed  of  Dr.  Samuel  Ingra- 
ham,  II,  and  Dr.  F.  W.  Kratz  from  the  Radiological 
Health  Branch  of  the  Public  Health  Service;  Dr. 
George  Doak,  from  the  University  of  North  Caro- 
lina School  of  Public  Health;  and  S.  T.  Marsh, 
North   Carolina   State   Board   of   Health. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Frank  R.  Lock,  professor  of  obstetrics  and 
gynecology,  was  elected  to  membership  in  the 
American  Gynecologic  Club  at  a  meeting  held  in 
Boston  on  November  3  and  4. 

Dr.  George  T.  Harrell,  Jr.,  professor  of  internal 
medicine,  spoke  on  the  subject  of  "Myxedema"  to 
the  Rome  and  Anderson  County  Medical  Societies 
at  Oak  Ridge,  Tennessee,  on  November  28.  He  con- 
ducted a  elinieopathologic  conference  for  the  Dis- 
trict of  Columbia  Medical  Society  in  Washington 
on  November  29. 

Dr.  David  Cayer,  associate  professor  of  internal 
medicine,  was  re-elected  secretary  of  the  Section  on 
Gastroenterology  of  the  Southern  Medical  Associa- 
tion at  the  meeting  in  St.  Louis,  Missouri,  this 
month. 

Dr.  Manson  Meads,  instructor  in  internal  medi- 
cine, was  recently  made  a  charter  member  of  the 
Temple  University  chapter  of  Alpha  Omega  Alpha, 
national  honor  medical  society. 

Dr.  Manson  Meads  and  Dr.  Charles  Welfare  have 
been  certified  by  the  American  Board  of  Internal 
Medicine. 

Dr.  Ernest  Yount,  instructor  in  internal  medi- 
cine, spoke  on  the  subject  of  ACTH  at  the  dinner 
meeting  of  the  Robeson  County  Medical  Society 
in  Lumberton  on  December  4. 


Dr.  Richard  L.  Masland,  associate  professor  of 
neuropsychiatry,  gave  the  presidential  address  at 
the  meeting  of  the  Southern  Electroencephalo- 
graphic  Society  in  Williamsburg,  Virginia,  on  No- 
vember 26.  Dr.  Marvin  Rosenblum,  assistant  in 
neurology,  presented  the  paper  prepared  in  collab- 
oration with  Dr.  Masland  on  "Metrazol  Activation 
of   the   Electroencephalograph." 

Dr.  George  T.  Harrell,  Jr.,  professor  of  internal 
medicine,  is  the  contributor  of  four  chapters  to  the 
section  on  "Infectious  Diseases"  in  the  new  book, 
Pathologic  Physiology:  Mechanisms  of  Disease,  ed- 
ited by  Dr.  William  A.  Sodeman  of  the  Tulane 
University  School  of  Medicine.  The  chapters  con- 
cern "Factors  Affecting  Infections,"  "Effects  of 
Infection,"  "Recovery  from  Infection,"  and  "Alter- 
ation of  the  Course  of  an  Infection." 

Dr.  Janet  Mackie,  assistant  professor  of  pre- 
ventive medicine,  is  in  London,  England,  where  she 
went  to  participate  in  a  conference  sponsored  by 
the  Colonial  Department  of  the  University  of  Lon- 
don Institute  of  Education.  Dr.  Thomas  T.  Mackie, 
professor  of  preventive  medicine,  conducted  a  sem- 
inar on  "Health  Conditions  in  the  Dominican 
Republic"  for  students  and  faculty  members  of 
Harvard   University  on   November  22. 

Dr.  Harold  D.  Green,  professor  of  physiology  and 
pharmacology,  was  a  speaker  at  the  ninth  regional 
meeting  of  the  American  College  of  Physicians  held 
at  the  University  of  North  Carolina  School  of  Med- 
icine in  Chapel  Hill  on  December  8.  His  subject 
was  "Value  of  Quantitative  Studies  (skin  tempera- 
tures and  Na  24  clearances)  of  the  Peripheral  Cir- 
culation in  the  Evaluation,  Diagnosis,  and  Treat- 
ment of  Peripheral  Vascular  Disease." 


State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners  which 
was  elected  at  the  meeting  of  the  Medical  Society 
of  the  State  of  North  Carolina  in  May,  1950,  has 
now  assumed  office.  The  board  is  composed  of  the 
following  officers  and  members:  Dr.  Newsom  P. 
Battle,  Rocky  Mount,  president;  Dr.  Joseph  J. 
Combs,  Raleigh,  secretary;  Dr.  L.  Randolph  Doffer- 
myre,  Dunn;  Dr.  Clyde  R.  Hedrick,  Lenoir;  Dr. 
Amos  N.  Johnson,  Garland;  Dr.  James  P.  Rous- 
seau, Winston-Salem;  Dr.  Heyward  C.  Thompson, 
Shelby. 

The  next  meeting  of  the  board  will  be  held  at 
the  Robert  E.  Lee  Hotel,  Winston-Salem,  on  Mon- 
day, January  15,  1951,  at  which  time  applicants  for 
licensure  by  endorsement  will  be  interviewed. 


North  Carolina  Neuropsychiatric 
Association 

The  fall  meeting  of  the  North  Carolina  Neuro- 
psychiatric Association  was  held  at  Morganton  on 
November  3.  Dr.  William  F.  Hillier,  Jr.,  spoke  on 
"Head  Injuries,"  and  Dr.  John  D.  Bradley  dis- 
cussed "Psychosomatic  Problems."  Dr.  Wingate  M. 
Johnson  led  a  round  table  discussion  on  problems 
of  aging,  in  which  Dr.  James  W.  Murdoch  and 
Dr.  Robert  L.  Garrard  participated.  The  meeting 
was  then  thrown   open  for  a   general   discussion. 

Officers  for  the  association  are:  Dr.  John  S.  Mc- 
Kee,  Jr.,  president;  Dr.  Robert  L.  Garrard,  vice 
president;  Dr.  R.  Charman  Carroll,  secretary,  and 
Dr.  Robert  L.  Craig,  treasurer.  Dr.  George  F. 
Sutherland  is   president-elect. 
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News  Notes  from  the  State  Board 
of  Health 

In  1923,  the  ten  leading  causes  of  death  in  North 
Carolina  were  in  the  following  order:  pneumonia 
and  influenza,  heart  disease,  tuberculosis,  apoplexy, 
nephritis,  prematurity,  diarrhea  and  enteritis  in 
children  under  two  years  old,  accidents  other  than 
motor,  cancer  and  measles.  For  1948,  the  ten  lead- 
ing causes  of  death  were  listed  in  the  following 
order:  heart  disease,  apoplexy,  cancer,  nephritis, 
pneumonia  and  influenza,  accidents  not  associated 
with  motor  vehicles,  prematurity,  tuberculosis,  mo- 
tor vehicle  accidents,  and  diabetes  mellitus.  Cancer 
jumped  from  ninth  to  third  place  as  a  cause  of 
death.  Tuberculosis  dropped  from  third  to  eighth. 
Heart  disease  took  precedence  over  all  others  and 
diabetes  mellitus  appeared  in  the  group  in  1948, 
ranking  tenth.  Between  1918  and  1948  the  infant 
death  rate  in  Noi-th  Carolina  dropped  from  101.8 
per  one  thousand  live  births,  to  35.3,  while  maternal 
deaths  fell  from  10.8  per  one  thousand  live  births 
to  1.9. 

The  Public  Health  Statistics  Section  of  the  State 
Board  of  Health  has  just  issued  a  leaflet  tell- 
ing how  death  certificates  are  filed  in  North  Caro- 
lina. If  you  would  like  a  copy  of  this  publication, 
address  vour  request  to  "Health,"  in  care  of  Radio 
Station  WPTF,  Raleigh. 

Watts  Hospital  Symposium 

The  Eighth  Annual  Watts  Hospital  Medical  and 
Surgical  Symposium  will  be  held  at  the  Carolina 
Theater  in  Durham  on  February  14  and  15,  1951. 
The  program  will  include,  in  addition  to  individual 
papers,  a  clinicopathologic  conference  and  two  pan- 
el discussions — one  on  "Headache,"  and  the  other 
on  "Respiratory  Infections."  The  complete  program 
will  appear  in  the  January  issue  of  the  NORTH 
CAROLINA   MEDICAL  JOURNAL. 


North  Carolina  Radiological  Society 

The  following  officers  were  elected  at  the  North 
Carolina  Radiological  Society  business  meeting  at 
Watts  Hospital  in  Durham  on  November  11:  Dr. 
J.  T.  MaiT,  Winston-Salem,  president;  Dr.  J.  Don- 
ald McRae,  Asheville,  vice  president;  Dr.  Allen 
Tuggle,  Charlotte,  president-elect;  Dr.  James  E. 
Hemphill,  Charlotte,  secretary-treasurer.  In  addi- 
tion to  the  officers,  the  executive  committee  con- 
sists of  Dr.  G.  W.  Murphy  of  Asheville,  Dr.  G.  B. 
Barefoot  of  Wilmington,  Dr.  Robert  Reeves  of  Dur- 
ham, Dr.  Allan  Tuggle  of  Charlotte,  and  Dr.  J.  D. 
McRae  of  Asheville. 


Forsyth  County  Medical  Society 

Dr.  David  F.  James,  of  Emory  University  Hos- 
pital, Atlanta,  discussed  ACTH  at  the  regular 
monthly  meeting  of  the  Forsyth  County  Medical 
Society  on  November  14. 

Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society,  at  its  reg- 
ular monthly  meeting  on  November  13,  was  enter- 
tained at  dinner  by  the  Morehead  City  Hospital. 

The  topics  discussed  were  "The  Control  of  Dia- 
betes," "The  Examination  of  Nursery  Milk  Speci- 
mens," "The  Proposed  Blood  Bank,"  "The  Medical 
Historical  Commission,"  and  "Voluntary  Health 
Insurance." 

In  the  matter  of  diabetes  control,  the  society  de- 
cided to  set  aside  the  period  of  December  11  to  16, 
as  a  time  for  the  family  physician  to  make  free 
urinalyses  for  diabetes  for  any  of  his  patients. 
It  was  decided  that  the  place  for  these  examina- 
tions would  be  the  physician's  office  and  not  in  the 


health  department.  The  action  of  this  society  is 
another  answer  to  the  proponents  of  socialized 
medicine. 

Specimens  of  milk  and  nipples  used  in  the  nurs- 
ery of  the  Morehead  City  hospital  are  being  exam- 
ined from  time  to  time  by  the  Carteret  County 
Health   Department  laboratory. 

The  proposed  Craven  County  and  Carteret  Coun- 
ty Blood  Bank,  sponsored  by  the  American  Red 
Cross,  is   still  in  the  formative   stage. 

The  president  of  the  local  society,  Dr.  S.  W. 
Hatcher,  appointed  the  following  committee  to  co- 
operate with  the  Historical  Commission  of  the 
State  Medical  Society:  Dr.  B.  F.  Royal,  chairman; 
Dr.  C.  S.  Maxwell,  Dr.  F.  E.  Hyde,  and  Dr.  N. 
Thomas   Ennett. 

One  of  our  members,  Dr.  K.  P.  B.  Bonner,  is  a 
charter  member  of  the  State  Historical  Commis- 
sion. 

The  Blue  Cross  and  Blue  Shield  Insurance  Com- 
panies had  representatives  at  the  meeting  for  the 
purpose  of  explaining  the  important  features  of  the 
contract  to  the  physicians.  These  representatives 
claim  that  some  900,000  persons  in  North  Carolina 
were  covered  by  voluntary  health  and  hospital  in- 
surance issued  by  these  companies. 

Dr.  S.  W.   Hatcher,  president,  presided. 

Reported    by    N.    Thomas    Ennett, 
Corresponding    Secretary. 


CORRECTIONS 


In  the  editorial  on  "World  Medical  Association 
Editors'  Meeting"  in  the  November  issue  of  the 
NORTH  CAROLINA  MEDICAL  JOURNAL,  refer- 
ence was  made  to  Dr.  Austin  Smith,  editor  of  the 
Journal  of  the  American  Medical  Association.  Dr. 
Smith  was  formerly  secretary  rather  than  chairman 
of  the  Council  on  Pharmacy  and  Chemistry,  as  we 
stated. 

We  regret  the  discrepancy  between  the  title  page 
of  the  November  issue  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL  and  the  articles  appearing 
in  the  body  of  the  magazine.  Corrections  have  been 
made  in  the  yearly  index  of  the  Journal,  and  have 
been  sent  to  the  Army  Medical  Library  and  to  the 
Quarterly  Cumulative  Index  Medicus  of  the  Ameri- 
can Medical  Association. 


News  Notes 


Dr.  Edgar  S.  Marks  has  announced  the  opening 
of  his  office  for  the  practice  of  internal  medicine 
at   1305   North   Elm   Street   in   Greensboro. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 

The  Southern  Section  of  the  LTnited  States 
Chapter  of  the  International  College  of  Surgeons 
will  meet  at  the  Biltmore  Hotel  in  Atlanta,  Geor- 
gia, on  January  11,  12,  and  13,  1951.  Those  expect- 
ing to  attend  are  advised  to  make  hotel  reservations 
early. 


American  Board  of  Ophthalmology 

Candidates  for  the  certificate  of  the  American 
Board  of  Ophthalmology  are  accepted  for  exam- 
ination on  the  evidence  of  a  written  qualifying  test. 
These  tests  are  held  annually,  in  January,  in  var- 
ious parts  of  the  United  States.  Applications  are 
now  being  accepted  for  the  1952  written  test.  Ap- 
plications for  the  1952  written  test  must  be  filed 
before  July   1. 

The  1951  practical  examinations  will  be  held  in 
San  Francisco,  March  11-16;  in  New  York,  May 
31-June   5;   and  in   Chicago,   October   8-13. 
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The  American  College  of  Surgeons 

Summary   of    Statement   by    the    American    College 
of  Surgeons  Concerning  the  Drafting  of  Doctors 

The  Board  of  Regents  of  the  American  College 
of  Surgeons  on  November  17  sent  a  statement  con- 
cerning the  drafting  of  doctors,  drawn  up  by  a 
special  committee  appointed  by  Dr.  Frederick  A. 
Coller,  chairman  of  the  College's  committee  on 
graduate  training  in  surgery,  to  United  States 
Government   officials. 

A  summary  of  the  statement,  released  to  the 
medical  and  public  press,  and  signed  by  Drs. 
B.  Noland  Carter  of  Cincinnati,  Loyal  Davis  of 
Chicago,  Paul  B.  Magnuson  of  Washington,  Philip 
D.  Wilson  of  New  York,  and  Evarts  A.  Graham  of 
St.    Louis,    chairman,   follows: 

1.  The  American  College  of  Surgeons  offers  its 
assistance  to  the  national  government  in  the  pres- 
ent emergency  mobilization   of  the   armed  forces. 

2.  The  American  College  of  Surgeons  urges  that 
everything  possible  be  done  to  conserve  medical 
man  power  during  the  present  emergency.  To  avoid 
wastage,  three  recommendations  are  made: 

a.  Effective  unification  of  the  medical  services 
of  the  aimed  forces. 

b.  When  possible  the  use  of  part  time  civilian 
doctors  in  some  manner  similar  to  that  suc- 
cessfully employed  by  the  Veterans  Admin- 
istration. 

c.  Prompt  utilization  of  Veterans  Administra- 
tion facilities  for  the  care  of  those  patients 
whose  condition  is  such  as  to  preclude  even- 
tual return  to  military  duty. 

3.  To  avoid  the  disruption  of  the  training  pro- 
grams in  the  teaching  hospitals,  which  would  have 
disastrous  consequences  on  both  the  armed  forces 
and  the  country  as  a  whole,  careful  screening 
should  be  used  in  inducting  into  the  armed  forces 
those   doctors   who   are   undergoing   training. 

4.  The  American  College  of  Surgeons  because  of 
its  years  of  experience  in  surgical  training  can 
well  serve  the  government  through  representation 
on  those  advisory  boards  or  commissions  concerned 
with  medical  officer  procurement. 


The    Hospital    Standardization    Program 

So  much  misinformation  about  the  Hospital 
Standardization  Program  of  the  American  College 
of  Surgeons  has  been  circulated,  both  in  the  med- 
ical press  and  by  word  of  mouth,  that  the  facts  of 
the  situation  should  be  presented  to  the  profession. 

It  has  been  no  secret  that  financing  this  pro- 
gram has  given  the  Regents  concern  for  some 
time.  The  increasing  number  of  hospitals  request- 
ing approval  and  the  decreasing  value  of  the  dollar 
have  created  a  serious  problem.  However,  at  no 
time  have  the  Regents  decided  to  abandon  the  pro- 
gram, and  never  have  they  made  any  overtures  to 
any    other    organization    regarding    its    disposal. 

In  July  of  this  year,  the  Regents  received  a  pro- 
posal from  the  American  Hospital  Association  that 
the  latter  assume  and  finance  the  Hospital  Stand- 
ardization Program.  A  Committee  of  the  College 
was  appointed  to  meet  with  representatives  of  the 
A.  H.  A.  for  the  sole  purpose  of  phrasing  this 
proposal  in  specific  terms.  It  cannot  be  emphasized 
too  strongly  that  the  function  of,  and  instructions 
to,  this  committee  were  limited  to  this   purpose. 

The  Regents  considered  this  proposal  for  the 
first  time  on  August  4,  1950.  It  was  not  accepted 
by  the  College;  and  the  Regents  immediately  acted 
to  arrange  for  conferences  with  representatives  of 
the  A.M.A.,  the  American  College  of  Physicians, 
and  the  A. HA.  Statements  that  the  Regents  first 
agreed  to  the  proposal  and  later  reversed  this  de- 
cision  are   wholly   erroneous. 


Three  such  conferences  have  been  held.  Diver- 
gence of  points  of  view  has  diminished  but  no 
agreement  has  yet  been  reached.  Hope  that  ulti- 
mately a  satisfactory  agreement  can  be  reached 
has    increased   with   each   conference. 

The  Regents  have  every  intention  of  continuing 
the  Hospital  Standardization  Program,  upon  an  ex- 
panded scale  and  even  with  deficit  financing,  until 
a  solution  can  be  found  which  is  agreeable  to  the 
majority  of  the  profession  and  which  is,  above  all, 
in  the  best  interests  of  the  public. 


American    College   of   Surgeons 
Announces  New  Officers 

At  the  annual  meeting  of  the  Governors  and 
Fellows  of  the  American  College  of  Surgeons  held 
in  the  Ballroom  of  the  Copley  Plaza  Hotel  in  Bos- 
ton, on  Thursday  afternoon,  October  26,  1950,  the 
following  officers  were  elected  for  the  term 
1951-1952:  president-elect,  Alton  Ochsner,  M.D., 
New  Orleans;  William  Henderson  Professor  and 
director.  Department  of  Surgery,  Tulane  Univer- 
sity of  Louisiana  School  of  Medicine;  director,  Sec- 
tion on  Surgery,  Ochsner  Clinic;  director,  Surgical 
Service,  Foundation  Hospital;  first  vice  president, 
Thomas  H.  Lanman,  M.D.,  of  Boston,  clinical 
professor  of  Surgery,  Harvard  Medical  School; 
surgeon,  Children's  Hospital;  chief  of  surgery, 
Children's  Department,  Mount  Auburn  Hospital, 
Cambridge;  second  vice  president,  Joel  W.  Baker, 
M.D.,  Seattle;  consultant  in  surgery,  University  of 
Washington  College  of  Medicine;  chairman,  Mason 
Clinic;    Surgeon-in-Chief,   Virginia   Mason   Hospital. 

These  officers  will  be  installed  at  the  1951  Clin- 
ical Congress  in  San  Francisco,  the  dates  of  which 
will  be  announced  later. 


American   College   of   Surgeons   to   Hold 
Seven    Sectional    Meetings 

The  first  of  a  series  of  seven  Sectional  Meetings 
of  the  American  College  of  Surgeons  will  be  held 
in  St.  Louis  on  January  22  and  23,  with  headquar- 
ters at  the  Hotel  Statler.  Attendance  will  be  largely 
from  Arkansas,  Illinois,  Indiana,  Iowa,  Kansas, 
Louisiana,  Minnesota,  Mississippi,  Missouri,  North 
and  South  Dakota,  and  Wisconsin,  although  there 
is  no  geographic  restriction.  The  other  six  Sec- 
tional Meeting's  will  be  held  in  Hot  Springs,  Vir- 
ginia, February  26  and  27;  Philadelphia,  March  5 
and  6;  New  Haven,  March  16  and  17;  Portland, 
Oregon,  March  26  and  27;  Denver,  April  6  and  7, 
and  Detroit,  May  10  and  11. 

The  medical  profession  at  large  and  medical  stu- 
dents are  invited  to  join  with  the  Fellows  of  the 
College  in  the  meetings,  which  will  be  addressed 
by  nationally  prominent  visiting  and  local  speakers. 


American  Academy  of  Neurology 
Announces  Official  Publication 

As  a  reflection  of  the  proved  recognition  of 
neurology  as  an  integral  and  essential  part  of 
medicine  the  American  Academy  of  Neurology  an- 
nounces the  establishment  of  its  new  publication, 
Neurology,  the  first  issue  of  which  will  be  mailed 
January,  1951. 

Neurology,  the  only  American  journal  devoted 
exclusively  to  neurology,  will  be  published  bi- 
monthly. Its  editorial  scope  will  embrace  every 
aspect  of  clinical  neurology  including  diseases  of 
the  nervous  system,  neuropathology,  neurosurgery, 
neuroanatomy,  neurophysiology  and  neuropsychi- 
atry. 
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American  College  of  Chest  Physicians 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  an- 
nounces a  postgraduate  course  in  "Recent  Advances 
in  Diseases  of  the  Chest,"  to  be  held  at  the  Van- 
derbilt  University  School  of  Medicine,  Nashville, 
Tennessee,  January  22-27,  1951.  The  clinical,  path- 
ological, radiological,  physiologic  and  surgical  as- 
pects of  chest  diseases  will  be  presented  by  members 
of  the  faculties  of  the  Southern  medical  schools. 
Tuition  is  $50.00  and  registration  is  limited.  Appli- 
cations will  be  accepted  in  the  order  in  which  they 
are  received.  Address  applications  and  inquiries  to 
the  Council  on  Postgraduate  Medical  Education, 
American  College  of  Chest  Physicians,  500  North 
Dearborn  Street,  Chicago  10,  Illinois. 


National  Society  for  Crippled  Children 
and  Adults,  Inc. 

Appointment  of  Miss  Jayne  Shover,  an  outstand- 
ing authority  on  the  rehabilitation  of  handicapped 
children,  as  associate  executive  director  of  the 
National  Society  for  Crippled  Children  and  Adults 
has  been  announced  by  Lawrence  J.  Linck,  execu- 
tive director. 

Miss  Shover  for  the  past  five  years  has  been 
director  of  program  services  and  the  cerebral  palsy 
division  of  the  National  Society,  which  is  a  nation- 
wide federation  of  2,000  societies  serving  the 
crippled  in  all  forty-eight  states.  She  is  a  fellow 
of  the  American  Speech  and  Hearing  Association. 
a  member  of  the  board  of  directors  of  the  Inter- 
national Council  for  Exceptional  Children,  an  asso- 
ciate member  of  the  American  Psychological  Asso- 
ciation, a  member  of  the  American  Hearing  Society 
and  the  American  Public  Health  Association.  She 
also  serves  on  the  special  advisory  board  of  the 
Lake  County  Chapter  of  the  Indiana  Society  for 
Crippled   Children. 


Fellowships  in  Industrial  Medicine 

The  Institute  of  Industrial  Health  of  the  Uni- 
versity of  Cincinnati  will  accept  apnlications  for  a 
limited  number  of  fellowships  which  are  being 
offered  to  qualified  candidates  who  wish  to  pursue 
a  graduate  course  of  instruction  which  will  qualify 
them  for  the  practice  of  Industrial  Medicine.  Can- 
didates who  complete  satisfactorilv  the  course  of 
r~tudy  will  be  awarded  the  degree  Doctor  of  Indus- 
trial Medicine.  Any  registered  physician  who  is  a 
graduate  of  a  Class  A  medical  school  and  who  has 
comnleted  satisfactorily  two  years  of  residency  (in- 
cluding internship)  in  a  hospital  accredited  bv  the 
American  Medical  Association  mav  apnly  for  a 
fellowship  in  the  Institute  of  Industrial  Health. 
The  course  of  instruction  consists  of  a  two-vesr 
period  of  intense  preliminary  training  in  the  basic 
phases  of  Industrial  Medicine,  followed  by  one  vear 
of  practical  experience  under  adequate  supervision 
in  industrv.  During  the  first  two  vears,  thp  stinends 
for  the  fellowships  vary  from  $2,100  to  $3,000.  In 
the  third  year  the  candidate  will  be  compensated 
for  his  sprviee  bv  the  industry  in  which  he  is  com- 
pleting his  training.  Requests  for  additional  in- 
formation should  be  addressed  to  the  Institute  of 
Industrial  Medicine,  College  of  Medicine,  Cincinnati 
19,  Ohio. 


News  Notes  from  the  Federal 
Security  Agency 

Sodium  fluoride,  added  to  the  public  water  sup- 
ply, will  substantially  reduce  dental  decay  in  chil- 
dren, and  the  reduction  is  greatest  when  fluoride 
water  is  used  continuously  from  birth,  according  to 
an  announcement  made  recently  by  Surgeon  Gen- 
eral Leonard  A.  Scheele  of  the  Public  Health  Ser- 
vice. 

The  announcement  is  based  on  the  preliminary 
report  of  a  study  conducted  in  Grand  Rapids,  Michi- 
gan, which  appears  in  the  October  27  issue  of  Pub- 
lic Health  Reports,  an  official  publication  of  the 
Public  Health  Service.  The  authors  are  Dental 
Directors  H.  Trendley  Dean,  Francis  A.  Arnold,  Jr., 
and  John  W.  Knutson,  of  the  Public  Health  Service, 
and  Dr.  Philip  Jay,  of  the  University  of  Michigan 
School  of  Dentistry. 

The  study  was  undertaken  as  a  joint  project  by 
the  Public  Health  Service,  the  Michigan  State 
Health  Department  and  the  University  of  Michigan 
in  1945,  when  the  addition  of  sodium  fluoride  to  the 
Grand   Rapids  water  supply  was   begun. 

*  *     * 

Dr.  William  H.  Sebrell  has  been  appointed  direc- 
tor of  the  National  Institute  of  Health,  Public 
Health  Service.  The  appointment  was  made  by  Dr. 
Leonard  A.  Scheele,  Surgeon  General  of  the  Public 
Health   Service. 

Dr.  Sebrell  will  succeed  Dr.  Rolla  E.  Dyer,  whose 
retirement  from  the  Federal  Service,  October  1, 
was   recently   disclosed. 

*  *     * 

Dr.  John  C.  Cutler  has  returned  to  this  country 
after  two  years  of  duty  in  India,  Dr.  Theodore  J. 
Bauer,  Chief  of  the  Division  of  Venereal  Disease, 
Public  Health  Service,  Federal  Security  Agency, 
announced  recently. 

Dr.  Cutler  will  enter  the  School  of  Public  Health, 
Johns  Hopkins  University.  He  has  been  on  loan  as 
consultant  to  the  Indian  Government  and  head  of 
z:  World  Health  Organization  venereal  disease  team 
which  demonstrated  latest  penicillin  techniques  in 
the  treatment  of  syphilis.  In  addition  to  establish- 
ing a  laboratory  and  clinic  at  Simla,  India,  Dr.  Cut- 
ler made  a  survey  of  venereal  disease  in  Afghanis- 
tan and  in  the  Bombay  area  of  India. 

Announcement   of   Regular   Corps   Examination 
For  Medical  Officers 

A  competitive  examination  for  appointment  of 
Medical  Officers  in  the  Regular  Corps  of  the  Unit- 
ed States  Public  Health  Service  will  be  held  on 
February  12,  13,  and  14,  1951.  Examinations  will 
be  held  at  a  number  of  points  throughout  the 
United  States,  located  as  centrally  as  possible  in 
relation  to  the  homes  of  candidates.  Applications 
must  be  received  no  later  than  January  15,  1951. 

Application  forms  and  additional  information 
may  be  obtained  by  writing  to  the  Surgeon  Gen- 
eral, United  States  Public  Health  Service,  Federal 
Security  Agency,  Washington  25,  D.  C.  Attention: 
Division   of   Commissioned    Officers. 


Department  of  Defense 

Color    Atlas    of    Pathology    Published 

The  Color  Atlas  of  Pathology,  completed  after 
six  years  of  work  bv  the  Naval  Medical  School  at 
the  National  Naval  Medical  Center,  Bethesda, 
Maryland,  was  published  this  month  by  J.  B.  Lip- 
pincott    Company,    Philadelphia,    Pennsylvania. 

Regarded  by  the  Navy  as  an  important  contri- 
bution   to    medicine,    the    atlas    provides    a    usable 
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standard  of  comparison  for  study  and  interpreta- 
tion of  both  gross  and  microscopic  findings  in 
pathology. 

The  new  color  atlas  is  the  first  of  three  planned 
volumes.  It  covers  hematology,  spleen  and  thymus, 
lymph  nodes  and  tonsils,  the  respiratory  system, 
the  liver,  oral  cavity,  gastrointestinal  tract,  heart 
and  blood  vessels,  kidney  and  urinary  tract  and 
the  skeletal  system. 

The  second  volume,  dealing  with  pathological 
conditions  peculiar  to  the  specialties,  such  as  neuro- 
pathology, will  probably  be  ready  for  publication 
in  1953  or  1954.  The  third,  devoted  entirely  to  oral 
and  dental  pathology,  may  be  published  much 
earlier. 


4.  Reserve    officers    engaged   in   essential    teach- 
ing, research  and  allied  endeavors. 

5.  Reserve    officers    whose    recall    would    unduly 
jeopardize  the  health  of  a  community. 

Authorization  for  delays  under  any  of  these  cate- 
gories will  be  granted  by  military  district  com- 
manders. 


Classified  Advertisement 


News  Notes  from  the  Office  of  the 
Surgeon  General 

The  Department  of  the  Army  has  announced  the 
recall  of  1,582  reserve  officers  of  the  four  male 
corps  of  the  Army  Medical  Service,  including  734 
physicians,  343  dentists,  50  veterinarians  and  455 
Medical  Service  Corps  officers.  All  of  these  officers 
will  be  recalled  not  later  than  October  1,  with  most 
coming  on  active  duty  in  September. 

Delay  has  been  authorized  in  calling  up  five  cate- 
gories of  Army  Medical  Service  Reserve  officers. 
These  are: 

1.  Reserve  medical  officers,  who  have  not  com- 
pleted one  year's  internship. 

2.  Senior  medical  and  dental  residents  until  com- 
pletion of  their  current  year's  training. 

3.  Reserve  officers  enrolled  in  full-time  post- 
graduate courses  in  medicine,  dentistry  or 
other  closely  allied  sciences  at  a  recognized  in- 
stitution of  higher  learning  until  completion 
of  their  current  academic  year. 


WANTED  —  General  practitioner  to  work 
with  established  clinic  hospital  group  in 
small  Virginia  City.  Partnership  available 
after   one   vear. 


WANTED 

Resident  psychiatrist.  Graduate  of  Class  A 
medical  school  and  with  adequate  hospital 
training  for  work  in  private  mental  institu- 
tion located  in  ideal  climate.  Excellent  salary 
and  maintenance.  If  interested  in  employment 
under  excellent  conditions  near  thriving  south- 
ern city,  apply  immediately  to  Orin  R.  Yost, 
M.D.,  Psychialrist-in-Chief,  Edgewood  Sani- 
tarium Foundation,  Orangeburg,  South  Caro- 
lina. 


TUCKER  HOSPITAL,  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A  private  hospital  accepting  for  diagnosis  and  treatment  organic  neuro- 
logical conditions,  selected  psychiatric  and  alcoholic  cases,  metabolic  dis- 
turbances of  an  endocrine  nature,  individuals  who  are  having  difficulty 
with  their  personality  adjustments,  and  children  with  behavior  problems. 
Patients  with  general  medical  disorders  admitted  for  treatment  under  our 
staff  of  visiting  physicians. 

Under  the  Professional  Charge  of 

Dr.  Howard  R.  Masters,  Dr.  James  Asa  Shield 

and  Associates 


Catalog  on  Application 
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A  MESSAGE  FROM  YOUR  TODAY'S 
HEALTH  CHAIRMAN 

Today's  Health  in  every  physician's  office 
— Every  Auxiliary  member  a  subscriber!  is 
the  slogan  for  the  year  as  presented  by  our 
national  chairman.  As  you  already  know, 
your  chairman  is  very  anxious  to  have  a  copy 
of  Today's  Health  in  every  doctor's  and  every 
dentist's  office,  as  well  as  copies  in  all  junior 
and  senior  high  school  libraries,  and  in  as 
many  public  places  as  possible.  It  is  so  neces- 
sary to  increase  the  number  of  readers  that 
each  Auxiliary  member  should  feel  it  her 
responsibility  to  obtain  new  subscribers. 

The  magazine  is  excellent  and  can  speak 
for  itself  if  you  will  take  the  time  to  read  a 
copy.  Subscriptions  to  Today's  Health  will 
make  wonderful  Christmas  gifts  for  your 
friends  and  relatives,  and  the  reduced  rates 
to  doctors  is  applicable  to  gift  subscriptions. 
I  can  hardly  think  of  a  better  gift  for  a 
doctor  or  a  doctor's  wife  to  give  than  a 
health  magazine  which  spreads  authentic 
health  information  for  the  entire  year.  Be- 
lieve me,  one  can  learn  a  great  deal  from 
Today's  Health. 

How  is  the  contest  coming?  Are  you  satis- 
fied with  the  number  of  subscriptions  you 
are  obtaining?  You  know,  of  course,  that  the 
contest  ends  January  31,  1951.  That  does  not 
mean  you  have  to  stop  selling  subscriptions 
after  the  deadline — you  just  don't  get  credit 
in  the  contest.  I  do  hope  North  Carolina  will 
make  a  good  showing  in  the  contest. 

Last  week  some  new  literature  was  dis- 
tributed concerning  group  subscriptions  to 
schools,  and  a  special  bonus  will  be  given,  as 
well  as  credit  in  the  contest.  A  set  of  twelve 
recorded  health  stories — eighteen  records 
worth  $25.00 — will  go  to  the  first  seventy- 
five  auxiliaries  sending  in  orders  for  fifty 
or  more  copies  of  each  issue  under  the  School 
Study  Plan.  Each  of  these  orders  must  be  for 
ten  or  more  copies  of  each  issue,  for  a  period 
of  not  less  than  three  months.  Either  a  fifty 
copy  order  from  one  school,  or  any  combina- 
tion of  ten  copies  or  more  so  long  as  the 
total  order  is  for  fifty  copies,  will  be  accept- 
able. Any  Group  Study  Plan  orders  which 
have  already  been  sent  in  will  be  credited  to 
the  auxiliary.  Under  this  group  study  plan 
the  cost  is  only  20  cents  a  copy  when  ten  or 
more  copies  of  each  issue  are  ordered.  Write 
your  schools  immediately. 


Just  a  word  about  the  routine  of  handling 
the  subscriptions:  Please  send  all  subscrip- 
tions to  the  Chicago  office  and  send  me  a 
notice  at  the  same  time.  By  the  first  of 
March  you  may  send  me  your  bonus  so  that 
I  can  send  it  to  the  State  Treasurer.  You 
know,  of  course,  that  the  amount  sent  to  the 
Chicago  office  is  $1.50  per  subscription. 
Thank  you  for  your  cooperation,  and  my  best 
wishes  for  good  luck  in  your  endeavors  to 
gain  subscriptions  to  Today's  Health. 

Merry  Christmas ! 
Mrs.  S.  E.  Warshauer, 
Chairman,  Today's  Health 
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The    Practice    of    Medicine.     By    Jcmathan 
Campbell     Meakins,     C.B.E.,     M.D.,     LL.D., 
D.Sc,  formerly  Professor  of  Medicine  and 
Director    of    the    Department    of    Medicine, 
McGill    University;    formerly    Physician-in- 
Chief,    Royal   Victoria    Hospital,    Montreal; 
formerly    Professor    of    Therapeutics    and 
Clinical  Medicine,  University  of  Edinburgh; 
Fellow  of  the  Royal  Society  of  Edinburgh; 
Fellow    of   the    Royal    Society    of    Canada; 
Fellow  of  the  Royal  College  of  Physicians, 
London;    Fellow    of    the    Royal    College    of 
Physicians,  Edinburgh;  Honorary  Fellow  of 
the  Royal  College  of  Surgeons,  Edinburgh; 
Fellow  of  the  Royal  College  of  Physicians, 
Canada;  Fellow  of  the  American  College  of 
Physicians;   Honorary  Fellow  of  the  Royal 
Society    of    Medicine.    1,558    pages.    Price, 
$13.50.   St.   Louis:   The   C.   V.   Mosby   Com- 
pany,   1950. 
This   new   edition   of   a    standard    Canadian   work 
has  been   entirely  reset  throughout.   The   book  was 
written    as    a   text   for   undergraduate    medical    stu- 
dents.  The   style   often   seems   unnecessarily  wordy. 
The  author  acknowledges  in  his  preface  the  assist- 
ance  of   various    people   with   certain   chapters,   but 
these    authors'    names    are    not   listed    in    the    table 
of   contents    or   with   the    chapters    they   may   have 
written. 

The  introductory  chapter  stresses  the  approach 
to  the  patient  and  the  need  for  treatment  of  the 
patient  as  a  whole.  This  theme  is  further  carried 
out  in  a  chapter  on  psychosomatic  medicine.  Many 
disease  processes — including  diseases  occurring  pre- 
dominantly in  children,  which  one  might  not  expect 
to  find  in  a  textbook  of  medicine — are  discussed. 
The  use  of  chemotherapy  and  antibiotics  is  treated 
in  a  separate  chapter,  although  some  of  the  newer 
antibiotics,  such  as  aureomycin,  are  barely  men- 
tioned, and  others  are  omitted  entirely.  These  omis- 
sions constitute  a  glaring  fault  in  a  1950  textbook; 
the  use  of  antibiotics — the  present  accepted  ther- 
apy, which  has  revolutionized  treatment — is  not 
even  mentioned  in  the  section  on  rickettsial  diseases. 
Many  of  the  references  are  quite  old — a  fact 
which  is  useful  from  a  historical  point  of  view  but 
of  little  benefit  in  a  review  of  present  practices. 
In  some  chapters  the  bibliography  seems  quite 
lengthy  in  relation  to  the  importance  of  the  sub- 
ject, while  in  others  the  number  of  references  is 
surprisingly  small. 

The    illustrations    vary    in    quality.     The    color- 
plates — chiefly    drawings — undoubtedly   add    to    the 
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cost  of  the  book  but  contribute  little  to  the  under- 
standing of  the  disease.  The  volume  is  well  printed 
on  excellent  paper. 


Physician's  Handbook.  By  Marcus  A.  Krupp, 
M.D.,  Assistant  Clinical  Professor  of  Medi- 
cine. Stanford  University  School  of  Medi- 
cine; Director,  Clinical  Pathology,  Veterans 
Administration  Hospital,  San  Francisco; 
Norman  J.  Sweet,  M.D.,  Assistant  Professor 
of  Medicine,  University  of  California  School 
of  Medicine,  San  Francisco;  Ernest  Jawetz, 
Ph.D.,  M.D.,  Associate  Professor  of  Bac- 
teriology and  Lecturer  in  Medicine  and 
Pediatrics,  University  of  California  School 
of  Medicine,  San  Francisco;  and  Charles 
D.  Armstrong,  M.D.,  Clinical  Instructor  in 
Medicine,  Stanford  University  School  of 
Medicine.  380  pages.  Price,  $2.50.  Palo 
Alto,  California:  University  Medical  Pub- 
lishers,   1950. 

This  useful  pocket-size  volume  has  reached  its 
sixth  edition  since  1941.  A  great  number  of  facts 
have  been  assembled  in  charts  and  tables  of  normal 
value.  Many  diagrams  and  line  drawings  have  been 
interspersed  throughout  the  book  to  illustrate  the 
factual  material.  In  addition  to  detailed  outlines 
for  history-taking  and  physical  examination  in  gen- 
eral, specialized  outlines  for  examining  the  nervous 
and  cardio-respiratory  systems  are  included.  De- 
tailed methods  and  interpretation  of  laboratory 
tests  are  included.  The  laboratory  examinations  are 
classified  according  to  the  material  or  organ  to  be 
tested — as,  for  example,  cerebral  spinal  fluid,  liver 
function,  and  the  like.  Specific  detailed  informa- 
tion on  the  use  of  vaccines  and  drugs  with  dosages 
are  given. 

The  table  of  contents  is  very  ingeniously  marked 
with  a  heavy  printed  edge,  duplicated  at  the  chap- 
ter concerned,  giving  in  effect  the  visual  equivalent 
of  a  thumb  index.  The  book  is  printed  clearly  in  a 
handy  small  size  that  should  make  it  very  useful 
for  advanced  undergraduate  students,  house  offi- 
cers, and  practitioners. 


Pathologic  Physiology:  Mechanisms  of  Dis- 
ease. Edited  by  William  A.  Sodeman,  M.D., 
F.A.C.P.,  The  William  Henderson  Professor 
of   the    Prevention    of   Tropical    and    Semi- 
Tropical  Diseases,  Tulane  University  School 
of     Medicine;     Senior    Visiting     Physician, 
Charity  Hospital   of  Louisiana;   Consultant 
in  Medicine,  U.  S.  Marine  Hospital  at  New 
Orleans.  808  pages.  Price,  $12.50.  Philadel- 
phia:   W.    B.    Saunders    Company,    1950. 
This    important   new   work   fills    a    long    existing 
gap  in  medical  literature.  It  has  been  over  twenty 
years   since  the  last  attempt  was  made  to   explain 
how   and   why   symptoms    appear.    Twenty-five    au- 
thors contributed  the  twenty-seven  chapters,  which 
discuss    in    detail    the    physiologic    disturbances    in 
disease  which  produce  symptoms.  In  this  fashion  a 
rational  is  established  for  the  newer  and  more  mod- 
ern methods  of  treatment. 

The  work  is  in  no  sense  a  textbook.  The  material 
is  organized  according  to  systems,  such  as  circula- 
tory, respiratory,  digestive,  and  locomotor  systems. 
Many  diagrams  and  photographs  are  used  to  illus- 
trate pathologic  processes,  and  to  aid  in  the  explan- 
ation of  physiologic  alterations.  The  illustrations 
and  explanations  in  the  sections  on  the  blood  ves- 
sels and  heart  are  particularly  well  done.  In  some 
chapters  a  tendency  to  list  disturbances  without 
offering  a  detailed  explanation  is  noted,  but,  as  in 
the  case  of  infectious  diseases,  actual  information 
is  yet  scarce. 

The   size   of  the  book  has   been  kept   down  to  a 


handy,  usable  volume.  Compression  of  material  into 
the  handy  size  was  made  possible  by  the  use  of 
small  type  and  narrow  margins,  but  the  type  is 
easily  readable,  and  the  illustrations  are  superbly 
reproduced.  Some  chapters  give  lengthy  biblio- 
graphies, whereas  in  others  the  references  have 
been  kept  to  a  bare  minimum.  The  book  should 
provide  practicing  physicians  with  an  up-to-date 
review  of  the  most  recent  thinking  on  the  mecha- 
nisms of  production  of  disease. 


Serology   With   Lipid    Antigen.   By   Reuben 
L.   Kahn,    M.S.,   D.Sc,   Associate   Professor 
in    the    Department    of    Dermatology    and 
Syphiology,  University  of  Michigan  Medical 
School.  327  prges.  Price,  $6.00.  Baltimore: 
Williams    and    Wilkins    Company,    1950. 
To  quote  the  author:  "This  text  is  an  outgrowth 
of  practical  experience  in  the   serology  of  syphilis 
extending  for   more   than   a   quarter  of   a   century, 
and   of  studies   of  the   nature   of  positive   serologic 
reactions    both    in    syphilis    and    in    the    absence    of 
this  disease.  These  studies  indicate  that  the  serology 
of  syphilis  is  a  part  of  a  far  more  comprehensive 
serology  with   lipid   antigen." 

The  book  is  divided  into  four  parts.  Parts  II  and 
III  (224  pages)  are  intended  "both  for  those  who 
are  engaged  in  the  performance  of  serologic  tests 
and  for  those  who  interpi'et  serologic  reactions." 
Part  II  contains  an  excellent  historical  survey  of 
the  serology  of  syphilis,  an  exhaustive  considera- 
tion of  the  practical  aspects  of  the  standard  Kahn 
reaction,  as  well  as  other  procedures  developed  by 
the  author;  and  chapters  on  the  potentialities  of 
the  serology  of  syphilis,  on  the  detection  of  false 
positive  reactions,  and  on  the  optimal  zone  reaction. 
After  a  brief  introduction  explaining  why  the 
performance  of  serologic  tests  for  syphilis  is  a 
high  responsibility,  Part  III  deals  with  the  tech- 
niques  of  the   Kahn   procedures. 

Parts  I  and  IV  (69  pages)  "deal  with  broad  as- 
pects of  serology  with  lipid  antigen,  particularly 
with  the  universal  reaction  and  its  potentialities  as 
a  tool  for  serologic  investigations.  These  parts  may 
engage  the  interest  of  physicians,  public  health 
workers  and  biologists." 

Each  of  the  major  divisions  has  been  made  a  com- 
plete text  in  itself  for  those  persons  interested  in 
only  certain  parts  of  the  book.  Although  references 
are  made  in  Part  III  to  Part  I,  they  are  not  essen- 
tial to  the  understanding  of  the  text,  since  brief 
explanations  are  also  given. 

The  author's  style  of  writing  is  quite  repetitious 
and  difficult  to  follow.  The  same  material  could 
have  been  presented  in  a  much  shorter  space.  Part 
III  is  excellent  for  the  technician,  and  should  prove 
invaluable  in  the  laboratory.  The  rest  of  the  text 
will  probably  be  most  'useful  to  the  research  work- 
er or  to  others  specifically  interested  in  this  par- 
ticular field.  Although  it  is  important  that  the 
physician  understand  the  nature  and  significance 
of  the  univei'sal  reaction,  the  material  presented 
here  does  not  seem  to  be  especially  suited  for  this 
purpose. 


A    Manual    of    Cardiology.    By    Thomas    J. 
Dry,  M.A.,   Ch.B.,  M.S.   in   Medicine,  Asso- 
ciate  Professor  of   Medicine,   University   of 
Minnesota   (Mayo  Foundation);   Consultant 
in     Section    on     Cardiologv,     Mavo     Clinic. 
Ed  2.  355  pages.  Price,  $5.00.  Philadelphia: 
W.   B.   Saunders   Company,   1950. 
The  second  edition  of  Dr.  Dry's  Manual  of  Car- 
diology   is    a    thorough    revision    of    the   first,    and 
presents  in  clear,  simple  language  the  fundamental 
facts    that    the    student    and    practitioner    need    to 
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know  about  the  various  diseases  and  disorders  of 
the  heart,  including  their  etiology,  diagnosis,  and 
treatment.  The  author  has  a  common  sense  ap- 
proach to  the  subject  which  will  appeal  to  the 
reader.  He  emphasizes  the  treatment  of  the  patient 
as  well  as  of  the  disease,  and  throughout  the  book 
emphasizes  the  statement  made  in  the  introduction 
that  "The  treatment  cannot  be  effective  if  the 
human  element  is  ignored  and  if  the  functional 
components  are  not  clearly  separated  from  the 
organic  components."  Perhaps  the  most  valuable 
chapters  in  the  book  are  Chapter  17 — "General  Re- 
marks on  Treatment  of  Heart  Disease  in  the  Ab- 
sence of  Decompensation" — and  Chapter  19 — "Car- 
diac  Neurosis." 

The   little   volume   can   be   recommended   to    both 
students  and  practitioners. 


Quinidine  in  Disorders  of  the  Heart.  By 
Harry  Gold,  M.D.  115  pages.  Price,  $2.00. 
New  York:   Paul   B.   Hoeber,   Inc.,    1950. 

This  little  monograph  has  been  prepared  in  a 
most  attractive  manner  and  seems  to  cover  all  the 
current  uses  of  quinidine  in  the  treatment  of  dis- 
orders of  the  heart  rhythm. 

Quinidine  has  been  described  for  so  long  as  a 
dangerous  poison  that  a  great  many  physicians 
have  feared  its  effects  to  the  point  where  they  have 
felt  it  discreet  not  to  use  the  drug  at  all.  Recent 
experiences  have  definitely  shown  that  the  drug  is 
much  better  tolerated  than  was  previously  thought. 
Aside  from  the  distant  effects  of  the  drug — such 
as  nausea,  vomiting,  and  tinnitus — it  is  safe  when 
used  judiciously. 

Dr.  Gold's  well  arranged  text  points  up  the  neces- 
sity of  fitting  the  dosage  pattern  to  the  individual 
and  his  reactions  to  the  drug.  The  amount  of  quin- 
idine and  the  speed  of  its  administration  must  be 
varied  to  suit  the  individual  problem.  For  ex- 
ample, ventricular  tachycardia  arising  during  the 
course  of  acute  myocardial  infarction  calls  for  a 
most  vigorous  use  of  the  drug,  whereas  other  dis- 
orders of  the  rhythm,  such  as  multiple  premature 
ventricular  contractions,  which  cause  the  patient 
annoying  subjective  symptoms,  are  not  of  an  emer- 
gency nature.  A  test  dose  of  quinidine  is  not  neces- 
sary. Although  it  is  not  mentioned  pointedly  in 
this  text,  a  maintenance  dose  of  quinidine  follow- 
ing its  use  and  the  accomplishment  of  an  objective 
is  necessary  in  the  majority  of  patients. 

This  little  text  is  practical  and  concise  and  is 
recommended  not  only  for  practitioners  of  medicine 
but  for  students   as  well. 


A  Textbook  of  Gynecology.  By  Arthur  Hale 
Curtis,  M.D.,  Emeritus  Professor  and  Chair- 
man of  the  Department  of  Obstetrics  and 
Gynecology,  Northwestern  University  Med- 
ical School;  and  John  William  Huffman, 
M.D.,  Associate  Professor  of  Obstetrics 
and  Gynecology,  Northwestern  University 
Medical  School;  Attending  Gynecologist, 
Passavant  Memorial  Hospital,  Chicago.  Ed. 
6.  799  pages,  with  466  illustrations,  includ- 
ing 37  in  color.  Price,  $10.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1950. 

The  sixth  edition  of  Professor  Curtis'  Gynecology 
represents  a  most  satisfactory  effort  in  collabora- 
tion with  Dr.  Huffman  at  revision  of  the  pre- 
viously published  text.  The  book  is  well  printed, 
adequately  illustrated,  and  well  indexed.  The  first 
section  remains  a  standard  student  reference  on 
the  anatomy  of  the  female  pelvis  and  perineum. 

Chapters  covering  gynecologic  infections  incor- 
porate recent  developments  in  chemotherapeutic 
management.    The   arbitrary   subdivision   of   certain 


topics — as,  for  example  in  Chapter  V,  "The  En- 
docrine Glands,"  and  Chapter  VIII,  "Clinical  En- 
docrinology,"— does  not  make  for  a  well  integrated 
account,  but  the  arrangement  of  material  is  gen- 
erally good. 

Brevity  of  text,  a  necessity  in  a  treatise  of  this 
sort,  is  compensated  for  by  adequate  references  to 
the  current  medical  literature.  The  approach  to, 
and  the  recommended  management  of  gynecologic- 
problems   is  for  the   most  part  conservative. 


Psvchiatric   Sections   in   General   Hospitals. 

By  Paul  Haun,  M.D.,  Med.  Sc.  D.,  Assist- 
ant Professor  of  Psychiatry,  Georgetown 
University  Medical  School.  80  pages.  Price, 
$4.00.  Garden  City,  New  York:  The  Coun- 
try Life  Press,  1950. 

This  small  volume  should  be  extremely  useful 
to  building  committees,  architects,  and  boards  of 
trustees  who  are  considering  the  construction  of 
new  hospitals  or  the  remodeling  of  old  ones.  Facil- 
ities for  the  care  of  psychiatric  patients  have  been 
sadly  neglected  in  most  hospital  planning.  Many 
psychiatric  problems  should  be  dealt  with  in  gen- 
eral hospitals;  but  administrators,  internists,  and 
general  practitioners  are  unfamiliar  with  the  neces- 
sary facilities  and  their  use. 

This  little  book,  published  by  an  architectural 
firm,  contains  detailed  floor  plans  for  psychiatric 
sections  in  general  hospitals  of  various  sizes.  It 
discusses  the  need  for  such  facilities,  and  the  basic 
principles  for  the  planning  and  use  of  the  facilities. 
The  desirable  and  undesirable  aspects  of  each  floor 
plan  are  discussed  on  the  opposite  page  for  ready 
reference.   A   short   bibliography   is   appended. 


Regional  Orthopedic  Surgery.  By  Paul  C. 
Colonna,  M.D.,  Professor  of  Orthopedic  Sur- 
gery, University  of  Pennsylvania  Medical 
School.  706  pages,  with  474  figures.  Price, 
$11.50.  Philadelphia  and  London:  W.  B. 
Saunders  and  Company,  1950. 

It  would  be  difficult  in  this  time  to  write  a  com- 
plete textbook  on  the  subject  of  orthopedic  surgery 
because  of  its  broad  scope  in  the  field  of  medicine 
today.  However,  Colonna  has  compiled  a  very  prac- 
tical and   useful   source   of  information. 

Organized  from  the  regional  standpoint,  the  book 
is  very  easy  to  use.  Although  it  is  perhaps  a  little 
too  comprehensive  for  the  medical  student,  it  is 
ideal  as  a  reference  book  for  residents  training  in 
orthopedic  surgery,  general  practioners,  and  sur- 
geons. 


Diseases  of  the  Foot.  By  Emil  D.  W.  Hau- 
ser,  M.S.,  M.D.,  Associate  Professor  of  Bone 
and  Joint  Surgery,  Northwestern  Univer- 
sity Medical  School.  Ed.  2.  415  pages. 
Price,  $7.00.  Philadelphia:  W.  B.  Saunders 
Company,  1950. 

This  is  an  extremely  practical,  concise,  yet  com- 
plete treatise  on  the  problems  of  foot  care.  All 
the  newer  techniques  and  medications  are  dis- 
cussed, in  addition  to  the  sound  basic  principles  so 
carefully  brought  out  in  the  first  edition  of  this 
text. 

The  work  is  complete  enough  to  be  valuable  to 
the  orthopedic  surgeon,  but  simple  and  concise 
enough  to  be  useful  to  the  general  practitioner  in 
the  diagnosis  and  treatment  of  everyday  conditions 
of  the  foot.  The  abundant  illustrations  contribute 
greatly  to  the  understanding  of  the  text. 
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Thoracic  Surgery.  By  Richard  H.  Sweet, 
M.D.,  Associate  Clinical  Professor  of  Sur- 
gery, Harvard  University  Medical  School. 
Illustrated  by  Jorge  Rodriguez  Arroyo, 
M.D.,  Assistant  in  Surgical  Therapeutics, 
University  of  Mexico  Medical  School.  345 
pages,  with  155  illustrations.  Price,  $10.00. 
Philadelphia:  W.  B.  Saunders  Company, 
1950. 

One  often  hears  about  the  dearth  of  modern 
books  on  the  rapidly  expanding  field  of  surgery  of 
the  chest.  Dr.  Sweet's  Thoracic  Surgery  is  the 
answer  to  this  demand.  In  345  pages  the  author 
has  separated  the  wheat  from  the  chaff  in  a  fast 
developing  specialty.  By  the  author's  own  admis- 
sion, it  is  not  a  complete  treatise  on  thoracic  sur- 
gery. Historical  development  is  omitted.  Little 
used  or  obsolete  operations  are  not  included.  It  is 
mainly  concerned  with  operative  techniques  used 
today  on  the  structures  within  the  chest  and  those 
in  the  abdomen  best  approached  through  the  chest. 
Consideration  is  given  to  preoperative  and  post- 
operative care.  Diagnosis  and  the  natural  history 
of  the  disease  processes  are  not  emphasized.  After 
chapters  on  surgical  anatomy  and  general  technical 
considerations,  the  author  describes  operations  on 
the  thoracic  wall,  pleural  cavity,  lungs,  mediasti- 
num, esophagus,  diaphragm,  thoracic  duct,  and  ab- 
dominal operations  performed  through  thoracic 
incisions.  There  are  155  semi-diagramatic  illustra- 
tions accompanying  the  text. 

The  book  will  be  particularly  valuable  to  the 
general  surgeon  who  wishes  to  keep  up  with  the 
progress  in  the  thoracic  field,  and  to  interns  and 
house  officers  approaching  thoracic  surgery  for 
the  first  time. 


The  National  Formulary.  Ed.  9.  877  pages. 
Price,  $8.00.  Washington,  D.  C:  American 
Pharmaceutical  Association,  1950. 
New  and  Nonofficial  Remedies.  Issued  Un- 
der the  Direction  and  Supervision  of  the 
Council  of  Pharmacy  and  Chemistry,  Amer- 
ican Medical  Association.  800  pages.  Price, 
$3.00,  Philadelphia:  J.  B.  Lippincott  Com- 
pany,  1950. 

It  is  hardly  necessary  to  do  more  than  call  the 
attention  of  the  medical  profession  and  allied 
fields  to  the  publication  of  these  two  books  in  new 
editions.  The  worth  of  these  two  references  has 
been  proven,  in  the  case  of  New  and  Nonofficial 
Remedies  by  annual  revision  through  many  years, 
and  in  the  case  of  The  National  Formulary  by  the 
publication    of    eight   previous    editions. 

The  National  Formulary  provides  specifications 
for  the  preparation  of  dosage  form  of  drugs  and 
standards  for  use  by  state  and  federal  agents  in 
controlling  the  purity  of  such  preparations  as  are 
included.  This  is  a  distinct  service  to  the  medical 
profession;  and  in  addition,  the  book  serves  as  a 
reference  to  the  physician  in  prescribing  drugs. 

New  and  Nonofficial  Remedies  contains  a  wealth 
of  information  about  the  preparations  included  in 
each  edition — information  concerning  the  nature  of 
the  preparation,  its  action  and  uses,  dosage,  and 
about  the  drug  manufacturers.  Inclusion  of  a  prep- 
aration is  guarantee  that  the  manufacturer  has 
complied  with  the  regulations  of  the  Council  on 
Pharmacy  and   Chemistry. 


Immortal  Magyar.  By  Frank  G.  Slaughter, 

M.D.   211    pages.   Price,    $3.50.   New   York: 

Henry  Schuman,  1950. 

The  "Immortal  Magyar"  is  the  Hungarian,  Ignaz 

Philipp    Semmelweiss,    "the    conqueror    of    childbed 

fever."  Dr.  Slaughter  tells  the  story  of  Semmelweiss 


in  simple,  moving  language  which  avoids  the  mis- 
take of  sentimentality,  and  yet  is  fascinating;  be- 
cause the  life  of  Semmelweiss  was  as  interesting 
as  a  novel.  In  the  short  span  of  forty-seven  years 
he  crowded  far  more  achievement  than  do  most 
men  living  out  their  normal  expectancy. 

This  book  will  appeal  to  both  lay  and  professional 
readers.  It  should  be  of  special  interest  to  North 
Carolinians,  since  Dr.  Slaughter,  although  born  in 
Washington,  D.  C,  was  reared  in  this  state. 


Cerebral  Palsy.  By  John  F.  Pohl,  M.D., 
Orthopedic  Surgeon,  Michael  Dowling 
School  for  Crippled  Children,  Minneapolis. 
224  pages,  with  illustrations.  Price,  $5.00. 
St.  Paul,  Minnesota:  Bruce  Publishing  Com- 
pany,  1950. 

In  this  book  Dr.  Pohl  describes  in  detail  the 
methods  of  teaching  a  child  with  cerebral  palsy 
how  to  help  himself,  as  at  the  Michael  Dowling 
School  for  Crippled  Children.  The  book  will  be  of 
interest  to  the  pediatrician,  but  of  major  interest 
to  physiotherapists,  occupational  therapists,  and 
speech  therapists,  because  of  the  detailed  descrip- 
tion of  muscle  actions,  occupational  training  aids, 
and  the  problems  of  diagnosis,  and  treatment  of 
speech  disorders   in   this  disease. 


3n  ilFtnonaut 


PAUL   G.   PARKER,    M.D. 

(August   11,   1894— September   19,   1950) 

We  were  dazed  at  the  news  of  Paul's  death.  It 
was  confusing,  and  it  did  not  make  sense.  It  did 
not  seem  right  that  our  genial,  lovable  colleague 
was  no  longer  with  us.  Membership  on  the  Board 
of  Medical  Examiners  of  the  State  of  North  Caro- 
lina was  not  only  a  pleasure  and  privilege  to  him; 
it  was  a  solemn  duty.  He  served  on  our  Board  faith- 
fully; he  showed  rare  understanding  of  the  various, 
intricate  problems  that  arose;  he  was  sympathetic, 
almost  to  a  fault,  with  those  unfortunate  members 
of  the  profession  who  ran  afoul  of  the  law,  but 
lie  was  not  to  be  swayed  in  his  judgment  until  he 
knew  every  phase  of  the  issue.  He  was  intensely 
interested  in  those  young  doctors  seeking  license 
by  examination,  and  tolerant  and  attentive  to  those 
seeking  our  certificate  by  endorsement  of  creden- 
tials. There  was  no  phase  of  our  duties  in  which 
he  did  not  exemplify  the  keenest  interest.  He  never 
missed  a  meeting  until  the  very  last  one  of  the 
Board  —  and  he  would  have  been  there  had  not 
Almighty  God,  whom  he  devoutedly  worshipped, 
smiled   upon   him   and   taken   him  unto   Himself. 

Paul  was  a  good  doctor.  Had  he  elected  to  work 
in  a  specialized  field,  he  would  have  gone  to  the 
top.  But  his  knowledge  of  medicine  and  of  people 
was  profound,  and  wisely  he  chose  to  remain  a  gen- 
eral practitioner — a  family  doctor.  He  was  one  of 
the  best. 

He  was  a  devoted  father  and  husband,  and  a  con- 
genial friend,  who  held  his  friendships  —  a  rare 
attribute  in  these  days  of  hurry,  confusion  and 
selfishness.  He  passed  away  as  we  know  he  wished 
to  pass — in  the  line  of  duty.  Paul  Parker  was  a 
MAN! 

r.  b.  Mcknight,  m.d. 

Chairman  of  Committee, 
Board   of  Medical  Examiners 
of  the  State  of  North  Carolina 
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[Raney]   192 
Hyperostosis — See  Infantile  Cortical  Hyperostosis 
Hypertension,    Obesity   and:    The    Importance    of    a    Safe    Com- 
pound to  Control  Appetite;   Report  of  a  Series  of  iiiii  Cases 
[Gould]   327 

Inaugural  Remarks   [McMillan]    307 

Infantile  Cortical  Hyperostosis:  Report  of  a  Case  [Grimmett 
and  Large]  658 

Infarction.  Myocardial,  Complete  Heart  Block  with  a  Ventricu- 
lar Rate  of  Seventy  after:  Report  of  a  Case  Showing  All 
Degrees  of  Heart  Block  [Pollitzer]   124 

Infarction,  myocardial,  in  the  posterior  wall  of  the  left  ven- 
tricle  [Cayer  and  Williams]   510 — CPC 

Infectious  Hepatitis — See  Hepatitis 

Insulin  and  Amytal,  The  Use  of,  in  the  Treatment  of  Certain 
Functional  Gastrointestinal  Complaints,  with  Particular 
Reference  to  Nausea  and  Vomiting  TBarnes  and  Cayer]    552 

Irradiation,  Beta,  The  L'se  of  in  Ophthalmology  [Stocker  and 
McPherson]   05 

Jaundiced    Patient.    Practical    Considerations    in    the    Diagnosis 

of  the  [Miller]    313 
Johns  Hopkins,  Osier  at   [Pratt]    35— TS 

Kidney.  Carcinoma  of  the — See  Carcinoma 
Kirby,   George  Hughes   [Wells]    81 — TS 

Labor,  Prevention  and  Treatment  of  Hemorrhage  in  the  Third 

and   F'ourth  Stages  of    [Crowe]]]    572 
Legality    of     Human     Sterilization     in     North     Carolina,     The 

[Bradway]    250 
Legislation,  Health,  A  Washington   Viewpoint  on    [Wilson]    473 
Leptospirosis      (Weil's     Disease),      Studies     on      Experimental 

[Beamer]    566 
Liver,  Cirrhosis  of  the — See  Cirrhosis 
Lobotomv,   Effects  of,  as  Observed  in   a   North   Carolina   State 

Hospital   [Glass]    67 

Mallett,   William   Peter    [MacNider]    501 — TS 

Malignant  Disease  of  the  Stomach:  Possible  Methods  of  In- 
creasing the  Number  of  Five-Year  Cures;  Analysis'  of  57 
Cases   [Vaughan   and   Crowell]    229 

Malignant    Melanoma — See    Melanoma 

Mastectomy,  Should  Carcinoma  of  the  Breast  be  Treated  by 
Simple  or  Radical?   [Deaton  and  Bradshaw]    no 

McPherson,  Samuel  Dace,  M.D.:  An  Appreciation  [MacNider] 
638 

Medical  Care  Program,  The  Place  of  Public  Health  in  a  [Mc- 
Gavran]    13 

Medical  Care  Program,  The  Present  Status  of  the   [Coppridge] 

Medical  Education,  Errors  of.   and  Their  Remedy   [Davis]    31 
Medical   Education    in    Psychiatry    [Hohman]    619 
Medical  Practice   Act   [Bonner  and   Procter]    92 — C 
Megacolon:  A  Review  of  the  Literature  and  Report  of  a  Case 

in  the  Aged    [Creech]    241 
Melanoma,  Malignant,  of  the  Eye.  The  Diagnosis'  of   [Roberts] 

112 
Melanoma,    Malignant,    of    the    Nasal    Cavity;    Review    of    the 

American    Literature   and   Report   of   a    Case    [AIsup]    70 
Meningocele  Following  Hemilaminectomy :  A  Report  of  2  Cases 

[Winkler  and  Powers]    292 
Mental    Health    Activities    in    North    Carolina,    A    Review    of 

[Young]    3 
Mental    Health,   Promoting    [Felix]    17 
Mitral  Annulus'  Fibrosus— See   Annulus   Fibrosus 
Mold   Arthroplasty — See   Arthroplasty 
Multiphasic   Screening — The   Concept   of,    for    Chronic    Diseases 

[Shepsl   026 
Myocardial    Infarction See    Infarction 


Nasal    Cavity,    Malignant    Melanoma    of    the:    Review    of    the 
American  Literature  and   Report  of  a  Case   [AIsup]    70 

Nausea — See    Gastrointestinal    Complaints 

Neurologic  Teaching,   Trends  in    [Kunkle]    601 

Neurology  and  Psychiatry,  The  Teaching  of.  in  Pediatric  Medi- 
cine  in    North   Carolina    [Taylor    and    Kinross-Wright]    612 

Neurology,    Psychiatry,    and    Neurosurgery,    Symposium    on    the 
Participation   of,   in    North   Carolina    Medicine,   ooi 

Neuropathology  in   the   Teaching  of   the    Neurologic   Specialties 
[Margolis]    006 

Neuropsychiatry  in    Private   Practice    [Garrard]    200 

Neurosurgery    See    Neurology,    Psychiatry,    and    Neurosurgery 

Neurosurgery,    Integrating   the    Teaching   of.    with    Allied    Spec- 
ialties   IWoodhall)    009 

North  Carolina.   Northwest,   Rheumatic   Heart   Disease   in    [Mc- 
Millan  and   Jones]    105 

North   Carolina    Medicine,    Symposium    on    the   Participation    of 
Neurology,    Psychiatry,   and    Neurosurgery   in     ooi 

North  Carolina.  Physicians  of  (Thumbnail  Sketches  of  Eminent 
Physicians)    81,    139,    205,    253,    290,    354,    504 

North  Carolina  State  Hospital— See  State  Hospital 
NrHa"jS2801"  "^  Future":  A  Disi:ussion  of  the   Brown   Report 

Obstetric   Mortality.    Factors    Influencing    [Battle]    682 
Obesity   and   Hypertension:    The    Importance    of    a    Safe 
F8ou?d)   327  Appetite:  KeP°rt  *  =•  Series  of  100 

'''wmiamsr5ioe^CPcrCUmfleX    mnmnry    artery     [Ca*er 
Ophthalmology^  The    Use   of   Beta    Irradiation    in    [Stocker 

.wci  nelson  1    0.) 

Osier  at  Johns  Hopkins   [Pratt]    35 TS 

Osteoid   Osteoma  of  Bone:   A   Clinical   Study   With   the   R 

of    lwo  Cases'  [Vaughan,  Johnston,   and   Bugg]    000 
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Pa[YoSgU&n Zd^f  •£  rractira'  M'*°*  of  Handlta,  a 

P^e^iand1fJrow?ir501Plant:,tiOn;  KeP°H  *  a  Case  [Bland' 
PDick]  wf8  Arteriosus'  I'honocardiograms  in  [McCrea  and 
Pediatric     Medicine 

Neurology 

012 


North     Carolina,     The     Teaching     of 
and    Psychiatry    in    [Taylor   and    Kinross-Wright] 


Phenobarbital     Exfoliative   Dermatitis   Due   to,    Ending   Fatally 
[Plummer,  McDonald,  and  Phillips]   352  rataiij 

Phlebothrombosis     Thrombophlebitis'   and,    Symposium    on     165 
Causes  and  Prevention  of  [Kerr]    105 

Surgical  Treatment  of  Thrombophlebitis  and   Phlebothrom- 

towerl  172  ower    Eternities    [Bradshaw    and    High- 

l*e  Problems   of,   from   the   Medical   Standpoint    [Orgain] 

P'1DickT3340'lamS   '"    Patent    DUCtU1    Arteriosus    [McCrea    and 
Physician-Hospital  Relations'  [Hess]   478 

Pityriasis  Rosea:  Report  of  Atypical  Case  with  Systemic  Mani- 
festations  [James]    137 
Poliomyelitis,    Bulbo-Respiratory,    and    Its    Treatment     [Rappl 

Political  Medicine,  Rural  Health  Councils  as  a  Weapon  Against 

[Hubbard]    l> 
Portal  Hypertension,  Experiences  With  Surgery  for  IBrenizer] 

Postpartum   Sterilization    [Tayloe]    2s:i 
Precancerous   Dermatoses,   The   [Home]    269 
Pregnancy,  Term  Tubal:  A  Case  Report    [Woltz]    034 
Pregnancy,  Unilateral  Twin  Ectopic:  A  Case  Report  [Miller  and 

Reeves]   285 
President's  Address   [Murphy]   225 
President's  Message   [Murphy]    41,   154,  217 
Private   Practice,    Neuropsychiatry   in    [Garrard]    200 
Procaine,    Recovery   Following    Fluid    Restriction    and    the    Us'e 

of    Intravenous,    Acute    Nonobstructive    Renal    Insufficiency 

with     Unusual    Electrocardiographic    Findings:     [Gross    and 

Irvin]   128 
Prostatic  Surgery,   Operative  Results   in    [Gilbert]    341 
Pseudocyst,    Pancreatic — See    Pancreatic    Pseudocyst 
Psychiatric   Institutions,   the   Role   of.   in   the   Teaching  of   Psy- 
chiatry   [Pleasants.    Martin,    and    Magruder]    003 
Psychiatry.  Medical  Education   in    [Hohman]    619 
Psychiatry-  See    Neurology.    Psychiatry,    and    Neurosurgery 
Psychiatry,  The  Teaching  of  Neurology  and,  in  Pediatric  Sledi- 

cine  in  North   Carolina    [Taylor  and   Kinross-Wright]    612 
Psychosomatic   Medicine,   The   Rediscovery  of    [Kinross-Wright] 

621 
Psychosomatic     Symptoms',      Breathlessness,      Palpitation,      and 

Dizziness  as  IKolb]  545 
Public    Health    Activities    in    North    Carolina,    A    Mid-Century 

Review  of    [Norton]    483 
Public  Health  in  a   Medical  Care  Program.   The  Place  of   [Mc- 

Gavran]    13 
Public  Health  Personnel  to  Meet  Today's  Needs,   The  Problem 

of   Adequate   Training  for   [Richardson]    24 
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Tublic  Health  Problem,  Diabetes  as  a  [Hunter]   289 

Public  Relations,   The   Medical   Profession's    [Green]  ill — C&O 

Public  Relations',  The  Medical  Profession's   [Phillips]  aoj — C&O 
Pulmonary  Foreign   Bodies— See   Foreign   Bodies 

Radius,  Subluxation  of  the  Head  of  the  [Boyette  and  London] 
630 

Renal  Insufficiency,  Acute  Nonobstructive,  with  Unusual  Elec- 
trocardiographic Findings:  Recovery  Following  Fluid  Re- 
striction and  the  Use  of  Intravenous  Procaine  [Gross  and 
I rvin J   12s 

Rhabdomyosarcoma    [Taylor   and    Williams]    so — CPC 

Rheumatic   Heart   Disease — See    Heart    Disease 

Roentgen  Aspects  of  Non-Opaque  Pulmonary  Foreign  Bodies, 
The  Clinical  and   [Baylin   and   Martin]    59 

Rural  Health  Councils  as  a  Weapon  Against  Political  Medicine 
[Hubbard]    0 

Rural  Health  Program  of  the  Medical  Society  of  the  State  of 
North  Carolina,  Progress  in  the,  365 — C&O 

Saline  Solution  in  Treatment  of  Shock,  044 — C&O 

Sarcoma — See  Rhabdomyosarcoma 

Sarcoma,  Principles  of  the  Surgical  Treatment  of  [Postlethwait 
and  Bradshaw]   180 

Screening — See   Multiphasic   Screening 

Serologic  Tests,  False  Positive,  in  Syphilis,  Seroresistance,  Treat- 
ment Failures,  and  [Pegg]  518 — C&O 

Shock,  Saline  Solution  in  Treatment  of  Burn,   (ill — C 

Smoking — See   Tobacco  Smoking 

Specialist,  What  Does  the  Family  Physician  Expect  from  a 
[Hardy]    122 

State  Hospital,  North  Carolina,  The  Effects  of  Lobotomy  as 
Observed  in  a  [Glass]  67 

Sterilization.  Human,  The  Legality  of,  in  North  Carolina 
[Bradway]  2S0 

Sterilization.   Postpartum    [Tai>loe]    283 

Stomach,  Malignant  Disease  of  the:  Possible  Methods'  of  In- 
creasing the  Number  of  Five-Year  Cures;  Analysis  of  57 
Cases    [Vaughan   and   Crowell]    229 

Subluxation  of  the  Head  of  the  Radius  [Boyette  and  London] 
030 

Surgical  Lesions  of  the  Esophagus  [Deaton  and  Bradshaw]   559 


Syphilis,  Seroresistance,  Treatment  Failures,  and  False  Positive 
Serologic  Tests  in   [Pegg]   513— C&O 

Talc   Granuloma    [Postlethwait,    Mason,    and   Morehead]    2(7 
Terramycin,  Failure  of,  in  Streptococcal  Empyema:  Report  of 

a  Case   I  Knight,  Izlar,  and  Meads]   079 
Thrombophlebitis   ami    Phlebothrombosis,    Symposium    on,    165 
Causes  and  Prevention  of  IKerr]   105 

Surgical  Treatment  of  Thrombophlebitis  and  Phlebothrom- 
bosis   of    the    Lower   Extremities    [Bradshaw    and    High- 
tower]    172 
The  Problem  of.  from  the  Medical  Standpoint  [Orgain]   167 
Thumbnail   Sketches  of  Eminent   Physicians 

Physicians  of  North   Carolina,   81,    139,    2»5,    253,    290,    35 1. 

501 
Sir  William   Osier,   35 
Tobacco  Smoking.  The  Effect  of,  upon  Gastric  Acidity  [Hodges 

and  Gilmour]   249 
Tubal  Pregnancy,  Term:  A  Case  Report    [Woltz]    0.1 1 
Tuberculosis,  Congenital:  Report  of  a  Case  and  Review  of  the 

Literature   [Burgess]    239 
Tuberculosis,  The  Cost  of,   in   1950    [Smith]    043— C&O 
Tuberculous,  Care  of  the   [Willis]   5 
Twin    Eetopic   Pregnancy — See    Pregnancy 

Typhoid    Fever,  The   Modern   Treatment   of,    with    Report   of  a 
Case   [Stanford]    3  11 

Ulcer,    Duodenal,    Complications   of,    Requiring   Surgical    Treat- 
ment   [Patterson    and    Richardson]    577 
Urinary  Bladder — See   Bladder 
Uterus,  Adenocarcinoma  of  the — See  Adenocarcinoma 

Vagina,  Discharges  from  the.  Treatment  of,  in  Private  Practice 

[Passmore]    487 
Venereal  Disease  Control.  A  New  Dawn   in   [Henry]    151 — C&O 
Vomiting — See    Gastrointestinal    Complaints 

Washington  Viewpoint  on  Health  Legislation,   A    [Wilson]   473 
Weil's  Disease — See  Leptospirosis 
Williamson,  Hugh   [Trent]    139— TS 
Wood,  Thomas  Fanning   [Trent]    351— TS 


EDITORIALS 


Aging,  National  Conference  on,  508 
Alvarez,  Dr.  Walter,  to  Be  Editor  of  "GP,"  209 
A.M. A.  and  Other  Organizations.  Dues  of  the,  210 
American    College   of   Physicians,    Regents   of,    Oppose    Govern- 
ment Control  of  Medicine,   507 
American  Medical  Association  Dues,  84 
Annual  Session,   The  Ninety-Sixth,   255 
Assistant  Editor,  Mrs.  Edward  W.  Jackson—,   299 
Association   of  American   Physicians  and  Surgeons,   The,    208 

Be  Just  Before   You   Are   Generous.    585 
Bond,  Dr.  George,  Is  in  the  Pictures',  509 
Bowman   Gray  Issue,  The,   141 
Break  for  Men  in  Training,  A,  209 
British  Doct<  r.   A,   Moves  to  America,   85 
"By  Gift  of  Chance,"  509 

Cervical  Cancer.  Proposed  Classification   of.    012 

"Chance,  By  Gift  of,"  509 

Colrmnar  Calumny,    258 

Compulsion.   Voluntary  Actions  vs..   si 

Costs  of  Laboratory  Studies,  The,   B5 

Doctor  and  His  Recreations,  The.  :u»i 

Doctor  Draft,  The.   583 

Dramamine  vs.  Hyoscine,  691 

Dues',  American  Medical  Association,  84 

Dues   of  the   A.M.A.  and   Other   Organizations.    210 

Editorial  Assistant,  Miss  Louise  MacMillan.   042 

Editorial  Board,   Dr.   Westbrook   Murphy   on.    509 

Editorial   Notes,   257 

Editors'    Meeting,    World    Medical    Association,    041 

Education,  Medical,   Something  New   in,   584 

Election,  The  Recent,  640 

Ewing,  Another  Defeat  for,  374 

Forsyth  County  Resolution,  The,  298 

General  Practitioner,  National  Health  Insurance  and  the.  40 
General  Practitioner,  The  World  Association  Boosts  the,  258 
Governmental     Control     of     Medicine,     Regents     of     American 

College   of   Physicians   Oppose.    507 
"GP,"  Dr.  Walter  Alvarez  to  Be  Editor  of,  209 

Health  Insurance — See  Insurance 
Health  Inventory — By  Machine?  350 
Hospital  Visitors,   357 
Hyoscine.  Dramamine  vs.,  691 

Insurance,  Medical  Care,  for  Low  Income   Groups,    142 
Insurance,  National  Health,  and  the  General  Practitioner,   40 


Jackson,  Mrs.  Edward  W. — Assistant  Editor,  299 
John  Crown's  Legacy,  210 

Korean  Crisis,  The,  374 

Laboratory  Studies,  The  Costs  of,  85 
Legacy,  John  Crown's,  210 
Let  the  People  Decide,  258 

McMillan,   Dr.   Roscoe,   Honored,   583 

MacNider,  Dr.  William,  Retires,  375 

Medical  Care  Insurance — See  Insurance 

Medical  Education,  Something  New  in,  584 

Medical  AVomen   of  North   Carolina,    358 

"Mercy  Killing"  Case,  That,  210 

Murphy,  Dr.  Westbrook,  on  Editorial  Board,  509 

National  Conference  on   Aging,  508 

National  Health  Insurance  and  the  General  Practitioner,   40 

New  Remedies,  The  Need  for  Caution  in  Using,   690 

Ninety -Sixtli  Annua]  Session,  The,  255 

North  Carolina.   Medical  AVomen   of,   358 

North    Carolina's   State  Taxes,    585 

"Not  by  Might,  Nor  by  Power,"  689 

"Post-Training   Practice,   The   Importance   of,"    40 

Primary,  The  Senatorial,  357 

"Put  Your  Right  Foot  Forward,"   375 

Recreations,  The  Doctor  and  His,  300 
Resolution,  The  Forsyth  County,  298 
"Right  Foot  Forward,  Put  Your,"  375 

Senatorial  Primary,  The,  357 
"Senility,  Normal,"  Guest  Editorial  [Thewlis]  39 
Snake  Handling,  Scientific  Aspects  of.  111 
Southern  Medical  Association,  The,  690 
Stanley  County  Hospital,  The,  375 

Tablets  or  Tubs'?  257 
Taxes,  North  Carolina's  State,  585 
Training,   A  Break  for  Men  in,  209 
"Transactions"   Number.   The,    373 
Tried  and  Found  Wanting,  83 

Voluntary  Action  vs.  Compulsion,   84 

Women.   Medical,  of  North  Carolina,  358 

World   Medical   Association   Editors'   Meeting,    641 

World    Medical    Association    Enjoys    Hospitality    of    American 

Business.  691 
World    Medical    Association,    The,    Boosts    the    General    Practi- 
tioner,  258 
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American  Academy  of  General  Practice,   99,  652 

American  Academy  of  Neurology,  518,  696 

American  Academy  of  Pediatrics,  43 

American  Board  of  Obstetrics  and  Gynecology,   Inc.,  44 

Amercan  Board  of  Ophthalmology,  44,  695 

American   College  of  Chest  Physicians,   101,   164,   223,    382,   518, 

697 
American  College  of  Surgeons,  .168,  599,  696 
American  Dermatological  Association,   599 
American    Heart   Association,    104,    309,    369,    381 
American  Medical  Association,  220,  309,  595,  652 
American  Medical  Writers  Association,  368 
American  Nurses'  Association,  369 
American  Red  Cross,   652 

American   Society  for  the   Study   of  Sterility,   48,    220,    312 
American   Society  of  Plastic  and  Reconstructive  Surgery,   309 
American    Urological    Association,    382 
America's  Future,  Inc.,  224 
Arthritis   and    Rheumatism    Foundation.    381 
Auxiliary,   101,    162,   221,    207,   310,   370,    593,    648,   099 

Officers,   521 

Program  of  Twenty-Sixth  Annual  Session,  163 

Roster  of  Members,  537 

Transactions,  521 

Blue  Cross  Commission,   368 

Board  of  Medical  Examiners  of  North  Carolina,   92,    161,   307, 

368.   376,    694 
Bowman  Gray  School  of  Medicine  of  Wake  Forest  College,  42, 

95,  158,  218,  266,  308,  367.   378,  517,   594,   646,  694 
Brodie  C.  Nalle  Lecture,  The,  101 

Cancer  Seminar.   43 

CARE,  369 

Commission  on  Chronic  Illness,   368 

Committees  and  Organizations  Section,    91,   151,   215,    264,    305, 

365,   376,   513,   643 
Correspondence,  92,  154,  216,  644,  692 
County   Societies,    41,    42,    99,    164,    219,    268,    308,    380,    518,    594, 

647,  695 

Department  of  the  Army,  600,  652 

Department  of  Defense,  104,  268,  312,  372,  472,  518,  600,   697 
District  Societies,  99,   219,   268,   380,   594 

Duke  University  School   of   Medicine,    158,    161,    219,    265,    308, 
368,  517,  645 

Eastern  Surgical  Association,   219 

Federal  Security  Agency,  48,  224,  268,  372,  472,  697 
Fourth  Naval  District,  368 

Georgia  Society  of  Ophthalmology  and  Otolaryngology,    43 
Guilford  County  Medical  Society  Resolution,   593 

Hadassah,  224 

Hebrew  Medical  Journal,  369 

Industrial  Health  Conference,   104 
International  Academy  of  Proctology,  268 
International  College  of  Surgeons,  368,  382,  695 
International  Congress  on  Diseases'  of  the  Chest,  312 

James  Walker  Memorial  Hospital,  37s 

Medical  College  of  South  Carolina,  647 

Medical  College  of  Virginia.,   595 

Medical  Society  of  the  State  of  North  Carolina 

Alphabetical    List    of    Fellows    for    1950,     Supplement    to 
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Corrections  for,   595 
Cancer  Committee,   215 
Committee  on  Prepaid  Medical  Service  Insurance  Plan,  216 


Committee  on  Venereal  Disease,   151,  513 
Committees,   List  of.  Supplement  to  August  Issue 
Ninety-Sixth    Annual   Session 
Program,    155 
Transactions,   385 
Executive   Committee   Meetings,    395 
General  Sessions,   466 
Historical  Data,   386 

House  of  Delegates,   Sessions  of  the,   402 
Index  to  Reports  and  Resolutions,  385 
Officers,  List  of,  Supplement  to  the  August  Issue 
President's  Message,  41,   154,  217,  307 
Public   Relations   Committee,   91,    305 
Roster  of  Fellows  by  Counties,  Supplement  to  August  Issue 

Corrections  for,  595 
Rural  Health  Committee,   217,  365 
Mississippi  Valley  Medical  Society,  368 

National  Conference  on  Cardiovascular  Diseases,  104 
National   Conference  on   Rural   Health,    99 
National    Gastroenterological    Association,    48,    309,    518 
National    Society   for   Crippled    Children    and    Adults,    42,    308, 

381,  697 
New  Hanover  County  Medical  Symposium,   205,    367,   517 
North  Carolina  Academy  of  General  Practice,  94 
North  Carolina  Cerebral  Palsy  Hospital,   93,  220 
North   Carolina   Health    Council,    307 
North  Carolina  League  for  Cripled  Children,   381,  616 
North  Carolina  Medical  Care  Commission,   93 
North  Carolina  Mental   Hygiene  Society,   160 
North  Carolina  Neuropsychiatry  Association,   091 
North  Carolina  Obstetrical  and   Gynecological   Society,   208 
North  Carolina  Pharmaceutical   Association,   308 
North  Carolina  Radiological  Society,   695 
North  Carolina  Society  of  Anesthesiologists,  94 
North  Carolina  State  Board  of  Health,   97,    160,   218,   307,   308, 
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